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ABSTRACT

The present study was designed to determine tﬁe
relative importance of a variety of counselor variables to
the success of Directive Parental Counseling (D.P.C.), a
parent trainins program recently descrived by Holland (1974).
A sgcond generai purpose of this study was to assess the
effectiveness of previously inexperienced D.PlC. counselors.

Twenty-four, third year, nursing students were

ained in the D.P.C. technique in twelve, two—ﬁour didactic
sessions. During the intervention phase each counselor
scheduled. ten sessions with the mother of a child who had.
been referred to the D.P.C. program because.of behavioral
difficulties. Counselors also attended weekly sroup
supervision.sessionstconducted by psychology'graduate
students experienced in the D.P.C. technique.

One family dropped out of treatment and one counselor
was_héspitalized. O0f the twenty-two remaining families,
‘thirteen were judged to be treatment sucéesses by a rizorous
cpitgrion - é 607 decrement of the target problem behavior.
The low treatment drop-out rate and the'high averare
behavioral decrement (61.1#%) compared‘favofﬁbly with other
studies. Thefe was alsg‘a significant change in the
mothef!s percéptioﬁ of ﬁef child's problem.behavior

attributable to distractibility. There were no statistically

ili



significant changes in the mother's attitudes towards
a) acceﬁtant and positive treatmeé{‘of children; b) towards
the family, and; c) towards internalfexterﬁal'control and
in the mother's mood as measured by six scales. However,
of sixteen scales measuring chances in the mother's mood
or attitude, fifteen changed. in the expected direction.

0f six counselor variables aelectéa as a priori
predictors of behavior decrement, three were found to be
significant predictors (internal control, trust and emotional
gtability). 1In total,.l7 of 117 counselor variables were
gignificantly correlated with behavior percentage decrement.
Successful counselors displayed more unconditioned regard:
more affiliative and affectionate behavior and desire more
control behavior. They value a sense of accomplishment,
true friendship, wisdom, being capable and being responsible
more hisghly than do unsuccessful counselors. However,
unsuccessful counselors value family security, being
courageous and being polite more hizhly than do sucgessful
counselors. “ |

0f twenty-five family pre-test variables, only two
were sienificantly correlated with behavior percentacge
decrement. The mother's satisfaction with both the theravy
and tpe therpist was Eigh.

Several factors which made this study more géneralizable

to clinical treatment programs than most other research

- iv



studies were discussed. The importance of therapist
variables in behavior therapy and the utility of using

paraprofessionals in mental health were also discussed.
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CHAPTER 1

INTRODUCTION

A rev%fntionary way of conceptualizing aberrant human
bechavior was adopted at the bheginning of the ninteenth
century. Philippe Pinel in France, William Tuke in
England and Benjamin Rush in America insisted that 'insane'

" people should be treated with kindness and dignity (Hobbs,
1964). Their difficulties were no longer considered as
signs of moral deoravity but as symptoms of medical dis-
order.

The mental health revolution was slower in changing
the attitudes towards unacceptable and aberrant behavior
offsbﬁ&dren. Tnitially, only grossly abnormal behavior

~(/~;;S considered as warranting the intervention of mental
health nrofessionals. The child was seen as being

morally ohlipged to adapt to the environment of his home.

Psychotherapy With Children

Kanner (1957) notes that child psychiatry is a

twentieth century phenomena. In the first decade of

this century there emerged several tural trends
favorable for the psychiatric consideration of-children.gp
Kanner notes four manifestations of this change: 1) Binet
and Simon developed psychometric in uments which

stressed the individual differences‘of children and



suggested that adult society should conform to the child's
individual needs and abilities; 2) The popu%g;fiation of
the concepts of dynamic psychiatry, whi®h viewed childhood
events as precursors of later maladjustment, fostered an
interest in studying the difficulties encountered in

childhood; 3) The establishment of separate courts and

separate legal criteria for juveniles fostered a desire

to know why children were motivated to flout rules
prescribed for them by adults; 4) The emergence of the
mental hygiene movement and its emphas{s on prevention
set the stage for the development of special facilities
for ;hildren with behavioral problems.

In the second decade of this‘century better community
facilities for the adjustment of problem children were
created (1957). Special education classes were developed
for retarded or otherwise handicapped individuals. The
juvenile courts were given the authority to remove
children from homes iq which they suffered from proven
parental neglect or brutality. The child was no longer
seen as being forced to conform to hostile family
environments. In these cases, however, the tendency was to
immediately remove the child from such homes. Parent
training was rarely considered at this time. Instead
there mushroomed a series of foster hoﬁe placement
organizations. The use of probation by juvenile courts

as an alternative to incarceration alsc increased during



this period. _

During the 1920's child psychotherapy was practiced
~almost entirely in community child guidanc? clinics. The
emphasis was on the evaluation of the child's difficulties
rather than treatment (Robinson and Bender, 1957). The
child esuidance movement was dominated by psychoanalytic
thinkers. Conscious conflicts, situational stresses and
realistic life situations were ignored in favor of a
study of individual psyches, unconscious conflicts and
irrational motivations (Ackerman, 1954). Brown (1975)
notes that the arcane theorizing of psychoanalysis
resulted in many failures and a tendency. to blame all
the problems upon the parentis. Rarely were parents
and children treated together.

In the 1920's children were less likely to be
permanently institutionalized than they were in nrevious
decades. Public assistance made it possible for many
children who had previously been sent to orphanages to
remain in their own homes or alternative foster homes.

As this occured many institutions shifted from child care
to providing psychiatric help for children with emotional
problems. Eventually these centers evolved into
residential nsychiatric centers. Robinson and Bender
(1957) cite several examples of such transitions.
{Children's Service Center in Wilkes-Barre, Pennsylvania,

the Cleveland Jewish Orphan Home, etc.). .In the



1930's and 1940's these centers began to specialize in
treatment of the child. Unfortunately treatment often
occured in a 'vacuum'. The child was regarded as the
problem and follow up work with the parent in the home
was seldom carried out. During the 1940's and 1950'3

the use of milieu therapy - i.e., an emphasis on the
therapeutié setting as an aspect of treatment; became
increasingly popular {(Robinson and.Bender, 1957). During
these decades there were basically two therapeutic
alternatives: the child guidance clinic or the inpatient
psychiatric setting. Both settings tended to ignore
environmental and interactional phenomena. Tn the past

decade, a third alternative, behavior therapy has become

increasingly opopular.

Behavior Therapy With Children

Behavior therapy is a term coined by Eysenck (1959)
to denote a system of psychotherapy based on the explicit
aﬁplication of principles of learning to disorders of
behavior. There were scattered reports of such application
in the 1920's by Pavlov and his students in the Soviet Union
and by students of J. B. Watson in the United States
(Jones, 1924; Watson and Rayner, 1920). In 1938 Mowrer
and Mowrer published their report on the classical
conditioning treatment of enuresis with children (Mowrer
and Mowrer, 1938). However, as Brady (1971) notes it

was not until the 1950's that behavior therapy emerged as



a comprehensiv® and systematic approach to clinical
problems.

The classical conditioning theory of Ivan Pavlov
has Deen used by Wolpe (1958) as the theoretical rationale
for his systematic desensitization technique. Classical
or respondent learning is the modification of a naturally
occuring reflex arc in which a neutral or conditioned
stimulus is substituted for "thé natural or unconditioned
stimulus (Werry and Wollersheim, 1967). With the
exception of a few treatment programs aimed at eliminating
. enuresis (Martin and Kubly, 1955; Lovibond, 1964) and a
few cases In which systematic desensitization was used
with children (Tasto, 1969 and Montenegro, 1968) respondent
techniques have not been used frequently with children.

Operant techniques are based on Thorndike's law of
effect and.on the operant theory of Skinner (1938).
Operant learning involves the organism operating on the
environment via his voluntary nervous system. What
responses an organism makes is considered to be a function
of the consequences or reinforcement which followed the
same act on previous occasions. Operant conditioning
has been applied to a variety of children's behavior.
Fire-setting (Holland, 1969}, toilet training (Madsen,
1965). withdrawal behavior (Allen et. al., 1965),
aggressive behavior (Zeilberger et. al,, 1968), encopresis

(Conger, 1970), self-injurious behavior (Peine, 1972),
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seizures (Zlutnick et. al., 1975), noncompliance (Forehand,
et. al., 1974) and many other behaviors have been modified
by operant technologyl At present operant technology
enjoys widespread useage in child treatment centers
throughout North America. 1In partiéular, training
facilities and schools for mentally retarded and autistic
youngsters rely heavily on these techniques.

Brady (1971) notes the rapid increase in the number
of articles and monographs on behavior therapy and implies
that interest in this treatment modality is increasing.

He believes that behavior therapy's emergence from the
science of human behavior is‘an important reason for this
increased popularity. This approach emphasizes objective
observation and measurement. These chgracteristics have
enabled behavior therapy to operate as effective and
efficient delivery system when compared Wwith existing
alternatives. Brady suggests that behaviog\fherapy's
emphasis on the scientific method will insugé that further
improvements will be made. With the self-cri:}Cal
demanding nature of the researcher, the behavior therapist
constantly assesses the efficacy of his procedures and
continues to look to the learning laboratory for new

clinical apvlications.

Paraprofessionals As Therapists

while behavior therapists have reconceptualized

psychopathology and psychotherapy in terms of overt
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behavior, the systems that deliver these services have

also been re-examined. In particular; the necessity

of employing 'professionals' to address the multitude

of mental health problems has been questioned by many
(Hobbs, 196&;"Guerney,l1969). With the increasirg
popularity of client-centered therapy and behavior

therapy, there has been less of a need for professionals
with intensive, lengthy and costly training. Guerney (1969)
notes that these two therapieg share certain charéctefistics
which are amenable to the narabfbfpssional model: 1) Hoth
have an ahistorical approach to the therapeutlc task;

2) The baelc set of principles of both theraples are
simple, few in number and easily comprehended Bywmgst
people, and 3) Both therapy systems rely upon patte;ﬁ$\

S

of behavior which can be specified, faught and measured \i\ -

with relative ease and reliability. - “
Guerney however, cautions.that not everyone can

become a successful mental health paraprofessional. The

practitioner must have certain personal qualities such as

a reasonably adequate intellect, patience, interpersonal

sensitivity; self-control, and a strong motivation to

help others. fGiven the necessary personal qualities

a relatively short training period is still mecessary

to transform the lay person into a successfully functioning

paraprofessional. Unfortunately there has been little

7/ .
research which has specified the attributes which are
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necessary for a lay person to become a behavior change

(23

agent. )

Several reéent trends in mental health support the
use of paraprofessionals. Mental health professionals
are placing a greater emphgsi; on educational efforts
designed to prevent mental and emotional difficulties.
Tt is honed that money spent in drug addiction, alcoholism
and other prevention pregrams in this year's budget wiil
translate into decreases in the Tuch more expensive
treatment columns in future budgets. Paraprofessionals
and volunteers can be readlly employed in such volunteer
efforts. There is also an incféaéing tendency to treat
behaﬁioral and emotional problems in the natural envir-
onment in which they occur. Iﬂstitutionalization at
medievial-like, remote, medicinally sterile, mammoth
psychiatric hospitals and hospital-schools for the mentally
retarded is becoming less common. The' populations of
institutions such as St. Thomas Psychiatric Hospital
decreases yearly. Meanwhile, thefe has been a corresponding
increase in outpatient servicés and short-term hospital-
isation at such facilities as Windsor's Western Hospital
Centre. Mentally retarded youngsters are also more likely
to be cared for and trained in their community. There
are too.few 'traditional' mental health professionals

(especiallynpsychiatrists and psychologists) in the local

community to effébtively cope with this inecreasing work-

S ) /’
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ldéad. an increasing reliance on baraprofessionals has
resulted.

Paraprofessional mental health workers héve included
carefully selected housewivesg (Rioch, 1966) college
atudent volunteers (Reinhersg, 1964), teenage peers
(Perlmutter ang Durham, 1963); teachers (Harris et. ail,,

1964) and parents (Holland, 1969). Nurses have also )

been used ag therapists (O'Neal, 1972). The present study

received (0'Dell, 1974, Nonbehavioral approaches include
teaching parent skills such as insight (McNamara, 1963),
communication techniques (Gordon, 1971} and warmth ang
empathy (Johnston, 1967). 0'Del] has listed several
advantages in using the behavioral approach in parent
training: 1) People unskilled in sophisticated therapy
techniques can learn the pPrinciples of behavior modification
and carry out treatment brograms; 2) Many persons can be-
téught at one time; 3) Behavior modification ig based on
empirically derjived theory; 4) Only a short training

period is usually required; 5) a minimum of professional %
staff can héve more impact than in the one-to-one

trea?ment models; 6) Many parents like a treatment model

that doesn't assume sick behavior based on the medical
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model; 7) MWMany children have wgll defined behavior
problems which are conducive to”qég;f;;fal treatment;

R) Bekavior modification is well suited in dealing with
problems in the natural environment; 9) Research demon-
strates that parents are successful in carrying out
behavior modification programs with their children.,

. Group treatment of parents began during World War II
when personnel shortages were high., Until 1960, these
groups utilized 'conversational' methods (0'Dell, 1974).
[huﬁ%g the early 1960"s behavior modification was applied

to a variety of problem situationg including parent-child

“\QZ::E:ii:Figggpiﬁs. 0°'Dell (1974) credits Pumroy (1965) as
_ betrig tht first investigator to specifically study the

effects of teaching parents the principles of behavior
modification. Ten of eleven experimental families
reported behavioral change two months after the sessions.
Other studies quickly followed. 0'Dell (1974)/ has
reviewed 70 such studies. In addition, there were many
studies which his excellent review ignored {(e.g., Nolan
and Pence, 1970) and many studies which have been
published since his review.(e.g., Zlutnick et. al., 1975).
A variety of pérent training approaches have been
applied to virtually all child problem behavior, ranging
from miid conduct problems to grossly psychotic behavior.
In nearly all such programs the mothers are the primary

object of E;aéﬂiﬁé and bear the major responsibility for

Y
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carrying out the home programs. The home programs are ‘}
usually aimed at the reduction of maladaptive 'surplus'
behavior such as aggressive or hyperactive behavior.
(Berkowitz and Graziano, 1972). ' /

Th; training in such programs usually consists of
operant conditioning approaches. A variety of training
methods have been used. Parents have been trained
individually and in groups, through lectures, assigned
readings in programmed materials, group discussions,

4

modeling and direct coaching. Telephones, audiotaﬁesr
videotapes, films, bug in the ear device; and various
siegnal mechanisms have been used as training aldes.

A rgview of the literature suggests that trainiﬁg
parents in behavior modification techniques can lead to
behavioral change in their children. The majority of the
early reports of success were case studigs. More recently,
several large scale studies have beenonnducted. Walder

1

and his colleagues {(Walder et. al.,tl9?2) have developed

. ) .
a successful training program which has been used with

more than 50 sets parents. Patterson (1974) has de-

cated program which has been successfully
His approach aims to modify
multiple classed of deviant child behavior. H}s research
has been viewed by \ (1974) as the most rigorous

in terms‘of'experimental methodology. Patterson has

developed sophisticated observaticnal and recording
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techniques to validate the parent's reports of behavioral

12

change.
Rose (1974) has taught behavior modification techniques
'in groups to both natural and foster parents of retarded
children. The group leaders used programmed booklets,
modeling and behavioral rehearsal. 1eéturing, discussion,
weekly assigﬁments and positive reinforcement. Following
completion of training in eleven groups, 27 of the 33
families entering the program successfully modified 55
of the 58 behaviors for which plans were intitiated.
Recently Rinn, Vernon and Wise (1975) have presented

the results of a three year proéram evaluation of their
child management course. Over this time period over 1,100
parents were instructed in the principles of applied operant
learning. The findings suggested that the course was
effective. Eighty-four percent of the parents reported
at follow-up that they had not sought further therapy for
their problem child. Children whose parents completed
the course were more likely to reach behavioral goals
than children whose parents were placed in a no-training
control group. Parents wefe satisfied with the course,
The Rinn group found that the instructor's title a%d
professional status did not affect the success of treat-
ment., Two instructors, oﬁe'titiéd PR.D., the other M.A.,

re both previously described as popular, charismatic .
.

informative. They were equally effective on all
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treatment measures. Mira (1970) found that teachers,
social workers, psychiatrists and parents were eqﬁally
effective in acting as bghaviqral managers in a behavior
modification program. These findings add further evidence
that paraprofessionalé and masters level personnel can be

tly employed to implement

7
behavioral progrlmah- well as training parents in

Early rese ih this area was only concerned with
the question of eff&Ztiveness: Can parents be trained to
successfully modify their child's problem behaviors?
Empirical data has repeatedly answered this question
affirmatively. Researchers have become increasingly more
stringent in the péét decade but they have arrived at the
same conclusions. Loose, uncontrolled case study
information has been supplanted with highly controlled
experiments with cafeful measurement. Reversal designs
(reinforcement contingencies are reversed or witheld for
a brief period and then reinstated), multiple baseline
procedures (taking measurements also on beha;iors which
are not the target behavior of the program), control
groups, observers to collaborate parent's report of
behavior change énd recording schemes have all been used
by various researchers., Rigorous résearch has not changed

the answer to the efficiency question.

-~ .
There have been suggestions that attention to such



14

rigor is often unnecessary. For example, 46% of the
studies reviewed by Macdonough and McNémara (1973}
reported the use of unbiased observers. Training ob-
servers is costly and time consuming. Trained observers
may also be unnecessary. There is evidence that parents
can be very reliable observers. O'Leary, Turkewitz and
Taffle (1973) found that the correlation between the
paren£'s and the therapist's ratings of Improvement f&r
each problem was highly significant. Rinn and his
colleagues (1975) also found that parents were reliable
observers. Parents were asked to count the frequency of
the specified behavior. Their results were compared with
the recordings of trained observers. Elght visits were
made to each of eight different homes. Seventy-five per
cent of the observations coincided temporally.

Ferber, Keeley and Shemberg (1974%) have reported
problems in parent training procedures that utilized
Patterson's very rigorous and expensive methodology. They
found that despite attempts to structure observational
seésions, families can and do constrain their interactions.
Important target behaviors of the child are frequently
not observed. Another difficulty was that changes in
frequency counts failed to reflect the differential
severity of problems. A 50% drop in high rate behavior
such as noncompliance thus is not clinically equal to a

50% drop in low néte behavior such as fire setting. The
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authors note that the;r findings raise additional questions
about the meaningfulness of percentage change when térget
behaviors are combined both in terms of particular
behaviors put.in combination and in terms of of the number
of responses cembined. The Ferber group also are aware
of the pitfalls of relyiné on simple ‘codes' for class-
ifying behavior. Target,respoﬁses are embedded in the
context of family difficulties. Specific codes obtained
under specific conditions may not reflect change in a
familj's overall adjustment. |

There are also indications that the empnasis on
experimental rigor has retarded the explération of other
questiohsfregarding parent training. Only recently have
researchers formilated more sophisticated questions. For
rexample Nay (1975) has asked not only whether parenf
training is effective, but "What type of parent training
is. most effective?" He gave instructions in time out
Vprocedures to 77 mothers. They were trained according to
one of four instructional techniquéss 1) written presentation,
2) lecture, 3) videotaped modeling, and, 4} modeling and
roleplaying. Modeling and'roleplaying in“combinafion was
fbund superior to the written presentation and lecture
formats. There are many neglected areas in this field.
0*Dell (1974) notes that studies tend to focus on the

child's outcome behaviors and ignore descriptions of the

parent and counselor behaviors that produce changed. The
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counselor characteristics that may,facilitate'change have
also been ignored.

" Research in the natural environment is complex, time
consuming and costly. Baer and his colleagues (1968)
note that the experimental control required of applied
studies has become less than that required of laboratory
research because of the restraints that society puts on

the manipulation of behavior for the sake of science.

-

The Nurgse As A Behavior Modifier

Nurses have also recently participated in behavior
modification programming. O0°'Neil (1972) has reported
three studies in which she applied behavior modification
techniques to nursing ;roblems presented by three children
with neurolbgical disorders. In the first study, a
program consisting of reinforcement and fading techniques
was used to teach crutch walking to a five year old girl
with cerebral palsy. O'Neil presents evidence that the
techniques were effective in teachihg motor skills to the
handicapped girl. In the second study,'two programs
using reinforcement were used to teach a four year old .
mentally retarded boy to hold and manipulate objects. 1In
the third study, nonverbal imitation training and -
reinforcement was used to improve attentiveness to
instructions. O0'Neil found that children complied-with
instructions more quickly following imitatioﬁ learning.

After presenting her experiences with behavior
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modification, 0'Neil concludes that this technology is
a useful methodology for nursing intervention, since it
is both "convincing and practical”,

Kiernan (1973) has presented evidence that there‘is
a substantial need for the development of the nurse as
‘a trainer, teacher or therapist. Kiernan emphasizes +the
practical utilization of nurse therapists in hospital
schools for the mentally retarded. In these facilities
other professionalsg (e.g., occupational therapists,
psychologists) are too few to covpe effectively with the
problems presented. Generally, residents in such settings
are low in self-help and communication skills aﬁd show
common problem behaviors. Kiernan convineingly afgues
that behavior modification techniques are valuable with
many %ospitalized patients. He suggests that the number
of nurses at "mental subnormality hospitals" in Great
Britain be increased and.that finances and energy be
devoted to the development of training programs in
behavior modification.

The present study, will utilize nurses as didactic
counselors. They will teach behavioral techniques to
parents. Two nurses, Kyle and Savino {1973) have
effeétively utilized group instruction to teach parents
behavior modification. Their program is an eight
sesgion, two hour per week course in behavioral principles

and techniques. Usually four to seven families are
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enrolled in each course, Classes include didactic
material discussion and work on individual problems.
After the parents are given a theoretical background they

are asked to assess their children's behavior and evaluate

~the efficiency of the intefventions they use. E&ach family

is then asked to bring to class graphs of the target
behavior's occurence during a specific time sequence, plus
an anecdotal report that includes details about activities
both before and after the target behavior. Kyle and Savino
also emplby visual aids, films, roleplaying and the

behavior modification primer Living With Children (Patterson

and “ullion, 1971). The last class is an evaltuation
session in which families discuss their expectations,
attainments and disappointments. Evaluation sheets are
completed. Follow-up asgessments are conducted after

one, three and six months. In assessing the 51 familiesr
who completed the course the authors have abstracted two
factors which they feel are involved in changing a child's
disruptive behaviors: 1) The willingness of the parents
to accept the. fact that they have a problem in their
interaction with their child; 2) 'Their willingness to
change. They report that "In all families...as the child's
behavioral pattern changes, the parents' attitude changes
too1" and a new and better relationship is built between
parents and child.

Kyle and Savino's article is the only report known
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to the author which describes an attempt to utilize
nurses to teach parents behavior modification. Unfortun-
ately, no quantitative evaluation of their success in

N

this endeavor is presented. Their impressionistic

report however, is encouraging.

The Directive Parental Counselling System

D.P.C. is a specific therapeutic technique designed
to train parents as therapists for their children. This
approach evolved from the systematic application of learning -
principles to the problems of childhood. The D.P.C. is
described in detail by Holland and Daly (1975). While
many clinicians are presently utilizing similar principles
in tﬁeir practice they ly present a specific
description of how their operations are carried out.

The core of the D.P.C. program is‘a 30 point teaching
syllabus. Eachlpoint has prepared instructional materials,
exercises and specific concepts or sub-points. The
program designates specific operations which a counsellor
follows in a clearly defined sequence until the training
process 1is completed, Detailed operations are clearl&
delineated and continuing feedback is provided. A
counsellor's manual (Holland and Da}y,‘l9?5) provides
this complete description of D.P.C. technology. The .
purpose and usage of each pbint is described as well as
descriptions of the potential problems which are

encountered in applying each step and suggésted solutions.




20

>
Holland's (1970) interview guide is the theoretical basis

of the counsellor's manual. While explicitly stated, the
manual suggests that it not be used mechanically. The
ounsellor still must rely upon his traditional skills

n ligstening and communication and\aﬁintain an apprapriate
hythm and pace in his delivery.

" The parent(s) has an accompanying manual.(Holland,-

197%) which they utilize during the sessions and at

home. Standard recording instruments and some instruct-
ional materials are placed in the manual. The parent
and counsellor-instructor can use fhe manual as a
springboard for discussion. Its most important function
is as a source of reference for the parents.

Presénted in Appendix A is a schematized overview
of the D.P.C. procedupe as outlined by Holland and Daly,
(1975). The authors admit that their description is not
a complete account of all the operations thch might be
performed in the D,P.C. counselling situation. Some
flexibility and ingenuity will always be required from
therapists. However, this general over-view does provide
the reader wi?h an example of a felatively replicable.
technique. In Appendix-A the 30 points.are listed as
well as functional operations which must be executed at
each point.

D.P.C. Research

The D.P.C. program has been used successfully for
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approximately a decade. Brown (1975) found that the
technique can be effectively applied in a group format

by "experienced psychotﬁerapists" who had a mean of 14.3
years of clinicél experience. Parents taught in such
groups were able to modify their children's target
problem behaviors. Brown also found that the aprlication
of the D.P.C. program resulted in attitudinal changes and
non-target-specific behavioral changes. Parents felt
more positive towards their children and toward themselves
as parents. The program was also helpful in shifting
control of reinforcers for child behavior from sources
outside the family to the parents. Brown noted that the
D.P.C. program was not found to significantly influence
the role perceptions the parents have of their spouses or
their attitudes towards the total family unit.

Hyde (1975) found that the D.P.C. could be successfully
applied by less experienced graduate trainers; psychology
graduate students. They were described by Hyde as having
minimal clinical skills and being previously untrained in
behavior modification. Hyde's trainers met individually
with their parents. Her results indicated that there were
significant decreases in targeted problem behaviors and
that these decreases were maintained over a tﬁree month
period following the training program. Hyde found that
there were significant changes in the parent's percentions

of child nroblem behaviors. However there was no significant
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changes in parent-child relationship attitudes and the
narent's perception of behavior change and personality

ad justment. Since 3rown (1975) found significant chénges
in these areas, the level of therapist training and
experience may be a gipgnificant variable in effecting
attitudinal changes. This experience does not seem to

be as necessary for the effectance of changes in térget
behaviors.

Therapist Variables and Therapeutic Outcome

One of the most popular areas of clinical research
continues to be the analysis of empathy, warmth, theraveutic
genuineness and other therapist behaviors as relates to
therapeutic outcome. Whitehorn and 3etz (1954) studied
the differences between successful and unsuccessful (or
A and 3 type) therapists. They found that the successful
therapist was warmer and attempted to understand the
patient in a more personal, immediate and individualistic
manner than the less successful\therapist. They concluded
that the personality, attitudes and interest.of the
therapist play a significant role in determining the
effectiveness of the therapist.

In a recent review, Bergin and Suinn (1975) note that
although research on the A-B variable persists, this af@&'-
is plagued by ambiguities and poor studies, They point 4%?
out that many studies using this framework are published

and later seem trivial or misleading when the real

- A
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complexity of the phenomena under study becomes clear.

For example; iMcNair, Callahan and'Lorr (1952) have
discovered that the type B therapist had significantly
better therapy results than the type A therapist under

one set of circumstances. They conclgde that the
relationship between therapist type and therapist results
was dependent on the similarity of background and interest
in patient and therapist.

Client centered therapists have empﬁasizéd the
importance of three therapist characteristics: nonpossesive
warmth, genuineness and empathy. Zarly evidence by
sarrett-Lennard (1962), Truax (1963) and others stroﬂgly
_ suggested the relevance of these three therapist conditions
for success with counselling cases. . However, Bergin and
Suinn (1975) have recently concluded tha't the potency
of these variables outside of highly specific client
centered the?apy is gquestionable. While some studies
support the notion of a relationship between empathy and
outcome (e.g., Barrett-Lennard, 1962) others fail to
replicate this finding. They suggest that these conditions
may be vital to positive change, but may not be measured
appropriately. For example, in a number of stua;es showing
no relationship between audiotape-rated empathy and out-
come (the Truax scales) there were significant correlations
between patient percei%&d gmpathy and outcome, usually

as measured by the Barrett-Leﬁnard Scales,
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Knupfer, Jackson and Krieger (1959) related super-
vior's ratings of therapist®s competence for forty
psychiatric residents with the resident's own self-reports.
The data suggested that therapists who were rated as highly
competent were both more self-confident and more expressive
as individuals. Combs and Soper (1963) also found high
correlations betiween supervisor's rank orders and tweive
aspects of the counseior's attitudes. "Good" counselors
tended to assume the internal rather than the external
frame of reference with othefs. to be people rather than
thing-oriented, and to see people as able, dependable and
friendly. Illowever, 3Streitfeld (1959) found that ratings
of self-acceptance and acceptance of other is not related
to psychotherapeutic ability.

Gardner (1964) in reviewing several studies which
attempted to correlate a large number of therapist
personality variables with measures of the quality of the
therapeutic relationship, concluded that positive results
occured no more often than would be expected by chance.
However, seve;al tests such as the Comrey Personality
Scales, the Profile of Mood States and tHe Chapin Social
insight Test which intuitively seem to be better predictors
of clinical success have not been utilized in such research.

Behavior Modification and Therapist Variabhles

In any course of therapy there is u ertainty as to

how much therapeutic effect is due to the clien herapist

w
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relationship and how much to the actual technicdl aspects
of the therapy. Systematic desensitization is nofe easily

automated than most therapeutic techniques thereby

offers the opportunity to separate these components.

' Lang and his associates have dev oped a Device for
Automated Desensitization (DAD) which conducts therapy
sessions. A.comparison of the DAD with a live therapist
conducting desensitization showed that the former was
about as effective as the latter in producing fear re-
duction as measured by behavioral avoidance. Lang
concluded that the specific program of instructions and
not the therapeutic relationship was the viable aspect of
the desensitization therapy. Krapfl (1967) also found that
self-administered systematic desensitization (S. D.)
produced the same amount of reduction in avoidance behavior
as the standard, socially administered form,

However, in such automated procedures such as DAD,
human contact is not totally eliminated. The subjects'
initial sessions are conducted by a therapist. There is
evidence that the presence of a tWerapist facilitates the
progress of treatmg?t. Lang (1969) reported that subjects
who had human S.D, tﬁerapists reported less fear on a
verbal measure after treatment than did DAD subjects.

Quirk (1973) also employed an automated desensitization
procedure. 'He found that subjects who had less contact with

their therapist needed more 5.D. sesgions than did subjects
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who experienced S.D., with a human tﬂerapist present.

Joth groups eventually achieved the same level of fear
reduction. Quirk suggests that a relationship facilitates
S.D., but is not a necessary element of the process.

Donner (1970) believes that a therapist is necessary
in S.D. to provide reinforcement to clients therebvy
maintaining their motivation to continue in the S.D.
process. Clients may find the eventual elimination of
their phobia as too delayed a reinforcer to maintain their
behavior. Other investigators (Leitenberg, Agras, Barlow
and Oliveau, 1969) have suggestd4d that the major
therapeutic benefit from S.D. was due to verbal reinforcement
by the therapist for the small gradual successes of the
client.

Many contend that the sensitivity of an astute ~
clinician is often essential for successful therapy to
occur. Paul (1969) notes that the construction of S.D.
hierarchies is a nonoperationalized procedures which.
relies mainly on the clinical sensitivity of the therapist,
The means of identifying central stimulus dimensions is
according to Paul, "Still more art than technology."

There are indications that the therapist's beliefs
affect the outcome of S,D. Wilkins (1973) believes \that
the therapist acts as a catalyst for the client's
expectancy. He posits that the resulﬁg of expegtaﬁéy

studies can be interpreted as evidence. that the therapist
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-piays a considerably more active role in the outcome of
5.D. therapy than was previously theorized. The therapist
thus behaves differently towards high expectancy—clients
than he would towards low expectancy clients. Wilkins
suggests that a very meaningful direction of‘future
therapy is the identification of the therapist's mannerg
and behaviors than may be controlled by'yhe communication
of lower client expectancies. Wilkins reported
preliminary results which indicate the rate of ther _°'t
controlled vrorress through the hierarchy is slower for
subjects who have been given low expectancy instructions.

There 1s also evidence that the characteristics of
the therapist influence the outcome of S.D. This is still
a relatively uneiplored area. DMarmor (197)) helieves that
therapists who are experienced as "help-giving" and
powerful are more effective. No studies have been reported
which have tested this hypothesiJ. Two attributes which
have been examined experimentally are therapist warmth
and the sex of the therapist.

ilorris and Suckerman (1974)! varied the amount of
therapist warmth in an automated| S.D. procedure. Subjects
were agssigned to one of three trjeatment conditions: Warm,
automated subject group; cold, automated suﬁject group and
a no treatment control. All gréups were equated with
respect to pretest behavioral aioidance scores. The

only procedural differences beiween the two therapy groups

i



28

were the manner in which the taped thérapist verbalized

the procedures. Subjects in the warm, automated therapist
group improved significantly more than subjects in either
of the other groups. There were no significant differences
between the cold, automated therapist group and‘the

control group. - This relationship was maintained during

a follow»up. This study suggests that therapist warmth

is an essential element to successful S.D.

‘Geer (1973) has discovered that the sex variable
influences the outcome of S.D. therapy. A significant
therapist x subject interaction occured on the outcome of
S.D. therapy with test anxious college students., iale
therapists were significantly more effective with female
subjects while female therapists were sometimes (but not
significantly) more effective with male subjects than the
male therapists were. Geer suggests that S.D. isn't
immune to confounding by the personality variables of
the client and the therapist.

The above studies suggest that personality and social
variables affect S.D. Operant canditioning also seems
affected by those factors. Homme (1972) has stated that
it ¥ preferable to use secondary reinforcers such as
social reward, Tﬁe reinforcing‘value of secondary
reinforcers will partially depend upon the pe;tinent
socilal and personality variables. There has been a

paucity of research which has attempted to explore the
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personality and social variablgs'associated with tﬁe reward
values of human reinforcers. It is also a truism that
incentive and motivation affect all performance. Incentive
to perform an interpersonal behavior is affected by the
soclal and interpersonal context.

The effects of modeling procedures have also been
sho&n to be controlled in bart by’social and personality
variables. B3andura (1969) notes that intelligence, age,
SES, apﬁarent social and yocational competenCy,'prestige
aﬁd power all influence the effectiveness of a model.

The above studies suggest that the outcome of behavior
therapy'is enhanced when the optimal personality and
gécial variables are present. Learning theory has been
*used to develop new clinical techniques. Since the
therapeutic relationshiﬁ is apparently crucial to therapy
outcome, it may be fruitful to apply the theory and
empifical findings bf personality and social psychology.
Hiesler (196€) has stated that it makes no sense to simply
inquire if therapy is effective. A researcher must ask
a more complex question: what combination of setfing,

- client and therapist va:iabl&g\is optimal? The work of
the Rogers group (e.g., Rogers and Dymond, 1954} was a
begihning. Therapists who scoyed high on scales of
accurate empathy, genuineness and warmth were more
successful therapists than colleagues who scored lower on

, ®
these scales. Thus Rogers' qualification would be that
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therapy by empathic, warm and genuine therapists is
effective. Other therapist variables myst be examined.
The present study attempts to determine the relative
importance of a variety of counselor variables in a

D.P.C. program in which nursing student counselors train
‘parents to modlfy their children's inappropriate behav1or.

Statement of the Problem

Although the parent training literature presents
many descriptive reporté of success in parentg’ learning
to decrease their children's behavidré, the majority of
these studies ignorg describing the characteristics and
qualities of the counselor who trains parents., Cost
efficiency and mental health manpower conservation are
heralded as some of the benefits of parent training
programs. However, there is little data at present on the
characterlstlcs that would facilitate such parent tralnlnp. *
It is generally accepted that Ph.D. level psychologists
afe not necessary for such programs. Howevel, 0'Dell
(1974) and others assume that these programs can not be
carried out successfully by everyone. Personal characteriétics
of the counselor are assumed to be important variables. One
general purpose of this study is to determine the relative
importance of a variety of counselor variables to the
success of a parent training program. |

A second general purpose of the present study is to

examine the effectiveness of one parent training priogram,
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the D.P.C., using nursing students as parent trainers.
Currently with proposed reductions in North American
vrovincial, state and federal budgets, there is an emphasis
to provide effective, efficient, low-cost social and health
services. The effective use of the psychologist as a
consultant to less expensive parent trainers would
significantly increase the number of families provided
with help in a public health system which has limited
resources. This study was designed to offer information
and raise questions regarding the effectiveness of the
D.P.C. as delivered by third year nursing students under
supervision from clinical psychology graduate students.

Twenty~-four families having at least one child with

“active behavior problems in the home comprised the élient

group. Behavior and attitude measures were administered
pre and post experimentally to these families. The
following specific hypotheses regarding the effectiveness
of D.P.C. therapy were examined:
1) Parent training in D.P.C. will enable treatment
group parenté.to significantly decrease those
problem behaviors identified as specific

\ targets in their children.

2) Parent training in D.P.C. should generalize
and produce significant changes in the desired
direction in the parents' attitudes towards

their child's behavior and adjustment-as measured
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by the Walker Problem Behavior Checklist.

3) After the D.P.C. experience, the parents will
have a more favorable attitude toward acceptant,
vositive treatment of children and a more
favorable attitude towards the family.

4) The parent's mood édjustment will be significantly

improved after participating in the D.P.C. program.

In addition, a variety of counselor variables will
be empirically correlated with success in treatment as
measured by a significant decrease in specified problem
‘behaviors.

In the next six hypotheses it is predicted that
specific counselor variables will be significantly positively
correlated with therapy outcome as defined by target behavior
frequency change: o

5) The counselor's total mood adjustment as measured

by the Profile of Mood States will be a significant
predictor.

\ 6) The counselor's social insieght as measured by the
Chapin Social Insight Test will also be a
gsignificant prédictor.

7) The counselor's attitude toward extermal control

as measured by the Rotter Internal-External Control
Scale will also be a significant predictor of

decrease in the frequency of the specified problem,

8) The counselor's trust as measured by the Comrey
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Peraonalitj Scales will be a significant predictor
of beh;vioral change.

The counselor's emotional stability as measured by
the Comrey Personality Scales will also be
gisnificantly correlatéd witﬁ a decrease in the
specified problem behavior.

The counselor's empathy as measured by the Comrey

Personality Scales will be a significant predictor.

~



CHAPTER 1I

METHODOLOGY

The present study consisted of an experiment in which
third year nursing students wefe trained in the principles
and techniques of the Diregtive Parental Counseling System
(D.P.C.). They were trained by two psychology department’
orofessors and six psychology graduate students. The
nursing studénts (counselors) theﬁ trained parents in this
system. The parents selected had a child who was referred
to a local child mental health or othef community social

services agency because of behavioral difficulties.

Subjects .

Twenty-four families having a child with active

behavi problems in the home participated in this study.
These children were referred by mental health specialists,
family physicians and social services personnel. The families
were assigned to the counselors randomly.

Twenty-four third year nursing students participated
ag counselors in this study as part of their course requirement
for two required half-year nursing subjects (pediatric and
psychiatric nursing). The counselors voluntegred to
participate in the program in lieu of completing a term

project. At the outset of the program the nurses had no

formal experience in psychotherapy or counseling. They

34
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had had some experience in interviewing however. Twenty-
three female counselors and one male counselor were employed.
The mean age of the counselors was 21.79 years, the range

20 to 42 years.

Procedure

The exveriment coﬁsisted of tﬁéee’ﬁﬁases= 1) The
didactic pvhase, 2) The supervision phase, and 3) The
intervention phase. -
(1) Didactic Phase: Twenty-four third year nursing students
received training in the D.P.C. system from Dr. C. J. Holland,
Dr. R. M. Daly and six sraduate student assistants. Twelve
.training sessions were held Wednesday morninés from 9:00 a.m.
to 11:00 a.m. The didactic sessions commenced September 24,
1975 and ended on December 10, 1975. The teaching was

generally didactic in nature, relying upon Directive Parental

Counselling: A Parent's Guide by C. J. Holland as the main

courge reference. Each point in the 30-noint system was
discussed. Appropriate and ingppropriate interviewing
techniques were demonstrated through role-playing nrocedures.
Typical conversational pitfalls and typical parental
objections to behavior modification, baselining and behavioral
contracting programs were also discussed. Case studies were
used to give the students practice in using the system.
3ehavioral rehearsal was used in small groups to ﬁrepare

the nursing students for their counseling experiences. Four

nurges were randomly assigned to each of the sgix small
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groups which were led by six psychology graduate students.
Typically, a training session consisted of a 70 minute
didactic presentation in a large group, a five minute
recess and a 45 minute small groun behavioral rehearsal
experience.

Instruments were administered to the counselors at
the beginning of the didactic phase. The graduate student
consultants also evaluated the ‘counselors at the end of the
didactic phase. These measures yielded predicfor variable
scores.
(2) Supervision Phase: During this phase, tﬂe nursing
students met weekly for an heur in a small group with their
psychology graduate student supervisors. Ten supervisory
meetings were scheduled in the timé period January 12 to
March 26, 1976. - The specific times and places of these
meetings were arranged by the counselors and the consultant-
supervisor. Both general and spép}fic concerns with
counseling and the D.P.C. system were discussed.
(3) 1Intervention Phase: Concurrent with the supervisory
phase the student taught the D.P.C. system to parents whose
children were referred because of behavioral difficulties.
Parents were seen individually in their own home. The
identified ﬁroblem child in some cases was given a medical
"examination in an attempt to determine-if*hon-environmental
factors were the primary determinants of the problem

behaviors. All parents were informed of the general sequence
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to be followed in the program. At the outget of the
program they agreed to complete assessment insfrumenté
which they were told would be used to evaluate the effect-
iveness of*the. program.

The training program taught to the parents was based on
the social learning principles and behavior change system

descriled in Directive Parental Counselling: A Parent's

Guide. Each set of parents will be given a copy of this
manual to-read and use throughout the program.,

The parents learned thé concepts, language, observation
angd. data collection skills necessary to plan and carry out
e behavioral change program. They were taught to identify
one target behavior that would be aporopriate to modify via
the D.P.C. program. They were then given specific instructions
regarding observing and counting the frequency of the target
behavior in the home. Behavior frequency recording sheets '
were given to the parents in order to facilitate their data
collection. Baseline data was then collected by the parents.
The 30 points of the program and the social learning
principles they entail were then discussed. Finally, at
about the fourth or fifth week, depending upon the parent's
progress, a specific program for changing the targeted
behavior was developed and carried out by the parents. The
parents made wegkly frequency counts of the targeted behavior
throughout the p;ogram. |

Frequency counts of the targeted behavior at baseline,
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‘during and after treatment, and tests measuring parent's

perception of child behavior, parent's attitudes and the
parent's mood were used to evaluate changes that resulted

|
fro@ the program. Only the parent implementing the program

\\coméleted these assessment measures. In all treatment cases

\‘kg?e‘mother implemented the program.

Mgésuring Instruments: Predictor Variables
}

—~\/ Several instruments for the assessment of behavior and
attitude change were used., The first fifteen meagsures
described below were administered to all counselors at the
beginning of the diidactic phase. The next three measures
were administered at the end of the didactic phase. These
instruments were used to obtain predictor variables; i.e.,
variables that would be used to predict suceess in the D.P.C.
Copies of all unpublished tests used in this study can be
found in Appendix B. References.for published instruments
are given below.

(1) The Chapin Social Insight Test (CSIT): This test
consists of 25 short paragraphs describing problems. The
respondent is aéked to choose one of four options which
offers the most insightful or wisest course of action.

F. S. Chapin, a socilologist, created the test. H. 0. Gough

(1968) has prepared a test manual. The corrected odd-even

~ reliability coefficient of the Chapin is .75. Gough provides’

evidence that the Chapin test correlates highly with a

variety of measures of interpersonal sensitivity.
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(2) The Nurses Attitude Inventory (NAI): This survey
consié%s of 70 multiple choice items. In devising the scale,
Thurston and Brunélik (1959) chose items which would
distinguish between succegsful and unsuccessful nursing
studentg.. Nine scales can| be obtained: nursing, self,
home-family, resoonsibility, others-love-marriage, @ ademib,
a validity scale designed te detect attempts to falsify.
in order to create a good impression and a validity scale
designed to detect a tendency to create an unfavorable
impression. A totai\score is also obtainable. Evidence
has been pregented that the total score is a signficant
predictor of success in'nursing school (Thurston, Brunclik
and Feldhusen, 1970). |
(3) The Family Scale (FS):s Rundquist and Sletto's
Family Scale is dedcribed by Shaw and Wright (1967). The
.scale consists of' 21 statements-for which the respondent
chooses from the usual five Likert-type responses ranging
fgim "strongly agree" to "strongly disagree”. One scale
is being measured: favorability of attitude toward the
family. Test-retest reliability after a sixty-day interval
was found/ﬁo be 383; split-half reliabilifies were found
to be .84. Attitude scores on this scale have been found
to be related to various family strggses_(separation of
parents, etc.).
(4) Surveylof Bpinions Regarding the Bringing Up of
Children (SORBUC): Both this scale and tﬁ next one were
!
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developed by Ifkin fo measure intrafamily attitudes. They
are described by Shaw and Wright (1967). This scale
consists of 26 standard Likert-type items and four multiple
choice items. The scale purports to measure attitudes
towards "acceptant, positive treatment for children”.
Reliability estimated by the split-half method was found

to be .85.. Little evidence of validity is available.

(5) ,Survey of Opinions Regarding the Discipline of
Children (SORDC): This scale consists of 31 standard, Likert-
type items and four multiple choice items. Split-half
reliability was reported to be .95. This survey purports
to measure attitudes tdwards strict control of children's
acfivities. | '

(6) The Helping Attitude Inventory (HAI): Porter's
Counseling Procedures Pre-Test (1950) has been adapted
by Jones (1967). The revised instrument consists of “twenty-
five questions with five responsgé to each quegtion. The
respondent ranks alternatives in order of preferred responses.
The instrument yields five response tendency scales:
understanding, orobing, interpretive, supportive an&
evaluative. These scales purport to measure preferences
for given ways of responding to someone in a helping
relationship. The mean estimated reliability of the scales
as computed by the split-half method was .86 and ranced from
.96 (understanding) to .71 (interpretivg). Experienced

counselors tend to have high understanding scale scores and
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low evaluative scale scores wh loompared to other ocoupational
groups (Jones, 1967). i

(?) The Firo-B Test (FIEDB): Schutz's Fundamental Inter-
personal Helations Orl entation-Behavior Te;% Yields silx soamless’
expressed and wanted behavior in the areas of inclusion, control
and affection. The mean estimated rellability for the six scalee
as computed by the split-half method was .94 (Schutz, 1967).
The mear® test-retest rellability during a one month interval
was .76, Both Firo tests consist of 54 statements for which
the respondent must choose one of six alternatives, /

(8) The Flro-F Test (FIROP): Schutz's M ro-F test purports’/
to measure how an individual ususlly feels towards others, The
test ylelds six scaless expressed and wanted feeling in the
" areas of inclusion, control and affeotion,

(9) The Internal -Bxternal Control Scele (I-E): HRotter's
(1966) scale consists of 29 pairs of statements, The
respondent must choose the statement he agrees wi'th most..
The aoéle purports to measure a generalized expectanocy
regarding the nature of the causal relationship between one's
own behavior and its consequences. Internally ocontrolled
people believe that external events are contingent upon their
own behavior. Externslly controlled individusls believe
that thelr fate 1s ocontrolled by luok or other forces beyond
their control. In various studies the split-half reliability
of thlis instrument has ranged from .65 to .79. 1In the past
decade there have been many validity studies in the
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liférature which have extended the'predictiée value of
this instrument. ,

(10) The Rokeach Value Survey (RVS#): Rokeacﬁ's (1970) ,
instrument consists of a list of eighteen terminal values
(such as happiness) and a list of eighteen instrumental
values {such as loving). The respondent ranks items in
each list in their order of importance as guiding principles
in his life. Median test-retest reliabilities for collere
students with a two to four month interval between test and
retest was .76 for the terminal values and .65 for the
instrumental values. ~ith a 14-16 month test-retest interval
the terminal'reliab litglwas .69 while the instruFéntal
reliability was .6f§ Rokeach (1973) has reported“extensive
research that has validated the scale as a useful measure
of long-term and short-term change in values and attitudes.
ile has also provided normative data for groups broken dpwg
by sex, income, education. race, age and felig;on.

(11) - The Comrey Personaglity Scales (Cﬁé): The Comrey
test consists of 180 items. The ;espondent choogses between
seven responses. Eight personality scales (t;ust ﬁe
defensiveness, orderliness vs lack of pompulsibn; socia;
conformity vs rebelliousness, activity &s lack of energy,
emotional stability vs neuroticism, extraversion vs intro-
version, masculinity vs fémininity, and empathy vs ego-
centrism), a validity check scale and a response bias scale

L]
are obtainable. Internal consistency reliabilities for the
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personality scales range from .70 to .95. Comrey (1970)
rresents evidence ffom twelve factorial validity studies
to supporf the use of hié instrument.

(12) The Profile of Mood States (POMS): The POMS test
consists of 65 adjectives which the respondent is asked to
rate on a five point scale. according tb the degree to which
the items are self—desgriptiveL A total mood disturbance
scale and six sub-scales (tensiqn,qaepression, anger, vigor,
fatizue, confusion) are obtainable. The iﬁfernal (split-half)
reliability of the six sub-scales ranse from .87 to .95.

The test-retest reliability (with arproximately 20 days
between testing) ranged from .65 to .74 for the scales
(MeNair, Lorr and Droppleman, 1971). Seseral validity -
studieg are reported in the POMS test manual (McNair et.
al., 1971).

(13) The D.P.C. Expectancy Scale (DPCES): This
instrument was devised by the author for the present study
(See Appendix B). It consists of four Likert-type items
which myst be responded to with one of five choices ranging
from “"strongly agree" to "strongly disagree”. It purports
to measure the respondent's beiief in the D.P.C..as an
- effective treatment modality. |

(14) The Social Desirability Scale (SDS): Marlowe
and Crowne's scale (1964) purports to measure a need for

social approval and a tendency to respond in sbcially
——

desirable ways. It consists of 33 true-false items. The
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internal consistency reliability was found to be .88. A

test-retest reliability of .88 was obtained following a
one month interval.

{15) The In-Traininz Evaluation Form (ITEF): This
form was devised for this study (See~Appendix B). 1In part
I the counselor ranks himself in relation to three peers
according to how successful she (he) will be ag a D.P.C,
counselor. Part II consists of nine bipolér adjectival
statementss secure-insecure, steady-nervous, competent-
incompetent D.P.C. couﬁselor, competent-incompetent nurse,
relaxed-tense, happy-sad, active-inactive, likeable-unlikeable
and confident-unconfident. These items are rated on an
e%ght—step scale according to how each applies to the
counselor at the present time. .

(16} The Verbal Behavior Indices (VBI): This i strument
was also devised by the author for the present stu£;4?éee {“‘j*q
Appendix B). The instrument is generalizable so sthat it
could be used.by the counselor to rate his own verbal
behavior and by the supervisors to rate their counselors'
verbal behavior. Part I is a modification of a verbal
problem behavior checklist devised by Carter and Thomas
(1973). The respondent checks off the verbal problems which
apply to the subject being assessed. A total score is
derived. Pdrt II consists of two eight point scales
regarding overall abilities to communicate and to listen.

(17) D.P.C. Knowledge Tegt (KT): A five question short
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essay test was administered to the counselors at the end
of the didactic training phase.- The papers were given
numerical grades on the standard 0 to 100 scale.

(18) Attitude Toward the Supervisor Scale (ATSS):
Shaw and Wright (1967) have described and evaluated a scale
created by Schmid, Marsh and Detter (1957). Subjects
resnrond to each of fourteen items selecting one of five
alternatives ranging from "strongly agree" to "strongly
disagree”. The scale purports to measure the extent that
a respondent has a favorable attitude towards his supervision.
The internal consistency reliability has been found to be
.90,

In addition, the following scales were given by the
supervigsors at the end of the didactic sessions segment of
the training progran. , |

(1) Supervisor's Evaluation of the Counselor Form
(SECF): This scale, also devised by the author for this
study includes an item requesting the supervisor to rank
the counselor being rated in relation to her (his) three
peers in the supervision group. The form also has seven
bipolar adjectives which compose eight-step scales. The
gsupervigor rates the counselor on the following traits:
predicted success as a D.P.C. counselor, empathy, regard,
unconditional regard, congruence and willingness to be

known.

{2) The Verbal Behavior Indices (see above).
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At the end of the treatment phase the client (parent)
completed the following test instrument which yielded
counselor predictor variables:

The Barrett-Lennard Relationship Inventory (BLRI):
Barrett-Lennard's (1962) scale consists of 89 statements
describing counselor beﬂavior. The client reponds to each
item on a six-point scale, rating his (her) D.P.C. counselor.
Five scales are obtainable: 1level of regard, empathic
understanding, congruence, unconditionality of regard and
willingness to be known. - The internal consistency of the
five scales ae meaéured by the split-half method ranged from
.82 to .93. Barrett-Lennard (1962) provides evidence that
counselors independently identifiéd as more competent scored
higher on this instrument and that the client's,perqpption
of the counselor on these scales was significantly correlated
to therapy outcome.

Finally, one behavioral index of committment to the

D.P.C. was usdd. Nurses were given the Opportunify to
volunteer to spgak in front of a nursing class in an attempt
to elicit subjects ted D.P.C. study.

///' Table 1 summarizes the counselor predictor variables

/

examined in this study.
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TABLE 1

Counselor Variables T&kted As Predictors

Variable ) Assessment
Code Variable Instrument

Cl social insight CSIT X
c2 attitude toward nursing NAI
C attitude toward self NAI
C attitude toward home-family NAI
Cs attitude toward responsibility NAT
cé attitude “toward others-love-

marriage NAI
C7 attitude towards academic pursuits NAI
C8 tendency to try to make goo

impressions ' NATI
C9 tendency to try to make bad

, impressions NAI

C10 total score favorable nurse .

attitudes © NAI
Cll attitude towards the family FS
Cl2 attitude towards acceptant treat-

ment of kids SORBUC
€13 attitude towards strict control N

of kids' actions SORDC
Cl4 understanding response tendency HAI
Cl5 . probing response.tendency HAI
Cl6 interpretative response tendency HAI
C1i7 supportive response tendency HAX
C18 evaluative response tendency HAI -
Cl9 expressed inclusive behavior FIROB
c2o0 expregsed control behavior FIROB
c21 expressed affection behavior FIROB
c22 wanted inclusive behavior FIROB
c2 wanted control behavior’ FIROB
c2 wanted affection behavior FIROB
C25 expressed inclusive feeling FIROF
c26 expressed control feeling FIROF
c27 expresged affection feeling FIROF
c28 .wanted -‘inclusive feeling FIROF
Cc29 wanted control feeling FIROF
C30 wanted affection feeling FIROF
C31 attitude re: internal vs ext. control I-E
c32 importance of a comfortable life RVS
€33 importance of an exciting life RVS
C34 importance of a sense of accomplishment RVS
C35 importance of a world at peace RVS

C36 importance of a world of beauty ' RVS
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TABLE 1
(continued)
Variable Assesshent
Code Variable Instrument
C37 importance of equality RVS
Cc38 importance of family security RVS
C39 importance of freedom RVS
C4o importance of happiness RVS
C41 importance of inner harmony RVS
ch2 importarice of mature love RVS
C43 importance of national security RVS
Chly importance of pleasure RVS
Chs importance of salvation RVS
Ché importance of self-respect RVS
C47 importance of social recognition RVS
cLs8 importance of true friendship RVS
ch4 importance of wisdom RVS
Cs0 importance of being ambitious RVS
Csl importance of being broadminded RVS
Cs2 importance of being capable RVS
Cs53 importance of being cheerful RVS
Cs54 importance of being clean RVS
Css5 importance of being courageous Rvs ,
C56 importance of being forgiving- RVS
Cs57 importance of beins helpful RVS
Cs58 importance of beinz honest RVS
C59 importance of being imaginative RVS
Cé0 importance of being independent RVS
cél importance of being intellectuszl RVS
cé2 importance of being lozical RVS
63 importance of being loving RVS
col imnortance of beins obedient RVS
Cé5 importance of beinz polite RVS
C66 importance of beinz responsible RYS
Cé7 importance of being self-controlled RVS
C68 trust CPS
Cé69 orderliness CPS
C70 social conformity CPS
C71 activity CPS
c72 emotional stability CPS
C73 extraversion CPS
C74 masculinity CPS
c75 empathy W CPS
Cc76 validity check - CPS
C77 response bias CPS
Cc78 tension POMS
Cc79 depresgsion POMS
c80 anger POMS
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TABLE 1
(continued)
Variable Assessment
Code- Variable Ingtrument

C81 activity POMS
c82 fatigue POMS
c83 confusion POMS
C8u total mood disturbance POMS
€85 belief in D.P.C.'s effectiveness DPCES
86 need for social approval SDS
c87 counselor's self-ranking ITEF
C88 counselor's ranking by peers ITEF
Cc89 security gelf-rating ITEF
C90 steadiness self-rating ITEF
C91l competency as D.P,.C. counselor

self-rating ITEF
co92 competency as nurse self-rating ITEF
C93 relaxed self-rating ITEF
Co4 activity self-rating ITEF
ces likeability self-rating ITEF
C96 confidence self-rating ITEF
Cg97 total verbal problems checked by

counselor - VBI
C98 communication ability self-rating VBI
C99 listening ability self-rating VBI
Clo0 total verbal problems checked by

supervisor VBI
Ccl01l supervisor's rating of communication

ability VBI
Clo2 supervisor's rating of listening

ability VBI
Clo3 knowledge of the D.P.C. System KT
Clok4 attitude towards the supervisor ATSS
€105 supervisor's ranking of counselor SECF
Cl06 supervisor's rating of expected success SECF
Clo7 supervisor's rating of empathy SECF
Clo8 supervisor's rating of regard SECF
Clo9 supervisor's rating of unconditional

regard SECF
C1l10 supervigsor's rating of congruence SECF
Clll supervisor's rating of willingness to

be known SECF
Ccii2 client's rating of level of regard BLRI
C113 client's rating of empathic

understanding BLRI
Clis client's rating of congruence BLRI
Clls client's rating of unconditionality

of reszard BLRI
C116 client's rating of willingness to be

known ) BLRI
Cl17 volunteering to elicit D.P.C. subjects

OBSERVATION
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Measuring Instruments: Outoome Variabl es
' The first five assessment instruments 11sted below
were admini stered to the clients at th‘e beginning of
the D, P, C, ocounseling and at the end of the counsgeling. Pre-
post test differences in the various scales served as
outcome variables, The Therap‘y Attitude Inventory was
admini stered once at the termination of the counseling, 1Its
" two scales were also outoome variables, All of the instruments
11 sted below weres completed by the parent who implemented the
program, )

(A) The famlly Scal e (see above).

(B) The Internal~-External Control Scale (see above),

(C) The Survey of Opinion Regarding the Bringing Up Of
Children (see above).

(D) The Profile of Mood States (see above).

(E) The Walker Problem Behavior Cheocklist (WPBIC):
Walker developed this test in order to identify children
with behavior probvlems, It is composed of 50 observable
operational statements which yleld information sbout a
child's problen behavior on five dimensions: acting out,
withdrawal, distractibility, diaturﬁed peer relations and
immaturity, A total score 13 also obtalnable. If a child
recieves a total sc{re of 21 (T score of 60) or higher he
18 classlfied as 41 sturbed, The split-half reliability
coefficlent obtelned on the WPBIC 1s .98, The ltem
validity indices on the 50 items vary from ,03 to .6;?.
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In oontrastad groups velidity, the difference between the
means of the experimental and control subjects was |
signl fieant bqyond the ,001 level,

(F) Therapy Attitude Invento_ry (TAI)s This instrument
was construoted by Eyberg and Johnson (1974%) to assess
parent's sati sfaction uitﬁ the proocess and outcome of the
treatment program, It conslsats of eleven items which ask
parents to rate statements on a five point scale ranging
from di ssatisfaction (or deterloration in condition) to
satl sfaction (or improvement). Responses were analyzed
geparately for the nine items relating to treatment outcome
end for the 1tems reflecting satisfaction with the therapist,

(G) Behavior Prequency: In eddition, frequency counts
of an 1dentified problem behavior was taken throughout
the treatment program, Changes in the problem behavior will
be utilized as an additional outoome Variable.

Talle 2 summarizes the outoome Variables which were
examined, Unless otheru(ispeoiﬁ.ed, the varliables refers
to ohaz;nges in the pp.rant.

In addition, the Comrey Personality Soales, the Crowne
Marlowe Social Desirability Scale and the D.P.C.'&xpectanoy
form were glven once. These scales and the outcome variables
were anslyzed as family variables predictive of success in
the D,P.C. program (see Tadle 3).

“~

)

[



TABLE 2

Qutcome Variables

. 52

%

Variable Assessment
Code Variable Instrument
01 attitude change towards the family FS
02 attitude change towards internal-
external control I-E
03 attitude change towards acceptant
treatment of kids SORBUC
ok change in tension POMS
05 change in depression POMS
06 change in anger POMS
07 change in activity POMS
08 change in fatigue POMS
09 change in confusion POMS
010 change in total mood disturbance POMS
011 acting out of child WPBIC
012 withdrawal of child WPBIC
013 distractibility of child A WPBIC
014 disturbed peer relations of child WPBIC
015 immaturity of child WPBIC
016 . total behavioral disturbance of child WPBIC
%1? satisfaction with therapy TAT
018 satisfaction with therapist TAI
019 target behavior chanee —_— parent's
recorded
observation
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TABLE 3
Family Predictor Variables
Variable -* : Times Assessment
Code Yariable Administered - Instrument
Fl Family attitude pre and post FS
F2 internal-external
control attitude pre and post I-E
F3 treatment of
children attitude pre and post SORBUC
FU tension pre and post POMS
F5 depression pre and post POMS
F6 .anger pre and post POMS
F7 activity pre and post POMS
F8 fatigue pre and post POMS
r9 confusion pre and post PONS
Fl0 total mood
‘disturbance pre and post POMS
Fl1 acting out of child pre and post WPBIC
Fi12 withdrawal of
child pre and post WPBIC
Fl13 distractibility
of child pre and post WPBIC
Fl4 disturbed peer .
relations of- -
' child pre and post WPBIC
Fl15 immaturity of . '
child pre and post WPBIC
Fl4 total problem -
gcore (child) pre and post WPBIC
F17 target behavior .
, frequency pre and post Observation
F18 trust pre CPS
F19 orderliness pre CPS
F20 gsocial~gonformity pre CPS
F21 activity pre CPS
F22 emotional stability pre CPS
F23y extraversion pre CPS o -
F24 masculinity pre CPS
F25 empathy pre CPS
F26 validity check pre CPS
F27 responge bias pre CPS
F28 social
desirability pre SDS
F29 D.P.C. expectancy pre - DPCES
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CHAPTER.III
RESULTS

The fellowing hypotheses.were tested:

(1) It was predicted that there would be a decrease in
the frequency of targeted problem behaviors as a function of
the Directive Parental Counseling parent training program.
Thl s was measured on a success-fallure basis using an
arbitrary oriterion of a 60% decrease in frequency of target
behavior before and after implementation of the program.

The first two weeks establlshed the base rate; the last
two weeks provided the oriterion data.

(2) It was further predi ci:ed that a generanzati:m.
effect would tgke place in the mother's perceptions of and
attitudes towards the child's behavior and adjustment as
measured by the Walker Problem Behavior Identification
Cheoklist. This prediction wes tested by completing a
muitlvarinte analysis of variance of the pre-post treatment
faotor on the five subscales of this 1n§trument (Acting out,
Withdrawal, Distractibility, Disturbed Peer Relations and
Immaturit;). In addition, pre-post D.P.C. treatment
di fferences In the total Walker Score was measured with a
t test of differences. .

(3) After the D.P.C., experience it was also predicted

that mothers would have more favorable attitudes towards:

St

——
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(a) Acceptant and positive treatment of children, as measured
by a t test-of dlfferences between pre and ﬁost treatment
scores on the Survey of Opinions Regarding the Bringing Up
of Children -
(b) thelr family as measured by a £ test of differences
between pre and post treatment scores on the Family Scale and
(c) oontrolling thelr environment and fate as measured by
at test of differenoes between pre and post treatment
8cores on the Botter I-E Scale, - N
(4) The mood adjustment was predicte& to be significane-

tly improved after partlielpating in the D,P.C, program, This
hypothesl s was tested by completing a multivariate analysis
of varlance of the pre-post treatment factor on the six ,
scales of the Profile of Mood States,(Tension,'Depression;ﬁ
inger, Vigor, Fatlgue and Confusion). In addition pre-post
D.P.C. treatment differences in the total Mood Disturbanc;\
Score was measured with a t!test of differencgs. B
It was further predicted that a Varlety of counselor Varl‘ablgs
would be empirically correlated with success in treatment as
measured by a significant decrease in specified problem
behaviors. Speolfically, it wWas predicted thats

| (5) The counselor's total mood ad justment as measured
by bhe Profile of Mood States would be a significant predictor

of treatment succesas, f~\\

<5
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.~ (6) The counselor's social insight as measu;:;ed by

_the Chapin Soolal Insight test would also be signifiocantly

correlated with treatment success.

. (7) The counselor's attitude towards external control
as measured by the Rotter-Internal-External Control Scale
would alsoc be a signiﬂcg.{lt p;fedictof.

(8) The counselor's'trust es measured by the Comrey
Personality 3cales would be significantly correlated with
treatment success, '

(9) The emotional stability of the counselor as measured
by the Comrey Scales would slso be a sienificant precliictor
of treatment success, |

(10) The empathy of the counselor as measured by the .
Comrey Personallity Scale would be ,signlficantiy cc;rrelatqd

th treatment success. ' | |
g

) Anglysis of Behavior Ch.ange

The meaa frequenocy of targeted deviant behavior for
e;ach child at baseline and at conclusion of treatment is
presented in Table 4, The pre-treatment baseline fréquency
18 the total frequency of the deviant behavior as observed .
and recorded by parents during the first two weeks of the
pmgrém. During this period, behavioral ﬁrinciples were
di scussed, A .sneciﬁc behawor change program was r;ot.yet:

implemented at this time. The post=-treatment measure is the -
an



TABLE 4

BehaVior Frequency Soores For Selected Target Behaviors

FI‘BQ. Fl‘eq.
) Target’ Weeks 1 Weeks 9 Behavior Judged
S Ase Sex Behavior and 2 gnd 10 » Decrement® Outcome
- (x) 7 (y)
1 8.0 F Noncomplggnoe - - - Dropped '
2 8,5 M Temper tantrum 9 11 =22 Fallure.
3 8.5 M Noncompliance 9 0 100 Success
4 9.0 F Noncompliance 2k 16 33 Fallure
5 4,0 M Noncompliance b2 L "9 _ Success
6 50 M Noncompliance 12 2~ 83 Success
"7 6.0 .M wnining 38 1 97 Success
8 6,0 M Wnining 16 7 56 Failure
9 7.0 F Whining 30 6 80 Success
10 4,0 F  Noncompliance 40 20 50 - Fallure
11 8.0 F Noncompliancet 9 7 22 Fallure
sl esping
12 9,0 M Noncompliances 22 82 Success
gl eeping
13 4,0 F Talking Back - - - Dropp.ed O
14 6,0 M Inaopropriate -8 12 -50 Failure
eating .
15 6.5 F Temper tantrum , 13 6 54 Fallure
16 8,0 M Fighting 50 0 100 Success
17 2,5 M Fibhting 21 5 76 Success
18 4,0 M Noncompliance 31 8 4 Success
19 9.0 F Talking Back 216 5 98 Success



TABLE 4 (continued)

Behavior Frequency Scores For Selected Target Behaviors

Freq, Freq.

. Targgt Weeks 1 Weeks 9 Behavior Judged
S Age “Sex Behavior and 2 and 10 Decrement  Outcome
- » _ (x)_{}‘ (I)
20 4,0 M- Fightigg ‘ e 22 Q 59 Fallure
* ' .
21 8,0 F Stealing ‘ 20 6 ?0 Success
22 6,0 M PFighting 12 4 67 Success
23 8,0 F Attention- L2 2 95 Success
getting
24 3,5 M Noncompliance 20 14 30 Fallure
a
X=-y X 100
X
%
»
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‘Potal frequency of the deviant behavior during the final two

weeks of the program, Treatment success 1s gperationally o

defined as a 60% reduction from the baseline rate for the

targeted behavior., This oriperian follows the conﬁentlonfset

by Patterson and his colleagues (P';tt'eraon, et a1, 1972),

To measure the percentage of reduction of each treatment

probl em beﬁavio_r, the post-treatment total frequency was

subpracted'\(yom the baseline rate, and the difference was

a1vided by the baseline Tate and multiplied by 100, ~—

| The resulés indicated that 22 of the original 24 families

(91.67%) ocompleted the Directive Parental Counseling Program

with thelr nurse-ooﬁnselor. Family one falled to complete

any baseline data and'eventually quit the program due to

ftime pressures®, The counsgelor of famlly 13 was hdspltallzed
}1in the beginiing of the treatment progrem. This family
.,-\m(qompleted the program with tfie cbunselor's consultant. Data

f%bm ‘thege two famllies were ell ted from further analyses,
" The data indicated that thirteen of the 22 treatment cases
analyzed were %ﬁgged treatment successes in that they met the
criterion. However; two ocases increased the problem behavior
frequency, The average percentage reduction in problem behaviors
accross.the 22 treatment cases was 61,14% with a range of -50%
(1.e. an increase of 50%) to 100% (1.8, a total elimination
of the problem behavior).
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Of the 22 treatment cases 1’4- were boys and 10 were

sirls. Nine (or 64%) of the boys were judged to be success-
fully treated while four (or 40%) of the girls were Jnged

to be successfully treated., Within the age r;anse o{‘: this
study (age 2.5 to age 9.0) age of the treatment child was

not significantly correlated to treatment success as measured
by the problem behavior percentage decrement {Pearson's r=, 02\
A Vlsual inspection of Table 4 does not reveal any significant
patterns between the type of target behavior and the treatment
outcome, For example, of the nine cases in which noncompliance
was the target behavior five were sucoessg‘ul.

(2) Analysis of Parent Perception of Behavior Change

A summary of the results of the multiveriate analysis,
of variance of the pre-post treatment factor on the five
scales of the Walker Problem Behavior Identification Checkli st
18 presented in Table 5. The means associated with the six
scales comprising this test (Acting Out, Withdrawsl, Dls'tract-
ibllity, Disturbed Peer Relations, Immaturity) are presented
in Table 6, ‘

The_result;s indicate that there 1s a significant change
(p<0.05) in parent's perception of their child's problem
behavior attributable to di gtractibility. A multivariate
analysis of Variance test for no overall pre-post effect

(Hotelling-Lawley's Trace) ylelded an F value of 2,45
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TABLE ‘5
Summary of Multivariate Analysig of Variance
of Walker Behavior Problem Checkli st
for Pre and Post«taats
Variabl e Source 38 ar M3 F Probability

F

Acting Out: Pre-Post 6,10 1 6,10 .25 «63
Case 776,48 20 38,82
Pre-Post x Case 489,90 20 24,50

Withdrawn: Pre-Post 7.7 1 7.7k 1,42 «25
Cace 231.90 20 11.29
Pre-Post x Cagse . 108,29 20 5,1

Distractible: Pre-Post 14,88 1 14,88 4.99 . Ol
Case 324,48 20 16,22
Pre-Post x Case 59.62 20 2,98

Di sturbed Peer Pre-Post 9.52 1 9.52 ,68 .57
Relations:  Case 776,14 20 138.81
Pre-Post x Case 285,48 20 14,27

Immaturt tys Pre~Post 02 1 .02 .00 . .95
Case 340,00 20 17.00
Pre-Post x Case 20 6,52
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(with 5 and 16 degrees of freedom). The probability of
obtaihlng an F value this large or ¥arger by chance 13 ,08,
While ohly one scale changed significantly, an examination
of Table 6 reveals that all scales.ohanged in the expected
direction, Mothers Viewed their children as being less
aozing out, less wlthdrawn, significantly less di stractible,
having less dlsturbed relations with their peers, and being
less immature, -

Tabl e ?‘presents changes in several attitudes of the
mother, Thls table reveals that one of the 22 treatment
famiiies falled to complete the Walker test, The t value
of pre to post treatment differences (.96) failed to reach
conventional statistlcal significance, However, the
nonsignificant trend { a dbcréase in problem behaviors) was

in the expected direotion,
(3) Mothers' Attitudes

a) Attitude Towards Acceptant and Positive Treatment
of Children,

The Survey of Opinions Regarding the Briwging up of
Children (Children Survey #1) was completed by 21 families
twice during the program. Table 7 presents data which |
indlocates that while there was a tendency for mothers to
become more acceptant and positive towards thelr children,

this trend falled to reach conventional stati stical significance,
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TABLE 6
Pre-Post Test Changes
In

a
Welker Test

\ jre-Test " Po %-T est
Variable Mean ean
’

) 'y
Aoting Out 14,19 13.43
Wi thd rawn 2.8 1.95
Distractible 7.29 6,10
Di sturbed Peer ’

Relations 6.62 5.67
Immaturity ‘ 3,52 3. 48

=22

D
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TABLE 7
Pre~Posgt Tast Changes

In
3 Mother's Attitudes
Number Pre- Post-
of test test o l-tall
Scal e Cases mean mean t value Df probability

Family Scale

Children Survey
A

Internal
Control

Total Mood
Score

TotalY Walker
Score

20 58.8 55.8 . .99 38 .16
21 107,95 112,05 =1.30 40 .10
‘ : o
22 .45 9.32 A1 42 L6
22 45,00 35,00 .?8/J 42 .22

2 34,86 30,62, .96 40 .17
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b) Attitude Towards The Family. _

The Famlly Scale was corgpleted twice b; 20 families,
Data in Table 7 indicates that there was no gt gni f1 cant
di fferences between the pre-treatment and post-treatment
scores on this scale. Higher scores on this scale indicate
more negatlve feelings towards the family., There was a
nonsigni fi cant trend towam@re posltive feelings towarc'l’s
the family over time, '

c) Attitude Towards Internal-External Control.

A higher acore on Botter's I-E Scale indicates thét
the subject 185 more externally controlled; 1.e,, he Eelievea
himself less in control of his envirorment and of his
ultimate fate, Data in Table ? indicates that there was no
slgnificant differences be!tween the pre-treatment and post-
treatment scores on this scale,.

(4) Mother's Mood

A summary of the results of the multllrarlate analysis

of variance of the pre-post treatment faoto;.' on the six

scales of the Profile of Mood States i1s presented in Table 8.
The pretest and posttest méans assoclated with the six soal es
comprising this test (tension, depression, anger, vigor,
fatigue and confusion) are presented in Table 9. The results
indlcate that there were no significant changes in the mother's
mood as measured by these six scales. A multivariate analysis

of varience test for no overall pre-post effect (Hotelling-
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TABLE 8
Summary of Multivariate Analysis of Varlance
of Profile of Mood States for

Pre and Post-tests

Varliable Source sSs ar M3 F Probabllity
. F
Tension: Pre-Po st . 15,36 1 15.B§ .67 :.5?
Case 3011,91 24 143,42
Pre~Post x Case 482,64 21 22,98
Depression: Pre-Post 114,57 1 114,57 2,91 .10
. Case 6908,39 21 328,97
Pre-Post x Case 826,93 2 39.38
Angers Pre=Po st 2.75 1 2.75 .05 .82
Cage - - 1545.39 2 73. 59
Pre-Post x Case 1103.75 2 52, 56
Vlgo/ Pre-Po st 0,20 1 90,20 2,65 12
Case 1424,93 21 67.85
Pre-Post x Case 715,30 21 34, 06 [
Fatigue? Pre-Po st 6,02 1 46,02 2.00 17
Case 1646.39 21 78,40
(%, Pre-Post x case 48348 21  23.02
Confusions Pre-Post | 26.27 1 26,27 2.63 12
Case 981,73 21 k6,75
Pre-Post x Case 209,73 21 9.99




67

TABLE 9
Pre-Post Test Changes :
In y
Profile of Mood States®
~ Pre~Test Post-T est
Variable Mean __ ~——Mean
Tension 10.64 9.45
 Depresston 16,95  13.73
‘\mger . 11,59 12,09
Vigor 13.18 16,05
Fatisue 13,18 11.4
Confuston ‘ 6.00 ' 445

Bnaz2 L \
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. Lawley's Trace) ylelded an F value of 2,58 (with 6 16
degrees of freedom). The probabili.ty of obtaining an F value
this large or larger by chance i8 only .06, While none of
the scales changed significantly, an inspection of Table 9
reveals that five of the six scales changed in the expected
direction. As a grt;up,' mothers were less tense, less
depreshed, less fatigued, :Ymss confused a}F more V‘Lgdmus

- (the only positive :&ae/f'a:}; on this test).

A examination of Table 7 reveels that the t value o>‘m
pre to post treatment di fferences in the total mood disturb-
ance scors of the Profile of Mood States (.78) failed to
reach conventional statlstical significance, However, the
trend was in the expected direction: a decrease in mood

41 sturbancs.

A Generslization Effect of the D.P,C. Program: Changes In
Mothers' Moods and Attltudes

Tables 5 = 9 present data examining changes in the mother,
as a result of the D,P.C. program which foouses on the child's
behavior. Of the sixteen scales presented in these tables,
£y fteen ohangécl in the predicted direction, Aunaré
goodness of flt test performed on these findings and those
t rerfhs expected by chance (elght), resulted-in a X% value of
.10.56 (one degree of freedom), This.yalue is significant

beyond the ,005 level, N
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/T\\ﬁ) Counselor's Total Mood Disturbance as a Predlotor of

B} *
Behavior Decrement

-

Labovitz (1970) and Tufte (1969) note that the Pearaon

correlation coeffiolent/e/an be used with ordinal-level as

well as intervel-level data, Hence, perc age.of behavior

dechnent (an 1nterya1-leve1 variable) c:l::}a\related ‘nith

various oounselor Vaﬁables. The counselor's total mood .
+ disturbance score on the Profile of Mood States was found to
’\..be negativeiy correlated to the percentage of behavior change

(r = -,14), Table 10 presents datum which indicates that this

oorrelatlton 18 not statistically significant.

(6) Counselor's Soclel Insight As a Predictor of Behavior

Decrement.
Table 10 also presents data which indicate that the
counselor's soolel insight (as measured by the Chapin Socisl

Ingight st) 18 not significantly correlated with the

percent%ge of behavior change (r = ,06 )},

(7) Counselor’s Intermal Control As a Predictor of Behavior

Decreme%.

An examination of Tablel0 indicates that the'counselor's
orientlation toward internal-external control (as measured by =
Rotter's I-E Scale) 1s significantly correlated twifh the C
percentage of behavior decrement. A lérger score denotes
lexternal control. The obtained correlation (=-,46) 1nd1cétes
that internally controlled oounselors are morelikely to b?

successﬁil.
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- TABLE 10
' ,
Sel ect ed COunselox_‘ Characteri stics
Correlated with Percentage of Behavior
Change During the D, P, C. Progranm
Hypothesls - Pearson Probabllity
Number ',\Variablea - Casea, r > (_oqe tall test)
Total Mood . )
. Sool'al e
6 - Insl ght 22 .06 - . 395 @
| External - . .
Control 22 - 46 . 015
8 Trust ) ' 22 + 35 .053.
| Emotional ' "
.9 ~ 'Stability 22 A2 . 027
‘_/
10 Pupathy 22 o 31 . 084
/ . . .
R -
i -
L]
..a .
- i -
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(8) Gounee_lor s Trust As a Predictor of Behavior Decrement

Dat:a presented. in 'I'able 10 also indicate .that the

counselor's level of trust (as measured by the’ Comrey
Personality Scales) is sianlficantly correlated with the
percentage of behavior decrement. 'The obtatned correlatlon
(¢35) Andlcates that more trusting oounselo:gs are more e

likely to be auccessﬁll.

(9) Counselor's Bmotional Stg"gi.llj}_‘ A8 ah‘edlctor of
Behavior Decrement \\'-.‘

An examination of Table 10 slso indicates that.the
counselor's emotional stability (as measured by" the Comréy
Personality Scales) 1s signifiocantly correlated with the
percentage of behavior deorement., The obtained correlation
( 42) ind{ cetes that eﬁotionally stable counselors are more
“likely to be suocessful . _

(10) Counselor's Bumpathy As a Predictor of Behavior Jscrement

Finelly, Table 10 1ndicates that the positive correlation

* LY

\ between counselor empathy (as measured by the Comrey Person-
ality Bcalee) and the percentage of behavj.or decrement failed
\
- to reeeh conventional statistical slgniﬁ.cance. .

Oounee;or Variables Ae A grigri Predi ctors of Behgvior Decre-

ment: A Box Score . v

’ Of‘dﬁix counselor variables which were seleeted as
__../“redictors before the\study was omdueted, three were t‘ound

. .
. . v

: L
’ . ' . ¥

\‘
~e
-
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-to be slgqifioantly correlafed to the ‘index of behavior
decrement (Be‘navior Change/Baseline)}, However, all slx
counselor Variables were correalated with the benavior
decremegt 1n‘the predloted directlon. A chl-square goodnegs
of it ﬁest performed on these findings and thosp trends
expected by chance (three), resulted in a X2 value of 4,17
(one degree of freedom). This value is sl gni i cant beyond
the .05 level, h T
A varlety of other counselor Variables were correlated
to behavior percentage decrement, ‘These variables are
desoribed in Chapter II, Table 11 presents counselor
personality, attitude, value and behavior Variables whioch
were slgnificantly oo:related to behavior percentage decre-
ment., Three personality variables were signi flcantly
correlasted with behavior percentage decrement, Besides trust
and emotional stsbility (discussed above) unconditional
- regard 1s also predictiVe of oounselor suocess, Thls varia-
ble appeared on the mpervlsor Evaluation of‘ Counselor Form.
lekaattitudes were predictive of sucoess. The I-E scdle
was di scussed sbove, .Three of the six scales on the Firo-B
®gopl &5 were glgni fi cant predictors.'-Succesérul counselors
ex'p'ress more inclusive (or affiliative) _be_havior as well as
more affectionate behavior, They also deslre more control
behavior. Unexpectedly, the Nursing Attitude Inventory's
Attitude Towards HeSponalbillty Scale was nesabively !orrdlated

to .succeaess 1n the D.P.C.

e e e ——— e a et
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The ratings of elght of the 36 values on the Rokeach
Velue Survey were signifiocantly correlated to the major
dependent variable in this study. Successful ocounselors
vaglue a senge of accomplishment, true friendshlp, wlsdom,
being capable and being r;sponsible more highly than do
unsuccesgsful ‘oounseiors. fer, unsuccessful counselors
value ram_ily securlity, being rageous and being polite more
highly than do successml. couNngalors. ‘

In $otal, 17 of 117 counselor variables were significant-
ly correlated with behavior percentage deorement at or |
beyond the .05 level of significance., Chance alone would
predict that only 5.85 variables would be significant, A
chl -square goodness.:of fit performed between the observed
number of signiflcent correlations and those expected by
chance resulted in a x* value of 20,30, This value is
slgni ficant beyond the ,001 level. |
_E_amilj Variables As Predictors

. Of twenty-nine femlily pre-test variables only tw were
'signlﬁoantil"y correlated with behavior percentage decrement,
Chance would predict that 1.45 variablés would be: stgnificant,
M inspection of Table 12 indicates that.~ chlldren who were’
perceived as more wlithdrawn by their mother were less likely
to show decrements in behavior during the D,P,C, program,
Children who hgd a greater frequency of the 'target:ad problem
behevior during the baseline period were more likely to show

-

;
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TABLE 12
Family Variables Significantly Correlated

With Behavior Percentage Daecrement

——
————

Variable Pearson's Significance

Type Variable Test . Cases Level
Children: Withdrawal walker F -.38 21 - L0585\
Pretest .

Behavior Basgeline

Frequenoy ~ Recordings - .35 22 .05
Childrens Aggking Out Walker - 37 22 .05
pPost~test .

Distractibility  Walker - lt5 22 .02

Di sturbed Peer _ |

Relations Wal ker - l2 22 .02

Immaturity Walker -.36 22 .05

Total .Walker ,

Score Walker “.51 22 4005

Behavior ‘ Recordings .

Frequency Weeks 9 & 10 ~.66 22 , . L00L

‘.
“~
>
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a behavVior percentage decrement. |

Of seventeen post-test variables, six weré significantly
correlated with behavior percentage decrement. Chance would.
predict that .85 variables would be sisnifiéant. A chi-square
éoodness of fit test performed between the observed number
of signlﬁ cant correlations and those expected by chance
resulted in a X% value of 26,77, This value is slgnificant
beyond the ,001 level, Table 12 indioates that children who
were percelved by thelr mother as belng less acting out, less
di stractible, having less di sturbed peer relations, being less
immature and having a lower total prohblem seale. gscore on the
Walker Test were more likely to have decreased the frequency
of the targeted problem behavior. The behavior frequenty of
the target_ed behavior during weeks nine and ten was signlficant-
1y negative correlated to behavior percentage decrement,

Tﬁere were other indications that the D,P.C. program was
successful, The Therapy Att‘itude‘Inventory (TAI) measured
the motherfs gati sfaction with the treatment outcome and with
the therapist on a five point scale, For the twenty-one fami.
lies who completed this inventory, the satisfaction with
therapy meen was 4,06 while the sati sfaction wlﬁh therapist
mean was 4,29, .Table 13 ;:ompares TAL scores to behavior
decrement scores, ‘ '

Ofthe eighteen other dependent Varié.b]in\s (see Table 2) six
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TABLE 13

Therspy Attitude Inventory and Behavior Decrement

" Treatment Sati sfaction Behavior

Femily Outcome With Therapists Decrement®’
2 3.87 4,00 -22 -
3 5.00 4,60 100
4 3.77 4,60 33
5 k.75 b, 67 90
6 4,00 - ’ 4.60 83
7 b,25 5.00 97
8 3.63 - 4,33 | 50
9 4, 50 4,60 80

10 4.10 4, 30 50
11 4,00 4,60 22
12 - - 82
14 2,00 ° . 1,30 . -50
15 4,80 L 5,00 - sl
16 4,50 4,30 100
17 3.75 L,67 76
18 3.38 . o b,25 74
A9 3.00 2,67 98-/
20 4,63 .5.00 59
21 3.50 . B,00 70
22 - 5,00 500 67
23 b4, 50 4,30 95
24 4,38 ‘ 5.00 30
a X -y xvl 00 *

x - ) -
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'were significantly correlated with behavior percentage decre-
mey}t. Chance would predict that .90 variables would be
E;Igﬂiﬁcant. A ohl~square goodness of fit test performed
_ ..v/’/between the observed number of significant correlations and
\, those expected by chance resulted in. X*

I

'vallue of 24,74,
This value is signiﬁcant': beyond the ,001 level, An inspect-
jon of Table 14 indiocates that .satisfaction with both the
therapy and the theréplst was significantly positively
correlated to behavior percentage decrement, Table 14 also
reveals that the changes in the mother's attitude towards
thelr ochild's acting out, distractibility and total problems
as measured by the Walker test were all slgnificantly negative-
ly c\B’rrelated with the behavior percentage decrement, The
findings nieaﬁ that scores on the Walker Problem Scales tended \
" " to decrease more when there were greater behavior percentage
deorements, Table 14 also presen{;s data which indicate that
ohaﬁges in the mother's vigor as measured by the Profile of
'Mood States was signlficantly positively correlated with

-

behavior percentage decrements,
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L

gni ficantly Correlated

‘Variable Pearson's . Significence

' Type Variable Test T Cases Level
Mother's Therapy > _
Attitude Sati sfaction T.A.I, e 5l s a .01
Towards
Therapy Therapl st

Sati sfaction T.A.I. i 21 .02
Change In Acting Out Walker -.38 21 .05
Mother's '
Attitude Di st ractibiiity Welker -, 36 2 .05
Towards Child's
Behaviors Total Walker .
) Score Walker - Wl - 21 .02
Change in Vigor POMS « 39 22 .03
Mother's ‘ .
Mood

~
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CHAPTER IV

DISCUSSION
The parent training literature has demonstrated
that parent training is an effective approach to child
behavior change. One such parent training system, Directive
Parental Couﬁggzihg has been shown to be effective both _

when the therapists were experienced clinicians (Brown, 1975)

and also when they were less experienced psychology

graduste students (Hyde, 1975). The present study demonstrated
that third year nursing students with no previous counseling

experience could be trained to be effective D.,P.C. counselors

. after only twenty-four hours of training in the technique.

The present study evaluates an efficient comprehensive
D.P.C. -counselor training and supervision program which
transformed young,ﬁinexperienced nursing students into
proficient counselors. This study is a departure from the
ma jority of studies Eé;this'research area which achieve’
their results through the use of highly trained, c¢linically
experie;ced parent trainers.

The reductionrin frequency of deviant behavior to
40% of »aseline (a 60% reduction from the baseline rate) was
the pfimary criterion used in this study to determine
successful outcome. Thirteen of the twenty-two children in

the treatment families met this criterion. These findingé

80

@
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compare favorably with those obtained by Hyde with more
mature and experienced graduate ;tudents. While 60%
of Hyde's treatment children were improved, only 55% of
+he treatment families showed improvement in the target
child's target behavior. ©One of the families applied the
D.P.C. prggram to a second child. In the present study
59% of the target children demonstratedlthe requisite
decreasgse in target behavior. .

The criterion selected in this .study is the most
rigorous standard reported in the research literature.
Hyde (1975) hotes that several researchers (e.g., Eyberg
and Johnson, 1974) used only a 30% reduction criterion.
The present figdings seem even more impfessive when one
considers that most researchérs work with only one target
group. Most of Patterson's studies” for example evaluate
programs which treat only aggressive boys. The present
study has focused on a wider range of behavioral problems
and thus is mote generalizable to the clinical setting.

Most studies in fhis area use screening interviews
.and other procedures which limit the number of treatment '
cases. Eyberg and ‘Johnson (1974) for éxample reported
that only 20-40% of the families interviewed were,judged

to be acceptable. Such selection procedures could serve \j;w\\
t

to increase the succeéss rate of the treatment evaluated
by eliminating difficult cases. The present study accepted

consecutive referrals for the D.P.C. program from all

(/
\
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referring source?;;]These selection procedures of this

increase the generalizability of the

Data presented in Chapter III suggests that the
Directive Parental Counsellng System ig an adaptable
clinical workhorse that is able to modlfy a variety of )
behavioral problemstor both boys and g?rls within the
age range of 2.5 yeags to 9 years old.”

Another consideration suggests that the present

research is more generalizable to clinical treatment ‘“\\\

Jprogréms in child mgntél health agencies than most other
/
studies in ??9,@5:3;;)Some studies do not report the number

of cases whilch dropped out before treatment was completed
(Johnson, 1967) while other stud;es report a high drop-out
rate (Brown, 1975). Dropouts in mqst'studies are excluded’
from fhe data anaiysis. This results in inflated success
rateg. -To the knowledge of the author, the present study
repo;ts the lowest drop-out rate in €¥he 1literature. _Twenty-
three of the twenty-four families remained in the brogram L
ten w;eks and completed the pre and post-tests (96%)1 While
the author deleted the drop-out case from further analyses
he aiso deleted a.treatmeqt case which was subcessfully
treated b& the cqunselor's supervisor. The low drop-out.
rate‘in this study suggests that the success rate reported

is a more accurate rer4esqntation of the clinical utility

of the treatment'procedures in applied settings. Clients

77N\

L )
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who drop-out of treatment are vally ignored in

treatment services' evaluati edures. Clients who
unexpectedly drop-out without the consent of -the therapist
" are often disatisfied with-the therapy because they see
}i3tle improvemenf. The present research suggests that
the Q.P.C. program is found to be a.valuable product by
mental health consumers. No formal reward system was
used in this study to reinforce participation.

A fourth dspectcnf;this}studywwhichnmakes'it mﬁre
generélizﬁble to applied_situgkions. is thé minimal number |
of clinical personnel thch were utilized. Many of _
Patterson'sg projects for example utilized trained behavio; ,’)
obgervers who recorded the child's behavior frequency. (’;ﬂfﬂ— '
Besides. the difficulties already discussed by Ferber, Keeley
and Shemberg,(lé?h) involved “in such proced es (gee Chapter -
I- above) the resources needed for, their igplemehtation are
beyond the{financial limitations 6f most mental health

L]
L ]
agencies. Non-research, clinical parent-training projects

would rarely if ever use 6bsé§4ers.

‘ The absence of irained observers does not'invaliddte
experimental -findings. Previous studies have found parent's
_observations to be reliable (0'Leary et. al., 1973; Rinn

et. al., 19?5). The present study has demonstrated that
behavior frequency decrements are significantly correlated
to other indices of successful treatment. Table 14 shows

that the mother's attitude'towardavthe therapy, the mother's

~
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 change in attitude towards her-child's behavior and the -

mother's change in mood are all significantly correladed
to gtht child's problem behavior decrement as - obeerved and
. corded by the mother. These findings can be 1nterpreted
in two“lfferent ways. Mothers may in fact be accurate
recorders of behavior frequency and behavior frequency

décrements are significantly correlated to other dependent
) vy .q'f_:.iﬁ -

vartables. Alternatively, mothers may be inaccurate}

" recorders of behaV1or frequency However, if such is the

'case. it must also be true that mothers who 1naccurate1y

recorded behavioral improvements tended to report- more

‘satisfaction with the therapy and an improved attitude

towards their child's behavior than did parents who did

not record such improvements.. Some parents may have wanted
tO‘produce good” results for the counselor and the
experimenter. This tendency could have resulted 1n7the ”
high correlatlona ¢bserved between the various dependent
variables. Such parents would’ gcore hlgh on the Marlowe-
Crowne Social Desirability Scale and on'the response vias i
gcale of the Cemrey‘Personality Scales. Yet, the obaerved; )
corr atlon between the’behav1or‘frequency decrement and‘

the mother g social de51rab1}1ty was qulte small (r1= .lg)c ,;-—'“

G
These findings present difficulty for the second inter-

*

pretation dlscuseed above. & . ’

SF‘Fe the coqnselore transmfated the teating dgta
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altered the data to please the experimenter. However,
the observed correlations between the behavior frequency
decremenf and the following val¥dity checks were all

insignificant: a) counselor's social desirability

(r = -.04); b) counselor's regsponse bias on the Comrey
(r = -.19); <¢) counselor's validity scale on the Comrey
(r = ~.19); d) counselor's tendency to make a good

impresgion on the Nurse's Attitude Inventory (r = .16);
e) counselor's tendency to make a bad impression on the
Nurse's Attitude Inventory (r = ,02). '

Positive changes in parent's perceptions of and
attitudes towards the problem child and assessment of
seneralization effects were measured by the Walker Problem
Behavior Identification Checklist, the Survey of Opinions
Regarding the Bringing Up of Children, the Family Scale,
the I-E Scaleland the Profile of Mood States. The results
obtained in this study indicated that only on one dependent

”

variable (WPBIC Distractibility) was there a statistieally
/-'\
significant difference in the desired direction between the

pre-test and post-teast scores. -

Evidence that gepgral clinical competence and
competence in the D.P.C., system maf result in significantly
more change in extracondifioning Qariableé is provided by
Hyde (1975). On the Walker total problém score and seven
other dependent variables Brown's (1975) treatment grﬁup

obtained significantly better results than Hyde's group

A\
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who were treated by less experienced therapists. Except
for the Walker test the present study used different
meésurés of change. An analysis of the Walker test results
indicates that the Brown group (treated by experienced
therapists) decreagsed their mean total problem score 16.99
points while the less experienced Hyde group decreased
their mean total problem score 11.28 points during the
D.P.C. treatment program. The non-gxperienced group in
this study only decreased their mean total problem score

© 3.80 points.

It is reasonable to assume that non-experienced
nufses might be able to oﬁtain results similar to those
obtained by Brown if they would increase theirn clinical
experience and their familiarity with conducti{g the D.P.C,
training program. An empirical test of this assumption
might bé a valuable contribution tb parent training research.

As noted above, behﬁbior frequency/fhanges for the
non-experienced group were impressivefég_éhanges obtained
with more experienced-therapistsqfﬁydp, 1975, Patfergon,
1974). Thus extraconditioning variables seem more
influenced by the characteristics of the therapist than
does the.specific conditioning variable which seems more
technique-bound. Changing mother's attitudes and moods
is more of an art and less of a technology %han is changing
the frequency of junior's problem behaviors.

Training professionals or paraprofessionals as
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parent counselors is one-method of increasing the availability
of mental health services to the community. It is noteworthy
that the's;udent nurses were supervised by masters-level B
psychologists in grouﬁé of four. Only ten treatment sessions
and ten group supervision sessions were required. This

time compares favorably with Patterson's (1974) reported

31.5 hours per training program.

‘ Another method of providing effective and economical
gservice to families is, to determine before treatment which
families would likely be successful candidates for parent
training. The present research was not able to detect
many family yariébles which were good predictors. Children
whose problem behaviors occured with a higher frequency
during the baseline procedures were more likely to show
a greater decrement in behavior. This is not an unsurpriéing
result. It is easier to demonstrate a dramatic behavior
chanze if the initial problem is more severe (i.e., occurs
more frequently). Children who were less withdrawn (as
rated by their mother on the Walker test) were more likely
to show greater behavior decrement. Perhaps sﬁch children
are less responsive to the social rewards which were used
liverally during the application of the D.P.C. program.

Another method of providing an effective and
efficient treatment service is to select mental health
professionals wﬁo are more likely to be effective behavior

change agents. The present study discovered seventeen

oAr
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counselor characteristies which were predictive of success
in parent\training. The successful counselor is more

likely to s W high regard (feelings such as respect, liking

and appreciati;n) consistently in his social interactions.
The Comrey Scales indicate that the successful counselor
is likely to be trust-worthy and believe in the bagic
. honesty and good intentions of other people. He is also
likely to be emotionally stable, i.e., free of depression,
optimistie, relaxed, confident and stable in mood. The
successful counselor is also more likely to express
inclusive, affiliative and. affectionate behavior. However,
he is more likely to want more control in sbcial situations
than the unsuccessful cougselor. The succeésful counselor
is also more likely to be‘internally-controlled. He views
himself as having reponsibility for his fate. Finally, the
successful counselor has z diffe?ent value hierarchy than
does the unsuccessful counselor. Accomplishment, true
friendship, wisdom, being capable and being responsible
are valued more hisghly by the successful counselor than the
unsuccessful counselor. The unsuccéssful counselof tends
to value family security, being courageous and béing polite
more highly than does the successful'counselor.

This study has found several counselor attitudes,
values and personality variables fto be predictive of
successful parent training. To my knowledge no other study

in the behavior modification literature has found so many
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counselor variables to be significantly correlated to
treatment outcome. ‘There is a need to replicate the
present findines. It would also be useful to see if these
variables are also predictive of successful application
of other behavioral methods such as systematic desensitization
and other treatment methodologies such as psychoanalysis'
or Gestalt therapy.

The present findings suggest that behavior therapy
is not merely a technology. Behavior therapy like other
therapy techniques relies partly on the parficular
characteristics, experience, attitudes, skills and personality
traits of the therapist. -Behavior therapy may be a science

but it is also an ért.

.
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' Appendix A

G0

Overview of the D,P,C, Program

POINT
List the Problem

Two Aspects,
#l and #2
Points #0 through #A8

-are designed to decrease

behavior which occurs too
frequently (A#1).

Points #A9 through #30 are
degigned to inorease
behavior which ococurs too
infrequently (A#2),

Bastimate Strength

Set Reasonable Goals
for Two Aspeots

A.B.C,

—--PURPOSE

Assessment

A, Initiate the relationship with
parents,

B. Begln to teach them defining
problems in behavioral terms,

C. Obtain information to ascertain
which problem to begin with,

D. Gather information for assessment
and deol sion-making purposes,

Assessnents

A. From this point of view, whatever
problem 1s troubling the parent 1s
always occuring too frequently,
Thi s will be labelled Aspect 51 of
the problem behavior, Once
gpecified 1t will be defined in
behavioral tems,

B. The other slde of ‘the ooin is
what the parents desire instead
of A#1, end which is occurring
too_infrequently. This will be
labelled Aspect #2 and when defined
in behavioral terms it will beoome
the goal behavior.

Assessments
A. Obtain objective, observational
information concerning the
- frequency of A#1l and A#2.
B, Obtain subjective estimate of
effect of A#1 on parent(s).

Assessment:

A, Declde with parent(s) what a
decrease in Afl entalls,

B, Declde with parents what appropriat
increase in A#2 entalls,

Tralnings:

A. The parent(s) are instruocted in
the basic principles of learning
which underlie the DPC system.
Bnphasis 18 placed on the A.B.C.
paradigm utllizing the obseryations
obtained by the parents,

N



8, Making Words Matter
9, Making Bules
NOTEs

10,

1i.

12,

13.
14,
15.

16,

17.

POINT

Know the Posltives
Know the Negatlves

91

PURPOSE ‘

Assegmments

A. A thorough survey is made of the
major reinforoing stimuli in the
ohild's enviromment which can be
employed in altering Aspect #1
and Aspect #2,

Training

A. The major purpose of these points
is to traln parents to utilize the
A.B,C, principles when commun-
icating with thelr children,

Points #.0 through #18 contain the major techniques for

deoreaging Aspect #1 (the problem behaviorl The counselor's
goal 18 to guide the parents in selecting the specific procedures
for their partiocul ar case from the following polnts,

. ¢
ASPECT #1 — TOO FREQUENT

wWhere or When of A#l

Explore the Solution

to A#l

Deorease Through
Puni shment, Loss,
Withholding

Puni shment

Loss

Withholding

Who El se Controls
Posltives

Sometimes vs.,
Never

Intervention:

A. The counselor defines the ante-
cedent, those conditions which
preceed the A#l behavior., The
where and when of A#l 48 defined,

Interventions

A. The counselor explores which of
the three possibilities for decreas-
Ang behavior (i.e. punismment, loss,
withholding) are appropriate for
decreasing Afl.

Interventions

A. The three consequences are defined
and the operations necessary for
thelr execution are specified,

B. The problems and potential effects

. "of eaoh consequence are axplained
%o the parents.

Int erventioni

A. A survey is made based on points
#6 and #7 of the partiocular rein-
forcing agents snd who controls
the reinforcers, To obtaln suocess
these agents must be inocluded in
the progranm,

Interventions

A. The ooncept of intemittent rein-
foroement and its effects on
puni siment, loss and withholding
procedures are di soussed.



18,

POINT

Decreasing Strategy

Rehearse A.B.C,

'PUBPOSE

Interventions R

A, The parents are thoroughly tralned
via role playing, rehearsel, eto,
in carrying out the chosen strategies
for reducing A#l. Points #8 and
#9 are very useful at this stage,

NOTEt Points #19 through .#30 are the major feohnlques for inoreasing

19.

20,

22,

Aspeot #2 (the goal behavior).

The counselor'!s object is %o

gulde the parents to utilize these methods to inocreasse Aspect
#2 while simultaneously decreasing Aspect #1,

ASPECT #2 -~ TOO INFREQUENT

Whare or When
of A#2

Explore for Solution
to A#2

_ Inorease Through

Ralief or Reward

What 18 the Child
Doing Right? o

Immedi acy

Step by Step
Bringing Behavior Qut
Vary Type of Reward
More or Less

Not All the Time

Intervention:

A. The oounselor defines the antecedent
conditions (the where or when)
whioch preceed the ocourence of A#2,
The parents will only deliver ocone
gequences under these conditions,

Interventiont

Ae The ocounselor beginsg to explore
whlich of the possibllities for
inoreasing behavior (i,e, Teward
or relief) is sppropriate for
this cage,

Intervention: .

A. The two oconsequences are defined and
the operations necessary for their
exeocutlon are carefully specified
with the parent(s),

B. The problems and potential effects
of reward and relief are explained,

Interventions

A, A survey is made to establish how
much of A#l i3 alresdy occurring,
This 18 the starting point or base-
line for A#1 behavior.

Interventions

A. Points #23 through #28 oontaln the
specl fic procedure which enhances’
the effectiveness of positive
reinforcement procedurds, They .
inoclude immediacy of reward, shaping,
chalning, prompt and fade techniques
and intermittent 'reinforcement.



POINT
29, Deprive

30, Increasing
Strategy

93

PURPOSE

Interventions

Ao

Rarely the parent(s) 1s (are)
required to place elr child in
a temporaxry state of deprivation
in order to create ol stances
where they can reward elr ohild
for A#2 behavior.

Interventions

A.

B.

APPLICATION

The parents are thoroughly trained
Vvia role playing, rehearsal etoc,
in carrying out the chosen
strategles for increasing A#2.
Points #8 and #9 are very useful
at this stage,

Charts, stars, tokens and other
materials are constructed and
utilized by the parents,

The parents are now ready to perform the speoiﬂc operations

necassary for Aspeot #1 and Aspect #2.



94

Unpubli shed Assesafient Instruments
I.D.#__ DATE:

-»

READ EACH ITEM CAREFULLY AND UNDERLINE QUICKLY THE PHRASE WHICH
BEST EXPRESSES YOUR FEELING ABOUT.!%? STATEMENT.

1.

The Directive Parental Counselling (D.P.C.) Programme is

a very effective treatment procedure that has been used
successfully with many families.

Strongly Agree  Agree Undecided Disagree Strongly Disagree

The D.P.C. programme is an expérimental procedure which perhaps
may not be proven effective.

Strongly Agree  Agree Undecided Disagree Strongly Disagree

The D.P.C. programme will work with almost all families with
children who have behavioral problems.

S8trongly Agree  Agree Undecided Disagree Strongly Disagree
The D.P.C. programme will work.with very few families.

Strongly Agree Agree Undecided Disagree Strongly Disagree

D,P.C. BExpectancy Scale
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IN TRAINING EVALUATION FORM

Fank order esach student in the group according to how
successful you feel she (he} will be &3 a D,P.C. counsellior.
Give a 31 for the counsellor you feel will be most successful,
a §4 to the counsellor you feel will be lsast successful.

COUNSELLOR # | RANRING

i N

Falow are a number of adjectives oxr descriptive phrases
arranged in pairs. The opposing descxriptions in each pair
are placed at the extremes of an 8-step scale. Pleasa put v
one check mark for sach adjective pair on the point of the
scale which most closely cotresponds to the way you feel
at the present time.

SECURE - .. 1InsECWRE
STEADY . . wemvous
COMPETENT D.P.C. . INCOMPETENT
COUNSELLOR . __ __ - counseLior
COMPETENT . : YNCOMPETENT
NURSE e NURSE
RELAXED e TENSE
HAPPY L . — _. . ©6a

- ACTIVE . macrmve
LIKEADLE . UNZIKEABLE

CONFIDENT ' . UNCONFIDENT



VERBAIL, BEHAVIOR' INDICES . T ("
ASSESSER: . DATE:
SUBJECT ASSESSED: _ PERIOD OF ASSESSMENT:

1

DIRECTIONS: Check off all the verbal problems that you. observed
in the subject during the period of assessment noted above.

1. oOver Talk _____20. Overgeneralization

2. Under Talk _____21. Undergeneralization

____ 3. Fast Talk ____22. Excessive Cueing

____ 4. S8low Talk 23, Misrepreéentation of
Future Speech

— 5. Loud Talk ___24. |Misrepresenting Others

6. Quiet Talk: _;__ 25. Misrepresenting Facts

. 7. Singson Speech ______26. Avoiding Toéics

_____ 8. Monotone Speech ___27. Topic Shifting

9. Rapid Following _____28. Persisting on a Topic.

____40. Slow Following ____ 29. General Sééech

___11. Emotional Talk ____ 30. Other-time Talk

12, Unemotional Talk 31 Détached Talk

____13. Interruptions ) ? ______32. No Positive Talk

. l4. Quibbling ___ 33. Flattery

____1s. Overresponsiveness‘ . 34. DNot acknowledging )

_____1s6. Underresponsiveness 35, Tdo Much Ackﬁ;;iedging -

— . 17. Excessive Questioning __ 36x No Opinions

- 18.. Pedantry 37. Too many Opinions

13. Dogmatic Statement 38. Too much Agreement



(VBI) Fage 2 J

'39. Too Much Disagreement

40. Choppy Talk

41. Too Little Information given
42. - Too much Negative Talk

43. Too Little Negative Taik

44. Illogical Talk

Rete the subject in terms of his(her) overall ability to
communicate. Place a check on the ‘following scale:

EFFECTIVE, ' INEFFECTIVE,
GOOD . _ . _ _ _. ©bm

COMMUNICATOR COMMUNICATOR

Rate the subject in terms of his(her) overall ability to
ii=teon. Place a check on tha following scale.

CooD BAD
LISTENER - LILTENER

— — —— —— e — —



.
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1. - Rank erder mach atudent in vour growp nococding 1 how
spoeesset vou Yeal sheiha) wiil fe =5 & UL counnzelsy,
Give a i for tho sowasslow veu foel will be mosn
sucgasaful, a £4 ¢o zhe cowmoaslor you Esel.wlll by laast |

zuccessinl. . . .
Phis comnugselor's rank is .

et Lt ’

~ Y

: Balow ave  a sumper of descriptive shrasas arrangad in palirs.
‘tha opposing descriptions in each palr are placed at tha
‘edtxemes of an 8 ~ step scals. . Plzas2 place a check maxk at the
point of the spala which wost closely corresponds to an accuxate
dnscription of the counzelor being assessed.

&~

Successful Unsuccessfnl

2. Vary _ . | 7/\\' . Vexy.
| PEC counzelior o PP counselor

No smpathic
3~ Vexy Zmpathic co e undaratanding

. Vexry A Vary Low
. #igh Ragard ‘ . ) Regard

3. Uncondixional L - ) : Caﬁaitiqnni.
Regazd ' ‘ : G ' : Pagard

5 " High . N c Eo .
Congrusncs . : Congruoanse

7. (Wiliing to . : Bvasive,
ha koown ) Sacrative

A | :
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Itanm

Tien

Xtenm

GRG0 SUTHORCS NYRLUATION OF 20EIL0R YORM
b T, 3 S o 5 Ry L X P~ L/ .
2L: This iten is self anplanatory. Yt vefers o a wanking

- of the coasultants in youz group.

i
£
tv

Thiz item xefers o how spercessful you predict the
counr3d2ior wiil be with her. familw.

33: This relfexrs to Roger’slgimanSion of empathy. Degtee
of ewpathic understanding is conceived | as tha sxtent
%0 which one parson is conscious of the imrediate
avareness of another. Xt.ls concerned with experiencing
the precess and content of. apother's awareness in all . -
its aspects. .. e '

e
e
(3]

Regard refers hers to the affective aspect of cne
perscn's responsa to anothex. . Level of regard is
tha general tendency {at a given timf) of the varicus
affective reactions of cne person in relation to another.
High regard includes feelings like respect, liking,
appreciation. - .

?
Thia refers Lo the degree of constancy of regard felt
by ore person for another;. the degree of vaciability
in one person’s expressicn. Conditicnal regard vefers
0 BOTe variabilitv, evncconditional ragard refers to low
variability. e A

5
i,
L1

#6:  Comgruencs refers o ganuineaszss, uanity, honesty,
directn2ss and s3iancesit . :

¥7: This fackor mefers 5 the degree that o person is
willing o self-disclose; i.e., is willing o let
himgeli ba known to another parson. 4%his refers to
sharing of percaptions, fealings, etc.
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