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" ABSTRACT

The Directive ?érenTaI‘Counseiling (DPC) fraining program is a

treatment sysfém'wifhin the behavioural!l therapy genre which trains
-parents Yo be therapists for Their'5hildren. IT is concerned with
systematically training pérenfs to observe and modify child behaviour
via operant learning pfinciples. |

The present study was undérTaken\as an exploratory first step
toward definition of some of the many possible extra-conditioning
variables operative in reléfion to the DPC program. An extra-condition-
ing variable is any event or process related to treatment which is not
a specific targef behaviour. Extra-conditioning variables .influence,
shape, define, and sometimes prevent Targef-specifit behavioural chaﬁges,
as well as being influegced by the treatment process.

The present research was frémed in ferms of a what-else-can-it-do
appfoach to the DPC program, besides change specific target behaylours.'
In finding out, we hoped to define a bit more clearly Thé potentials
and liﬁifafions of the DPC delivery. |

The DPC program was found to be effective in changing parent-child
interaction in positive ways. |t was also found to be effective In
cﬁanging parental attitudes towards their children and toward Theméelves
as parents in positive @ays. Positive changes in parental feelings of
effectiveness in the parent role wef@“aiso found. |t was also he]pful

-
in shifting control of reinforcers for child behaviour from sources
(:gﬁfside the family, to within the immediate sphere of parehfaliinfluence.

i

————— Liwaret e s e ol R



-

In addition, ffs therapeutic effects appear confinéd to specific
parent-child interactive units, and to the benefit of the specific
child who is the focus of The.progrém.

No information was obtained on possible generalization-of-effects
. to siblings of chiidren-in the families studied. Generalization-of-
effects from fraining to the children who were presented as having
problems initiglly we}e amply demonsTrafed:

In terms of limitations the DPC program was not found to signif-
icantly influence the role perceptions the parents have of Their spouses

or their attitudes toward the total family unit.
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CHAPTER |

INTRODUCT QN

The Darwinian doctrine of natural selection has fallen fgfely
into some disrepute wheré humans are concerned. People do not fit
the model well. While other earthly life forms begin their existence
more or less fully programmed with instinctual codes for survival
which require little léarning, human infants must learn by experience

each time around.
tf survival-of-the-fittest had much primacy for man, the human

species would by now be just an archaeol09ical memory, since humaﬁ

’\‘/—\V'— .
infants are all awkward plasticity, whlch leaves them quuTe potential,

but deficient in terms of the actual. The initial period of helples~
ness in the human infant is longer than that of any other creature:

During this period of relative uselessness, the infant must do an
! . ]
enormous amount of information processing before he is indeed fit to

survive in other than alproTecfed milieu.

-
"
.

The Nature of the Human Fami |y

Through the millenia, humans have developed fami ly bonding sysTems

-

to aid Spec1es SUFVIVaI These bonding systems have had to endure
beyond the random seasonal ma*fngs_characferiéfic of most other animals.
While family role behaviours méy show cultural differences, the basic

function of families everywhere is the same, human nurutrante apa life

supﬁof%, mainly for progeny, but also for the security and other needs

. !



of the involved adults.

Without the mysterious willingness of fallible, ftrembling, vul-
nerable, caring adults to speﬁd years of personal sacrifice nurturing
offsprirng, sdryival would not happen. This adjﬂsfmenf of family
relationships for the pfofecfion of childhood has some ethological
near-corollaries among primates, whales, porpoises, and elephants,

but it is uniquely human in extent, quality, and duration. it demands

P

.
kS
o

much in terms of unselfish devotion from the adult caretakers involved. x [ agd
Whether from biological parents, or parent surrogates, the human
roduct depends on a large measure of sustained altruism from those
</di;}eTakers for the first fifteen to twenty years of [ife if it is to
reach full potential.
While altruism is the glue that holds family bonding systems
together, iT‘is_cosfly to the giver in terms of the economy of self. *

...t there is no reasonable balance in families between the needs of

tie child for nurturance, afd those of parents for pleasure, stress-

relief, and the meeting ofi their own needs, parents risk depletion.

Parental Response Cost

Braginsky and Braginsky (1971) falk about the response cost of

[o]e]

the parent role. A useful which franscends the individual

child's personal abilities and deficits, it assumes that even under

-

imaginary ideal conditions, a child's arrival “strains the bonds of
parental attachment and devotion. Response cost is seen as an aspect

of parental attachment and devotion. It is an aspect of parental

"



caring which can be computed economically in either a monetary or
emotional sense. In an emotional sense, it relates to the engrgy

output, attention demands, and frustration which may be caused by

each new child arrival in the family.

For those who can afford children financially and emotionally,
the reward/cost ratio of the parental role is %ayorable. In that

event, the rewards of having a new child exceed the cost. However,

i +he reward/cost ratio is reversed, The child may be defined by its
parents és-a.problem, or a iiability, with a consequently greater

risk of being_negiec#ed,cqbpsed, rejected, or even discarded.

In all families,hé feward/cosf ratio exists at any given time.
¥ is based on the balance sheet of their efforfs to cope with life
prior to the child's arrival. tf the costs have been high, and the
rewards |ow, as may be true in, families with some chronic disability,
or those living in financial- poverty, there may be a predisposition
to reject the cﬁild. The child may also increase the cost side of
the equation by having some innate problems of his own.

Viewing tThe parental role in cost-effectiveness terms is a simpli-
fication of whaT.oTherwise is usually ennobled with vague crusty
platitudes. Platitudes distort reality, however, offer little help in
understanding parent-child relationships in terms of'what really happens
in families, and ignore the stressful complexities of the parental role.
Traditionally, the mythology of parenthood has exaggerated }Ts joys,

minimized its hardships, and then blamed parents for the fallures of

e

joy which usually ensue.

(Y



Parental Role Rejection

There is increasing evidence that many parents reject the parent
role (Bronfenbrenner, 1974). For a growing number of parents, the
reality of child-rearing is at best a painful joy. Assigning blame

to either parent or child for this, while ignoring the complexities -

of family interaction, is grossly misleading.
Of parents, much is expected, but little is given in terms of
training prior to parenthood, or substantive support after it. Yet,

r

the genesis and structure of a family is usually a random event,
under{éken'for a variety of reasons, and rationalized as "love", which
then svolves into one of the most complex combinations of variables
imaginable. This complex coalescence of events is capable of producing
probtems so difficult that they may be beyond the coping abiliT}es of
the people involved.

While most people were raised in families, none has been fully
responsible for one until it happens. Despite the inequities of this
siTuaTi;n, most parents mudale Througp as best they can, in a role
which demands endless numbers of monofdnous, but essential, inputs
into the young child's life. Like Sissiﬁhys rolling the rock up the .
mountain, many fail to find a consisTenT.sense of closure in the task,.

The prevalent social attitude toward parental failures is that
everyone "ought to know" how to -parent Qell, though it is never explic-

itly stated how they ought to. This attitude conveys much biame, and

is reflected in most contemporary systems of psychotherapy as well.
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This priori éssumpfion of parental role competence seems based
on the biological capacity to be a parent. A simple-minded exfension of
insfincf theory from lower animals, it would have-valfdify only if
humans were as easy to nurture as baby great horﬁéd t+oads, whose parents
come fully programmed with parental role instincts. When the absurdity
of this assumption causes it to break down, parents are either punished,
or surrounded with a veil of neglect which insists on their right to
raise children however they see, fit, even if they do not see at afl.
This isolates parents behind barriers 1o effective change. ™
Parents are probably more often blameless than we like to assume.
Many make heroic efforts to do the right thing, but they have breaking
points beyond which their investment in the parental role is withdrawn.
While we prefer to take for ranted thea nurturant function of the
family, thus avoiding having foc;’a‘rmhing about it, this function
appears fo be becoming unravel led under tﬁg}ETresses of contemporary
“life. Instead of a universal given, it begins to apbear that the
ability of the family to nurture may itself need nur}uring, and that

cultures which fail to nurture family functions may expect many problems.

Nuciear Family Stress

The emergence of that phenomenon known as the nuclear family in
the past thirty years, an event which has been much studied, but little
understood, probably contribufes much to The ovérall stressfulness of
family life (Aries, 1962, 1975; Benedek and Anthony, 1970; Handel, 1967;

Spiegel, 1971). Affer evolving slowly since the industrial Revolution,

e Sy ————— =" St e e A T T
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the nuclear family, which is defined as an autonomous uni#lcomposed

of those immediate members in the biological family, accelerated greatyly
PR !

after World War 1|, with a generalized breakdown of family involvement

-

with the community.

In the more distant past, the extended family was the rule, includ-
ing both near and distant (biclogically) relatives, and the community,
all of whom shared in child nu?furing along with parents. The community
piayed a prime role in affection-giving, and in socializing the young
child. In turn, the child had a wide choice of emofionél attachments,
and was freer to both attach to, and avoid, a fairly wide selection of
care-givers. Under those conditions, affection among immediate family
.members was lessVéssenT?al to the formation, endurance, and stability
of the family unit than it later became..

In the contemporary nuclear family, which constitutes around
eighty per cent of all cohTemporary_families in The North American
cultural pool, conditions are much different (Benedek and Anthony, 1970).
Deprived of extended family and community supports, the nuclear family
is largely on its own, and its members are forced to deal with each
other in uniqﬁe ways. |

While pre-modern families were open to éociefy, modern ones tend
to be closed. Insulating barriers from both the family and the commun-
ity prevent effective interaction. The result, nofed by Aries (1975},

is that it has become less and fess possible for family members not to

love each other. They have been forced to assume a heavy added emotional
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burden of either Idving, or pretending they did. This produces unusual
stresses, and confribufés much to what we some}imes call fahily pathology.

Combined with the aforementioned demands upon parents for competence
despite ignorance, fhig nuclear family stress can result in a real
pressure-cocker effecf: In this perspective, child abuse, divorce,
neglect, abéhdbnmenf, and the soaring rate of famijlial homicfde, may
become safety valves for maintaining personal balance.

With increaéing humbers of parents dysfunctioning in the parent
role in some way, the need has become imperative to find effective ways
.of supporting family funéTioning. This support is essential while,

hopefully, cultural alternatives to the-nuciear family are established.

Systems of Family Therapy

In recent years, it has become increasingly clear that traditional
approaches to family therapy have not been very effective in helping
with contemporary famlly problems, (Sage, 975). Their overal | competence
is questioned, and increasing resistance to their application on a still
larger scale has occurred. At times, traditional family therapy has béen
accused of ignoring the existence of intrinsic stressors in the family
situation per se, while focussing a bit myopically on psychopathology. I+
has also been accused of operating from a sort of Jldyllic assumption base
with a nineteenth century view of an intfact, stable family unit which no
longer characterizes life for millions of families.

Problems. in family living have beén recognized as-a 1égifima+e

concern of social institutions since the late nineteenth century, (Acker-



man, 1954). Prior to that time, such problems were the concérn of
smallér community groups, such as neighbors, friends, and relatives.
With the advent of social agencies IaTe_ip the qinefeenfh century,
gnd before The_advenf of. anxfhing called family therapy, attempts to
correct family problems were made primafily'by social workers, using a
variety of social intervention modes. These included fhingé like
friendly visiting, re-education, religious indoctrination, occupational

v

guidance, and other mef%ods which dealt with the conscious, situational
. X .
aspects of family life.

. The study of tThe family as a significanf‘soc}al sub~system dates
for the most part, with tpe exception of some” early work by Bquess
(1926), to the l950}5. Despffe over two decades of effort, studies of
the family and attempts to systematically treat presumed disfurbances
in it, have not developed a coherent set of generally accepted concepts,
or established findings. The field, like psychotherapy in general, has
been charactérized by assorted fads and scholasticisms. These divergent
views can be categorized into four main apprbaéhes to family therapy.

|. The child and family guidance approach.

2. The psychopathological or mental illness approacH.

3. The communications theory approach. ‘

4. The behavioral approach.

In the present study we shall be most concerned with the behavioral
approach to family fTherapy. The other approache§ will be reviewed
briefly for histowmical purposes,‘and to put The.bah;Jiofal approach in

’

context.



|. Child and Family Guidance

With the advent of psychoanalysis, the general ineffectiveness
of purely sécjal intervention modes was recognized, and there was a
frantic rush by social agencies into working with the unc&nséious and
psyéhﬁdynamic relationships (Ackerman, 1951, 1954 a and b; Ackerman
and Sobel, 1950; Deutsch, 1937; Mittleman, 1948; Waller and Reuben,
1951}, Earli?r social infefvénfion modes were rejected as being too
superficial.

The adoption of psychoanalytic ideas resulted in the formation
of the child guidance movement, which gained momentum after the second
world war, énd died some fifteen years later, after producing a large
number of clinics. 6uring this phase in the development of family
therapy, censcious conflicts and situational stresses were put aside,
ahdf¥he.realis+ic 1ife sifua*ioné of fémiligs were ignored. éénéern
wiT# the tensions produced by interpersonal relations were minfmized,

~in favor of a preoccupation with individual psyches, unconscious
conflicts, and irrational motivations. Families as families became
virfually lost as objects of study, (Ackerman, 1954),

In the child guiaance approach, the main focus was upon the child,
secondarily upon mothers, and rarely were fathers ever, involved in
treatment. This produced many failures, plus a tendency to blame all
problems upon parents, via much arcane surmising about cedipal conflicts,

anal fixations, and so forth. Rarely were parents and children freated

together.



2. Psychopathological Approaches

After the fufilif§ of the ch{id guidance approach became general ly
recognized, the focus shifted to the family unit. Still bo;;owing
heavily from psychoanalysis, as wel! as group and child therapy, this
view was nonetheless a slight progression beyond the child guidance
approach, in that it af Ieasf dealt with the family Tofalify‘as produc-
ing problems, (Ackerman, 1954; Bell, I96I; 1963; Bott, 1957; Lidz, 1963;
Leik, 1963; Satir, 1967, 1972).

In this approéCh, the treatment focus was on the relationships
between members of the family group, and their emotional functioning.
The behaviour of.any one family member was interpreted as being a sympfom
"of psychopathology of the family unit, which happened fo be refiected in
the one member of that unit who had recognizable problems. The focus of
treatment thus had to be expanded to include the sources of pathogenicity
in the family members, as well as to the individual himself.

White this approach saw familiies as perhaps pushing forward one of
Their.members who they labelied as being sick, its main:concern was with
the emotional confagion‘occurring in family relationships, and with the
ways in which pathogenic conflict was transmitted across generafions,-
(Caplan, I96i). Treatment dealt with the total cluster of illne5§
processes, by entering the mainstream of family interaction in favor of
health. |t penetrated the family facade, and dealt with deeper levels
of fear and conflict (Ackerman, 1954). The aim was to undermine patho-

genic coping and defense patfterns, by calling attention to the ineffic-

iency, inappropriateness, and danger of sickness-induced behaviocur, and

/



then substituting healthier modes of coping (Ackerman, 1954). The
successful outcome af all this was sugposedly'héalfhier family bonds.
This approach to family therapy was not only more appropriate in
its inclu;ion of the family unit, but it was also at least concerned
with who did what To.whom within that unit, I+ts main fault lay in its
concern.with illness and paThology, which were hangovers from medicine,
and which have never proven able to ﬁroduce much light in the area of

human behaviour, {(Laufer, 1969; Szasz, |96l; Ullman and Krasner, 1969).

o

3. 'The Communication Theory Approach

This approach to family therapy is also concerned with interaction,
b“t,j* is based on re[afionshib rules, exchanges of information, and
the ways in which fémily members communicate over*ly‘and covertiy,
rather than upon individual dynamics, (Haley, 1958, 1959; Haley and
Jackson, |967; Jackson, 1957, 1965; Bateson, [958; Weakland, 1973). It
is an approach which still has some currency.

In this abproach, it is assumed Fthat actual differences between
family members are far less important than the difficulties Théy may
have in communicating and colIaBoraTing as they g ; bout the daily
business of living and problem solving.

The family is seen és one kind of situation calling for collabor-
‘ative human interaction. There are many such situations in |ife.
Individual differences between the participants are Iess.imporTanT Than
the ways in which they collaborate and work out rules for interacting,

based on differences and similarities.

~
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“Whenever people are in a collaborative relationship, they must -

exchange information concerning how they define .the relationship, who
they are, what they expect from if, and whaT_fhey\do not want. This
occurs via specifiable interaction rituals which sérve to establish
the rules of tThe relationship. Sometimes words are used in this
process, but much of it is communicated non-verbally v}a a mufual
testing brocess.

The above.role definition process is open to much mis-understand-
ing if people fail to communicate clearly, or accept that which is
communicated. The result is inferpéésonal conflict. Family members
engage in.FepeTiTive exchanges of information as relationships are
defined and re-defined. Sometimes re-defining the relationship fails,
and conflict is perpetuated. This is especially true if family members
do not insist on clear definitions to begfn with.

Treatment in this approach consists of intervening in the family
comnunication process, helping family’members communicate more clearly.

This enhances understanding and resolves conflict,

4. The Behavioural Approach

®e behavioral approach to the family rests on a basic set of
assumptions ‘which have +radi+iona||y been described as having been
derived from learning theory, (Eysenck, 1964; Lazarus, 1971; Yates,
1970, 1975). Operant learning theory has been most favored 'in ex-
plaining much of what behaviour therapy is and does, though as Yates

(1975} points out, clinical behaviour therapists have made little use



E
of formal p§ychoI09icaI theories in devising treatment approachés in
clinical practice, ‘

To the extent that treatment ftechniques have been deri@e& from
formal psychological learning theory, they generally make the common
aésumpfion that behagiour ig_confrolled by ifs consequences., A .uttﬁgr
assumption is that behaviour can be modified if sufficient con+rol
over its reinfordi?g'consequences can be achieved. Where child pr;Elqms

" are concerned, the behavioural approach assumes that difficulties arise

in part because parents use faulty reinforcement modes, unwitfingly
reinforcing unwanted behaviours, or fahting to reinforce wanted ones,

.BehaviPur therapy has been criticized by :sychoanalysfs, humanistic
psychologists, sociologists, and others of what Eisen (1973) calls the
sensitive-humanistic-int rpretive~therapy persuasion. They are inclined
to object, am&ng ofher things, to its attempts to sysfemaTically‘conTrol
and change behaviour.

While behaviour therapy is not without fault, much of the criticism
is undeserved,_and somet imes represents over-reaction by its opponenfs,
who would like to associate it with psychosurgery, electro-shock therapy,
and other procedures which do violeace to the individual. As Yates
(1975) makes clear, behaviour therapy is by no means as'pofenf as its

.

opponents.gay it is, nor as ineffective as some other forms of psycho-

therapy.

Virtually all psychotherapy attempts to change behaviour. |t can

be made to serve humane goals in terms of individua! autonomy and

. %, . . . . . .
freedom from neurotic gogrcion, or alien ones in terms of imposing alien

~

- o \_
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value systems on the individual. There are two compelling advantages

to behaviour T;erapy. The‘firsT is Thé}-if is consistent|y more
effective in-é'briefer period of time Than.ofher fokms of therapy. *

The éécond is that }+ is more honest, admits its manipulations, fells
people what it is doiqg, ;nd actively engages Them in The'change process,

‘Some other forms'o€ therapy proceed less honesfly: They utilize
rules known only to the thenapist, hidden from the client, and‘inTended
to influence behaviour chan e shb+Wy.

The humanistic encountér group leader, for example, denies manip~
uIaTi&g people, then crificizé; their "uptightness" if they reject his
definitdion of the appropriate attitude toward group-in?imacy, while ~
praising them for "opening-up" if they bare all their secrets for the
group. He is, in effect, using operant reinforcement, though in this

case it tends to leave clients somewhat soggy and confused about what

real ly went on. "

Similarly, early in therapy the psychoanalyst acts out his role
of contrived stimulus ambiguity for the purpose of bludgeoning his

' : s

patients into babbling autistically about the "unconscious" in the

service.of "therapeutic regression" and "getting worse fto get better",
a g g g

after which he rewards them by talking, if they have deveioped an

iate dégree of dependlncy on him. This also is operant condit-
joning, but in this case it tends to leave clients in a confused
condition for the long years needed To'produce "therapeutic progression,"

to a mythical endpoint called being "completely analyzed", which no one



Eas ever seen.

Unlike some other forms of therapy, the behavicura! approach does
no vtolence To‘fhe client's ability to cope with daily reality while
"therapy process" is ongoing. |t Is more concerned with the specifics
of that process, clearly states its rules, and tells peoplé what changes
can be exagcfed to happen if fhe rules are followed,

in its openness, behaviour therapy is relafively free of the need
to engage in sophisticated control and puni%hmenf in iiné with hidden
value systems. Because its clients always know what is going to happen,

.{;_,..-
they are usually much freer to exercise mature evaluation of the
i

’
-

process, and censciously refuse to cooperate if they wish. In this way
they are actually allowed more freedom than in some other forms of
treatment, since freedom is defined not by the .number of options available,
but by the percépTibn of those options, and the ability to use tThem.

Still other criticisms have been aimed by behaviour therapists at
traditional, psychodynamicalIy-orienTéd psychotherapy. Where children

are cancerned, such fraditional therapy has been seen as essentiafly

.
D

artificial, devoid of contactywith Thelchi[d's real environment, and
dealing with only a small par{‘of his life (Graziano, 1969).

The éafa of traditional therapy aré often. | imited to those obtained
in brief one~-hour visits each week, and often from unreliable reports
of parents not trained in behavioural observation (Russo, 1964)., The

traditional therapist Has also been accused of not making practical

suggestions ,for dealing with |ife stresses in the family, since these

o,
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are seen as less important than psychodynamic material (Russo, 1964),
This often results in his suggestions not translating into specific
behavioural correlates fomyparents and children. Such unusable suggest-
ions do nothing to relieve the frustration, helplessness, and rage of
parents who are frying to cope with child behaviour problems (Holland,
1969; Patterson, et. al, 1967}, .

To dafe; there has been Iﬁffle concern with how such pa:enTaI
feelings and associated stresses work in relation to negative attitudes
which may be a cause of, and a response to problem child behaviour.

Such negative parental teelings and attitudes may produce erTher family
disorganization {Patterson, et, al, I967).l

There have been a number of attempts to use behavioural approaches
to family and child therapy. Those of interest in the present study

have been mainly concerned with teaching parents fto modify problematical |,

behaviours in their children (Becker, 1971; Bernal, 1968, 1669; Gardner,

et. al, 1968; Guerney, |964; Guerney, et, al, 1966, 1967; Hawkins, et. afl,
1966, 1969; Hirsch and Walder, 1969; Holland, 1969; Hyde, 1975; Krapfl,
et. al, 1969; Labadie, 1969; Lindsley, 1966; O'Leary, et. al, [967;
PaTTérson, 1971, 1973; Patterson and Gultlion, 1968; Patterson, et. al,
1968; Risley, 1968; Ross, 1964; Russo, 1964; Stabler, et. al, 1973;

Stover and Gﬁe%ﬁey, 1967; Tharp and Wetzel, 1969; Wagner, 1968; Walder,
et. al, 1966, 1967, 1969; Wahler, et, al, 1965; Zeilberger, et. al

’

1968).

The above attempts at tamily therapy have certain assumptions in



common {Peine,; 1969). These can be stated as follows:

I,

E=Y

Most of a “child's behaviour is acquired in, and maintained

by its effects upon Thelnafural envirénmenT.

I f the natural envfronmenT of the child is not modified, new
adaptive behaviour learned in the clinic may be extinguished,
and maladaptive behaviour which has been extinguished in the
clinic may be reinforced at home.

Changing the reinforcing contingencies in the home can best

be done by those social agents who live with the child. f’
Parents are the most important social agents in the chiid's
life, and have the ability to control most of }he reinforcing
events affecting the child, hence direct modification of child
behaviour by parents is an effgcfive way'To proceed,

The role of the therapist should be that of a consultant or

coach 'fo the parents, who will bear the main responsibiIITy'

for behaviour change.

This represents a departure from fraditional mocdes of family

therapy, in That the professional person shares his knowledge openly

with non-professional parents, who then carry out detailed and direct

therapeutic measures. The professional person is thus one step removed

from the actual treatment arena, but in being so removed he moves the

focus of treatment several steps closer to a prevention model of service

delivery according to Graziano (1971},

The behavioural approach to problematical child behaviour has been

used with virtually all diagnostic categories, ranging from miid conduct

.
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¢isorders, to psychotic disturbances and mental retardation {Brown,
1970). Much, but not all, of Thé work has been |imited. to single-

‘ssubject case studies which have dealt with clearly defined, single~
problem behaviours.
The general approach in behaviour therapy with famities has been
To select specific target behaviours occurring in the child, then teach
one or boTh parents to modify those behaviours, using careful obser-
vation and training techniques. With the exception of a few TréaTmenT
programs aimed at eliminating enuresis (Deleon and Mandell, 1966; Martin
| and Kubly, 1955; Lovibond, !?64) which used respondent conditioning
procedures, the aforementioned work has relied on qperanT approaches
to contingency man;gemenf."

A variety of training methods have been used. Parents have been
trained iﬁdividually and in groups, via lectures, assigned readings,
programmed materials, group discussions, modeling, role réhearsal, and
direct coaching. Some training procedures have used the telephone,
audio and video tapes, movie fiims, and assorted kinds of signalling
or cue-producing systems. *4’ .

Several criticisms have been made of the work done in this érea
thus far. The major effort has been limited to dyadic relationships.
For the most part these have been between the mother and the child,
with mothers being expected to carry out the major portion of behaviour
modification (Berkowitz and Graziano, 1972). Rarely have Treafménf
efforts involved both parehfs, other family members, and the child. In

this regard, behaviour therapy with families has suffered from the same
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limifations found in the old child guidance approaéh. There are no
convincing reasons why at least fathers cannot be involved, and their
involvement usually enhances the potency of treatment efforts (Graz-
iano, 1971).

qPTll fairly recently, the behavioural approach has generally
ignored the interactive complexities of the family unif (Brown, 1969},
Even now, attempts to bring client-family relafionships'info the freat-
ment process are meager (O'Brien and Azrin, 1974; -Hunt and Azrin, 1975).
In this regard, fé;ily behav%bur therapy has been overly-concerned with
specific target behaviours, important as they may be, at the expense of
those familial contextual events which are also very imporfanT;

This disregard of some important aspects of the child's natural
environment leaves the impression that child behaviour occurs in a
vaccum, or just appears out of nowhere. As Tharp and Wetzel (1969)
note, techniques for monitering the freatment environment with all of
its compiexi;}es, ﬁroclivifieé, and prohibiTion; have not developed in
pace with our ability fo study specific behaviours, such as enurefic
episodes, temper ftantrums, and so forth. The result has been that much
more is kpown about specific behaviour changes than is known about events
‘in the natural environment which shape, control, enhance, or prevent
change. -

Other areas of need where the behavioural approach is concerned
have been outlined by Graziano (1968, 1971)., They can be summarized as

fol lows:

. The development of preqictive measures of the extent of parental

-
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success, . .
Further development and validation of a "family systems"
framework for behavioural therapeutic intervention.
Development of precise and meaningful measures of pérenTaI
and child behavioural change in the broader sense of atti-
tudinal and interactional variables which go beyond specific
target behaviours,
Investigation of the preventive value of behavioural inter--
vention, i.e., do disturbed children whose parents were
frained in behaviour modification have significantly fewer
problems in the future than those whose parents were not so
trained.
Comparative studies of Thé prevéntive value of behavioural
intervention in the above terms, with the post-treatment
problems exper?enced by children treated via conventicnal
psychodynamic therapy to de*ermine the relative preventive

value of the two models.

The Directive Parental Counselling Program

We will now turn to a consideration of one particular treatment

program within the behavioural framework. Known as the Directive
Parental Counselling (DPC) program, it is cencerned with training

parents fo be therapists for their children (Holland, 1969, 1970;

Galy and Holland, 1970; Holiand 'and Daly, 1974).

The DPC program is based on a thirfy-step delivery system, which
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specifies the operations to be followed by counsellors and parents in
a sequential manner. Unlike many other systems of family Therapyt’
including those of the behaviour therapy genre, the DPC program r;]iestj
on a‘specific and detailed description of the operations performed at
each step. ‘

The DPC program was devised in response to the need for a simpli-
fied, organized, and comprehensive treatment (Holland and D@Iy, 1974,
The organization of the thirty-step process used in the DPC program
was made to reflect élinical real ity as much as possible, and the steps
were derived from clinical practice over an eight year period in which
learning theory principles were applied to a variety of clinical
problems.

As stated by Holland and Daly (1974}, The goals of the DPC system
are;:

I. To be relevant to the interactions_which commonly cccur in
the treatment relationship, and blend naturally with the
processes involved there.

2. To provide an overview of the client's natural environment
as a means of deciding where, when, and what interventions
to make.

3. To categorize problems presented by children and families

in relevant behavioural terms, and then train parents to be
good observers of behaviour. This is done via steps |

through 9 of the program.

4. To use the information generated via steps | through 9 to



22
formulate appropriate intervention strategies for changing
behaviour. This is done via steps |0 through 30.

The entire thrust o; the thirty-step process vsed in the DPC program
is toward the complete involvement of parenfé in successfulliy modifying
one behaviourai problem, The DPC p;ogram emphasizes learning=-by-doing
as the most effective and reinforcing form of learning experience. It
assumes that if parents caﬁ solve one major problem successfully, they
c¢an then develop reasoPabIe skills in solving other problems which may
occur in the family.

The typical mode of p}esenfafion used with the DPC program is
heavily didactic. Training sessions, which usually occur weekly for
about twelve weeks, follow the general format:

Presentation of Sftep--—-3Planning Application of Step to Daily

Life——=1In Vivo Application and Practice of Step——Discussion

of any Difficulties Encountered.

A complete copy of the DPC program parents manual appears in
Appendix B of this dissertation. The parents manual includes the
thirty steps which form the basis of the program, and explains the ways
in which they are used by parents,

in terms of their purpose, the thirty steps can be divided into
four logical phases which follow sequentially,

. Training Parents fo Observe Behaviour, Steps | through 4.

I. List the problems presented by the child.
2. Select one problem fo work on. Fér every behaviour that

occurs too often, some other more acceptable behaviour is
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not occurring often enough.
Estimate strength (frequency of occurrence) of the problem
behaviour.

Set reasonable goals for changing the problem behaviour.

|| . Teaching Operant Leaﬁning Principles to Parents, Steps 5 through

9.

5.

A-B-C principles of antecedent-behaviour-consequence.
Know the positive reinforcers in the child's life.

Know the negative reinforcers in the child's life.

Making words matter by attaching consequences to them.
Making rules for the child which are reasonahble, enforce-

able, and within his response capacity.

Teaching Strategies to Decrease Unwanted Behaviour, Steps 10

through 18.

|10.

1.

Where or when the unwanted behaviour occurs.

'Exploring present consequences for the chiid of the unwanted

behaviour.

Decreasing unwanted behaviour Jia punishment, loss, or
withholding reinforcement.

Punishment as a decreaser 0¥‘§§haviour.

Loss as a decreaser of behavjour.

Withholding as a decreaser of behaviour.

Withholding when people outside The family control the
posITives\and negatives. |

Withhoiding sometimes vs. never, with the goal of never
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giving positive reinforcement in a withholding situation,

18. Rehearse dei{easing strategies.

Teaching Strategies fo Increase Wanted Behaviour, Steps 19

through 30.

19. Where or when the wanted behaviour occurs.

20. Exploring present consequences for the child of the wanted
behaviour.

21, Increasing waﬁTed behaviour via relief or reward.

22. 'Knoying what the child is doing right with regard to the
proble&.

23. |Immediacy. of rewarq is important.

24. Step-by-step progress toward the goal of changing the
problem behaviour, not all-or-none change.

25. Bringing beﬁavi0ur olit which does not occur often enough
via encouragement and [mitation.

26. Vary the type of reward, having sever;I available for use

. with any wanted behaviour.

27. Vary the amount of the reward‘froﬁ more to less in order
to sfrgngfhen,wan¥éd behaviour.

~-

28. Using an intermittent schedule of Yewards which does not
reward behaviour ever; time it occurs, to begin weaning
the child away from physical reinforcers, and onto social
ones.

29. Depriving the over-indulged child in order fo make rewards

more important.
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30, Rehearse‘increasing strategies.

Presentation of each of the steps is accomplished via the lecture
format. This is followed by discussion of the step presented fo insure
parent understanding, planning how i+ will be applied to the real life
family siTuafion, and rehearsal of that abplicafion. The step is then
applied at home by the parents. Following this application, time is‘
devoted to a detailed discussion of any difficulties parents may have
encountered in using the training material. |

The DPC program has been used in training parents of children with
a wide variety of behavioural problems. |t has been employed with both
individual and group treatment del}very modes. When delivered indivi=-
dually, less time is typically required to complete the program.

While the group mode is more time consuming it has cerfain other
benefits. The DPC program is particularly adapfable to the group format,
which seems in some ways to amplify training effects. It has been |
observed by those experienced with the program that group members often

benefif from exposure to other peoples problems, problem solutions, and

general life experiences-in the group situation.

Purpose of Present Research

\\‘N-._—# £ight years of heuristic experience in a variety of clinical sit-

uations have suggested the efficacy of the DPC program on an it-seems-
to-work basis. There remains a need to know more rigorously how it
works, why it works, and when it works. The presently proposed study

is part of a series of validity and outcome studies with the DPC program

(9]
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(Hyde, 1975; Labadie, 1969),

Those clinicians who have had experience in fraining parents via
the DPC program, repo}T many empirécally derived hunches concerning
its efficacy. |t does not seem as.effecfive, for example, when parents
are unable to give rewards and must reIQ excessively on punishment to
confrol child behaviour, as it is when they are ablé to reward freely.
Some report that is also less effective with severely disturbed child-
ren, who might in some seffikgs be diagnosed psychotic, autistic, or
mentally retarded.

The role of social class in determining treatment outcome via Thé
DPC system has been hinted at by some. Still ofhers have speculated
about the importance of the overall coping ability which parents bring
Té the treatment process. These, and many ofhér questions, have thus
far rémained in the province of speculation, and no attempt to sysfem-*
atically assess them has been made.

As with most of the aforementioned programs for training parents
to be Therap}sfs for their children, the DPC program has thus far
concentrated mainly on the modificé+ion of specific target behaviours.
While such target behaviours are important in the sense of serving as
a means of deiivering TréaTmenT, they are probably only a small part
of the treatment process.

Specific target behaviours can be seen as those events which bring
peop]e Toge%her for treatment, and around which treatment occcurs. They
have a motivating function in causing parents to seek help, and a cata-
lytic function in terms of maintaining the Therabeufic process once it

-

L]
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is ongoing, at least up"jo a certain point. Target behaviours consti-

tute Those'condifioning variables toward which training is aimed, and

N
-

b

serve as the framework within which it occurs.,s.
I't is necessary to begiﬁ Idoking beyond target behaviours in asses-
’ '

sing the effectiveness of behavioural treatment programs in general, and

the DPC program in particular. In line with the research needs expressed

~.

by others, it is time to exfend\our concern to the broader range of . o
events in the natural environménf of the child and his family which
relate to, and have important consequences for, the ftreatment process
(Graziano, 197]; Tharp and Wetzel, 1969).

The primary concern of the currently proposed research will thus

-

be with those events which exist within the realm of exfra—condiffoning
variables. We(shall direct ourselves fo points two and three of
Graziano's (1968, 1971) analysis, which are concerned QiTh:

I. The validation of‘a family systems framework for behavioural

~intervention.

2. The development of meaningful measures of parental and child

behavioural change in The.broadpr sense of attitudinal, per-
ceptual, and inTeracT}onal varfables which go beyond specffic
Target behaviours.
A more complete discussion of the role of extra-conditioning variables °
in the treatment process follows in the next chapter.
Most broadly defined, the term extra-conditioning variable refers
to everything related to the treatment process which is not a-specific

target behaviour. It refers to any and all of ;E?se variables in the

I
s .
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child's natural environment which influence treatment outcome. E#Tra—
conditioning variables not only relate to changes in target behaviours,
but may actually determine whether or not such changes occur. They are
capable of encouraging, éhaping, modifying, or preventing changes in
target behaviour‘l.-‘r .

In practice, while the existence pf such exfra—condif{oning events
has been inferred c[inically from experience basea on‘TréaTméh+ processes
and outcomes, "It has never beén confirmedT'.Thjs sTaTelof affairs has "
teft clinical experience with the DPC program ;omewhaf in the dark,

The purpose of the present research will be to: a

I. Define a set of extra-conditioning variabies related to the

DPC program. .
2. Determine whether or not such exftra-conditioning variables
can be measured meaningfully.
3. Determine wheTHer,changes in those extfa-conditioning variables
studied occur following exposure of parents to the DPC program.

It is not pdssible at ’rhis‘poi‘f in time -to study, or evén clearly

define, all of the extra-conditioning ~variables which may be operafivé .

in the tfreatment process. |+ is assumed that the universe of possible.

variables which may be included under the exTré~condifioning»wariabIe

rubric is very large indeed. |If only some of those variables can be _
defined and studied in relation to the DPC program, it will be a begin- \_\\¥~//f

A
ning. The present study is thus seen as an exploratory start in the

quest for understanding extra-conditioning variables, as they relate to

Y

The DPC program treatment process.



CHAPTER 11

' P
METHODOLOGY AND PROCEDURE

sélection of Sample

TwenTy-one families were referred initialty from ;arious mental
health and educational facilities fér the proposed study. They were
séen on an order-of-appearance basis, with no attempt at pre-selection
by The.agencies involved. Formal pre-selection criteria were avoided
in the interest of approximating the reai-lifé clinical situation.
Nonetheless, due to,the subsequent inappropriateness of some of the
referrals, some natural attrition o+ The original sample occurred as

families dropped out. As a result, 12 of the 2| original .families

actually started treatment, and of that 12, seven completed the entire

&

DPC program. Additional reasons for this attrition rate of the treat-

ment group will be discussed later. The original families are refer-
red to as the total group whiie the seven families completing treaf-

ment are referred to as the treatment group.

Description of Sample

“All of the families in the study were from the Windsor, Ontario
area. They were retérred for DPC treatment by one of two local
?gencies,’a hospital childrens psychiatric service, or a dgy nursery
school. In each case they sought heip from the primary refggring.
agency because of behaviour problems with their children which they
felt unéble to cope with. |

’\The mean age of parents in the total group was 32.65 yéars,

4
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with a range of 22,75 to 53.50 years. The mean age of those in the
treatment group was 30.7| years, with a range of 23.16 to 48.4| years.
In ééch famity, the problem child behaviour had first appeared, or
been identified as a problem, more than nine months prior to referral.

'Five of the seven families in the treatment sample were intact,
with both parents living together. The Eemainiqg two families were
non;inTacT, involving divorced mothers who were independent heads of )
household. In two of the intact families, both parents were employed
' outside the home, while in the remaining three, the mothers pursued
the homemqker role. In the two non-intact single-parent families,

one mother was employed as a secretary, and the other received welfare

assistance from the Province of Ontario.

General Procedure

The parents in each family were seen- initially for an individﬁal
clinical interview aimed at assessing presenting problems and the
‘ ovérall relevance of the referral, +o see if the préblems were appro-
priate to the general orientation of the DPC program. . In addition, a
basic assessment battery was given during This firsf'session, which
consisted of the following instruments.

I, J;EE Family System Survey, (FSS). This instrument was

constructed for this study, and was used as a structured interview

guide with each family. The Family System Survey consists of 37

items which are designed to systematically measure a number of extra-
: L

conditioning variables that might influence treatment outcome.
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Ihformation was sought via this instrument on socio-economic

factors through the Hollingshead Two-Factor Index of Social Position ”"_ﬂf//

(Hol I ingshead, 1957) which was incorporated in the survey, as well
as other variables, such as fam[ly income, physical environmenfal .
factors, physical mobiliT# of the child in the home, effectiveness
of parent cofimunication, parental feelings of adequacy in the parent
role, parental role stress, subjective Tension.level in The home,
effectiveness of parent-child communication, outside influences on
problem behéviour. The conjuéal role re&e?ionship between parents,
and other factors. A copy of this instrument can be seen in Appen-
dix A.

Cne descéipTive measure referred to offen in this sfud; is the
., Subjective Unit of Discomfort, or SUD. First used by Wolpe (1966)
in his work on sysfemafic desensitization, the term SUD scale refers
to a 100 point gcaie of subjective distress upon which people can
rate the amount of anxfefy or discomfort caused them by any given
event. A sT:?e of absolute calm would be'rated as 0 at one end of
the scale, while a state of extrems, spastic anxiety would be rated
|00 at the other end. Most pedple can assign a number to their
subjective anxiety level with little difficulty, and with a bit of
practice, they become Encreaéingly confident in using the SUD desc-
ription in ways that are much more informative than foggy verbal

statements about how they feel.

-2 . The Social Readjustment Rating Scale, (SRRS). This in- _°
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strument was designed by Holmes and his associates (Holmes and Masuda,

1967, 1972; Masuda and Holmes, [967; Komaroff et. al., 1968}, The

SRRS was re-named the Personal Experience Rating Scale for this sfudy

in ordeé\ig\:;érlfy some amblguufy which people experlenced with The
original tit Hawever, the original stimulus items . were unchanged

A copy of this instrument can be -seen in Appendix A.

4

The SRRS consists of 43 life-evenfs, the occurrence of which
evokes, or is associated with, some adaptive céping behaviour on the
part of the individuals who experience'Them. Each event requires a
significant change in the person's ongoing |ife pattern which may be
,sTressfuI, and which further influences the amount of adaptive energy
availablevio him'within a given span of time, usually |2 months.

éross—culfural and sub-cultural Bormafive data for this instru-
ment are extensive, Consistently high similarifies have been found
i; perceptions oi the amount of social stress caused by different
life-change events. These in turn have been ﬁelafed to the relative
costs and benefits of different coping strategies, as well as to
- facfo}s underl}ing_inferpersonal competence In any given situation.
it has been sﬁown that competence at any poinft in time is partiy a
tunction of adaptive reserves brought to the current éiTuaTion, and
that depletion effects occur which can have a profound influence on
psycho~social adaptibility and somatic disease {Caplan, 1964; Coelho

et. al., 1974; Lindemann, 1944).

Comparisons between expected |ife stress, based on the normative
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data for this instrument, and actually observed life stress in an
idioverse specific sense can be made by asking subjects to not only
check-off life events experienced, but rate them in ferms of subjective
uni+s of discomfort, or SUDS. That was done in this sTudnynd represents
a stight modification of Theéj>iginal SRRS technique.

3. The Semantic Differdntial Technique, (SD). This technique,

which is not a formal test per se, was devised by Osgood (1957, 1969)

to measure word meaning in an objective way. Given any word concept,

such as "problem child", subjects are required in a forceg-choice manner
to judge the concept in terms of several pairs of polar opposi
as good/bad, strong/weak, fast/slow, on a seven point scale. A copy of
this instrument is in Appendix A. | . e

The semantic differential technique measures the emotional, @
shared-affective, meaning which people attach to words, as weil as
changes in that meaning over time if assessed by.repeafed measures.
Osgood has found That most of the emotional meaéing associated with
words falls into one of three ca%egories wh}ch have been derived }ac+or—
ially. These categories of meaning are, Evaluation (A), or the good/
bad dimension, Potency (P}, or Thé strong/weak dimension, and Activity
(R), or the active/passive dimension.

Osgood (1973} refers fo fhe principles of congruity in cognitive
processes which underly this psycho-logic process. Words are conse;—
vative, and associated with a relatively stable bunéle of semantic
teatures over time, even though fTheir effects may be radical when

>

arranged in sentences. Repeated exposure fo certain words under altered

A B 17 et b 8= s b mlmemal ae . e
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condifﬁ%ﬁg over time can, howevef, change their semgntic properties,
- with related changes in the emotional, gogniTiQe, and perceptual meanings
of the word, or its connotation. The semantic differential technique has
been found to be an effective tool in psychotherapy research because it
detects personality and attitude changes during the course of treatment
(Endler, 1961).

In the present study, seven word concepts were measured along nine
polarities, three loading most heavily on each of Thé three meaning
factors, E, P, and A. The seven concepts stddied were: MY FAMILY (MF),
THE IDEAL CHILD (IC), A PROBLEM CHILD (PC), MY CHILD (MC), THE .IDEAL
PARENT (IP), ME AS PARENT (MAF), and MY SPOUSE AS PARENT (MSP).

The nine pola{ifieé along which the seven concepts were rated by

the subjects, and their respective factor loadings on £, P, and A, were:

Evaluation: bad/good ! 91
sad/happy 91
beauTifuI/ugiy .90

Potency: . strong/weak ' 67
difficult/easy .60
broad/narrow .' .41

Activity: - fast/slow ' .70
active/passive .59
interesting/dul | .52

In the extensive |iterature existing for this technique, it consistently
loads most heavily on the Evaluation factor -in validational studies of it.

4. The Walker Problem Behavior ldentification Checklist (WPBIC).
¢
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Constructed by Walker (1970), the WPBIC is a fifty-item checklist com-
posed of observable, operational statements about child behaviour. It
identifies children with behaviour problems on five clinical scales,
each of the points | through 5 having weighted values for each item in
terms of how much it is judged to handicap a given child's current
adjustment.

The five clinical scales on this iﬁs%rumenf are: ACTING-QUT,
WITHDRAWAL, DISTRACTABILITY, DISTURBED PEER RELATIONS, and IMMATURITY,
plus a TOTAL SCORE. ‘Thege scales are aimed at identifying negative,
or paThoIogical, behaviours and are sensitive to changes in child
behaviour over time as a repeated measure. A cqpy-of this instrument
appears in Appendix A. |

Adequate reliability and four kinds of validity data are reported
for the WP%IC. The Ku&ér-Richardson spiit-half reliability coefficient
reported for the WPBIC is .98,.whfle an inter-judge reliability value
of .83 was obtained, (Walker, 1970). Validity measures for the WPBIC
included contrasted grouﬁs, criterion, factorial, and item validity
studies. . Iq the conTEasTed groups study, the difference between the
means of experimental and control groups was significant beyond the .00!
level of confidence. |In the criterion validity study, a biserial
correlation of .68 between checkiist scores and the criTerion; was found
with an index of predictive efficiency qf 33, which gives a measure of
the predictive valueof the WPBIC, indicating that it has utility in
predicting behaviour d}sfurbance in children. Factorial validity of

the WPBIC was studied using a Varimax Orthogonal rotfation, which yielded
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the five factors making up fHe clinical scales. The results indicated
that very little overlap existed among fhe five scales, with }he
exception of a .63 correlation between ACTING-OUT and DISTRACTABILITY,
suggesting that these two scales represent some common elements.

The item validity studies on the WPBIC included item variance and
validity indices, as well as intercorrelations for all fifty items.
The range of”item variance; for the WPBIC is from .09 to .16 for the
separation of disturbed children from non-disturbed ones, which is
considered within the optimal raﬁge of discrimination. Intercorrelations
among the fif+y WFBIC iifmg yielded coefficients ranging from .00 o
.83, and it was concluded that, with the exception of six items, the
WPBIC is measuring separate functions of the same behavioural domains,
hence not prone to excessive duplication. In addition, a biserial
correlation between scale items and the totai score was compufed,.yield-
ing a discrimination index as a measure of internal coneistency between
the individual items and test scoles. The item va]idify indices varied
from .03 to .67, indicating that the individual items discriminate -
between subjects in the upper and lower twenty-seven percent of the
sample in terms of checklist scores, and also correléfe highly with the

Tofal score criterion, (Walker, H. M., 1970).

5. The Child Behavior Rating Scale, (CBRS). Constructed by Cassel

(1962), the CBRS consists of 78 observer-checked items related to chilp
behaviour. |t is scored on a six-point scale related to *he presence
of problem behaviours which might influence a child's adjustment in.

different areas, with a score of | given for the presence of the indicated
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behaviour, and a score of 6 given for its complete absence. The higher
the score, the better the child's adjustment is assumed to be. The
CBRS ;ields adjustment scores in five areas, SELF~ADJUSTMENT, HOME- -
ADJUSTMENT, SbCIAL—ADJUSTMENT, SCHOOL-ADJUSTMENT, and, PHYSICAL-ADJUST-
MENT, plus a PERSONALITY TOTAL ADJUSTMENT score, The CBﬁS bffers a
frame of reference for evaluating changes in child adjustment and
personality over time, according o the ;ufhor {Cassel, R. N., 1962).
A copy of this instrument can be seen in Appendix A.

Reliability data for the CBRS indicate a coefficient -of .83 for
a sample of 800 assumed normal children, and .58 for maladjusfed
children, using the Spearman-Brown formu{a for odd-items (Cassel, R.
N., 1962}. In two other reliabiiity studies, raters completed The
" CBRS on two separate occasions, and their scores were correlated, .
using the Pearson coefficient, which showed an r of .9l and .73
respectively. In the first sfudy, parents did the rating, while teachers
served as raters in the second study.

Validity data for fthe CBRS include correlations of ratings done by
mothers, fathers, and teachers of child behaviour. Pearson coefficients
between mothers and fathers were .65, high enough for significance,
suggesting that both parents are not needed in evaluating child behaviour.
The correlations between parents and teachers ratings were lower, with a
coefficient of .33 between teachers and fathers, and .28 with mothers,
which might poée some difficulties if the CBRS were given in the school

setting, or by raters less familiar with the individual child,

Cassel (1962) claims face validity for the CBRS since ail of its
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items were obtained directly from case reports made by Trained“people
in different disciplines dealing with child behaviour. He also
claims construct validity in that .scores on the CBRS correlate highly
with other tests measuring school achievement, intelligence, and
general social development. However, the highest correlations were
found with school achievement, specifically grade point average in
reading and language skills, which showed coefficients of .72 and .66
respectively.

6. The Mother-Child Relationship Evalutation, (MCRE). Devised

'by Roth (1961}, the MCRE is a 4B-item test which méasures certain
attitudes by which mothers relate-to their childEen. It offers an
objective estimate of a mother's relationship to her child based on
a five-attitude profile: ACCEPTANCE, which is seen as a positive at-
titude, and OVERPROTECTION, OVERINDULGENCE, REJECTION, and CONFUSION-
DOMINANCE, which are negative ones. A copy of this instrument appears
in Appendix A.

The MCRE items consist of statements about ghild behaviour, and
child-rearing.pracfices, with which subjects are asked to rate their
. agreement on a five-point scale, ranging-from "Strongly Agree", with a
score of 5, to "Strongly Disagree" which would receive a score of 1.
Most of the items are stated to reflect negative attitudes, hence the
lower the score, the betfer. The direction of scoring is reversed for
the ACCEPTANCE scale, |

In the present study, the CONFUSION-DOMINANCE scale was not used,

since it proved confusing and yielded no meaningful results., Attitude
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as‘used‘in the MCRE is described as an intervening variable which
medjates the mother's behaviour ftoward her child, who in turn serveﬁ
as a stimulus for the mother's behaviour (Roth, R. M., 1961). While
attitudes are fairly stable over time, they are subject to change as
the stimulus value of the child alters, and these changes can be
seen with repeated measures.

Reliability data for the MCRE are rather meager, consisting of
Pearson product-moment correlation coefficients for split-half «
reliability. Coefficients reported for three of the scales, ACCEPTANCE,
OVERPROTECTION, and OVERINDULGENCE, are .57, .53,'and .41, respectively,
(Ro}h, R. M., 1961). Validity dafasconéis? of scale intercorrelations,
which show that the ACCEPTANCE scale correlates negatively with The
ofhers, coefficients of -.68 for QOVERPROTECTION, -.47 for OVERINDULGENCE,
and -.45 for REJECTION being rep;rfed. The ACCEPTANCE scale also showed
an overall negative correlation of -.55 with the other, NONACCEPTANCE
scales. |1 was found that OVERPROTECTION and OVERINDULGENCE are most

closely related to non-accepting parental attitudes.

The Treatment Phase

The initial-interview required about three hours to complete,
including Testing time. Foliowing it, parents were assigned randomly
+o one of three small groups for DPC treatment.

These treatment groups met weekly for 90 minutes for a 12 week
period, two groups at a local hospital, and one at the university

aJ
psychological center. The groups were conducted by four experienced
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co—fherapisfs,.including the author, with a mean of 4.3 years of
clinical experience beyond their internships. In the first two groups
a third professional person from social work alsoc participated as an -
observer for the purpose of learning the DPC system.

Standard delivery of the DPC program was done during the treatment
phase of the study. SchemaTicalIy;‘The procedure followed this format:
Week |: IniTial}in+erviéw, parents seen individually.

/ .

Week 2: Group Session |,

Introduction to the DPC program; parents given the training
manﬁal; Points | (make a list}), 2 (select one behaviour),
and 3 (estimate strength); observing behaviour at the what-
do-you-see-and-hear |evel; homework assignment for the
above; group interaction and discussion.

Week 3: Group Session 2., °

Review Points |, 2, and 3 with discussion of problems with
the mé%erial; Points 4 (setting goals), and 5 (A-B-C charts);
- making A-B-C chart for selecting and observing behaviour;

introduce Child Cooperation Index (CCI) and explain verbal

control of behaviour; group interaction and discussion.

Week 4; Group Session 3.

Work more on Point 5; practice thinking in DPC terms; review
material from CCl; Poinfs 6 (know' the positives), and 7
(know the negatives); define reinforcers in each child's

’
life; group interaction and discussion. -



Week 5:

Week 6:

Week 7:

Week 8:

\

"4

Group Session 4. Lo

Review Points 6 and 7; discuss problems with the materiad;
present Poin}s 8 (making words matter), and 9 (making
rules); examples of commgn probleas parents havg with these
points; five ways to reinforce behaviour-vija consequences,
or C's: C+ (reward), C- (punish), =C- (relief), -C+ (loss),
and é° {(withhold), and their effects on frequency of
behaviour; group interaction and discussion; collect CCI

data.

Group Session 5.

Review Points 8 and 9; discuss problems with material;
present Points 10, I, 12, 13, 14, l5,l16, 17, and |18 which
relate to decreasinq the frequency of unwénfed behaviours; -
group interaction, discussion and practice.

Group Session 6.

Review Points 10 through 18; discuss problems with material;
practice decféasing strategies; expand individual lists of
negative reinforcers; collect CCI data; group interaction
and discussion. .

Group Session 7.

Present Points 19, 20, 21, 22, 23, 24, 25, 26, 27, 28, and
29 which relate to increasing the frequence of desired
behaviour; principles of positive reinforcement; group

interaction and discussion.
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Week 9: ' Group Session 8.

Review Points 19 Thréugh 29; discuss problems with material;
Point 30 (rehearse (A-B-C); collect CCI data; group inter-
action and discussion.

Week 10: Group Session 9.

DPC practice; discuss problems with material; rehearse
application of DPC‘principles to home situation.

Week I1]: Group Session IO.:

As in Session 9; collect CCl data..

Week 12: Group Session |1,

As in Session 9.

Week |3: Group Session 2.

As in Session 9; parents advised that this would be the
end of the formallfraining program; we will meet again in
one month for a follow-up session to handle any problems

That may emerge; therapists are available in the meantime

' on a stand-by basis; collect CCl,data.
At This point the main treatment program was completed. Pareqjs
were asked To.go_ﬁome and practice what They had learned.

The Child Cooperation lndex (CC!) mentioned above was devised for

This study. |t was used as an ongoing measure of in-treatment progress.
A copy of this instrument appears in Appendix A. The*CC| was adminisiered
every two weeks throughout the treatment phase of the study to assess the

amount of verbal control parents might achieve over time for certain.

specified behaviours of their child.

N~

~~

1,
-
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The rationale for the CCl was that the amount of verbal control

o .
acquired over a child's behaviour by his parents would be reflected

‘Fn some aspects of the child's cooperation with parental requests.
Parents were thus Asked to make a |ist of-five routine daily behavioural
tasks which They‘e§pecTed their children fo complete. These consisted
of such fhings as brushin§\?3$?ﬁ, eating meals, picking up toys, and so
forth. A complete list gf the behaviours appears in-Appendix D.

After making a list of five daily behaviours, parents were g;ked
to scoFe them for é seven déy period on three ensions: ({a) the nuﬁber
of times the behaviour was re&desfed before . e child began complying,
(b) Tﬁe number of minutes needed by the-child to complete the task, and
(c) Thé amount of the task finally completed, rated on a nine poinft

L)
scale. Ultimately, only the first measure, time to task completion was

‘used, since the q*her two measures proved ambiguous and difficult for

o : .
parents to assess accurately. However, each parent seemed acutely aware

&

of how many times they had to ask their children to do things.

One Month Follow-up

When the parents ip }he treatmend group returned one month later,
The follow-up session was devoted to discussiné any difficulties they
may have -had Jifh implementing the DPC program. There were few problems.
During this session, the parents were alsolasked 16 complete somgiof the
same tests used in the initial infe?view, as part of the repeated measureg
strategy. Tests used at this time were: The §eman+ic Differential (SD),

Family System Survey (FSS), Walker ProbMem Behaviour ldentification

Checklist (WPBIC), Child-Behavior Rating™Scale (CBRS), and Mother-

Y )
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Child Relationship Evaluation (MCRE):

In addition, one other measure, the Improvement Rating Scale

(Patterson, 1973) was used. The Patterson Improvement Rating Scale

(PIRS) is a six-item questionnaire designed to measure consumer satis-
faction with freaiment outcomes. [T measures feelings about changes )
in parent, child, and“bmily, as a result of treatment, in a better-
same~worse manner. An addiTionaI iTem.was added to the PIRS for this
STudQ, asking parents to rate the tension level of their homes on a

00 point SUDS scale. At this point, treatment was concluded. Parents
were adviéed that we-would be available if needed, and that we might
also want to contact them at some fufture point fo see how they are

‘ daing then.

A -

One Year Follow-up

During the following |2-month period, no further ¢ontact with us

ensued from any of the parents. AT the end of this cne year period
C usigﬂ/dfﬁ}ﬁea{menf, an attempt was made fo contact each

followinng

; ies in the Tkeafmen+ sample. This was successful with five
cases. L T

A one-year follow-up inTerview'wps done with the five cases,

durfng which én informal discussion of '"how things are now" was completed.
In addition, the fate of the original presenting problem behaviours was
probed. . Parents were asked specifically about the current occurrence
of The-groblem‘behaviours which had brought them to therapy a year

before. A compfefe list of thoSe behaviours appears in Appendix C.

C ¥

|
L
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These behaviours constituted the specific foci of treatment for eaéh
parent, that is, the behavioﬁrs which they set out to modify via the
DPC program. Tﬁe problem behaviours were +abu|a1g§ in advance, and
parenTs.were asked if they How fit one of four categories: (a) worse;

(b) the same; (q) much better, or; (d} non-existent.

In addition, each parent was again given the Patterson Improvement

‘Rating Scale, plus selected items from the Family System Survey which

had shown significant changes one year earlier in the pre and post-

Treafmenf’condffions.

L

Summary of Measures Usgd

The following is a schematic outline of the measures used in this
>
study under pre-treatment, in-treatment, one month post~-treatment, and
one-year post-treatment conditions.

|. Pre-treatment measures.

Semantic Qifferenfia! (SD).-

Walker Problem Behaviour Identification Checklist (WPBIC).
social Readjustment Rating Scale (SRRS).

Family System Survey (FSS).

Child Behavior Rating Scale (CBRS).

Mother-Child Relationship Evaluation (MCRE).

2,  In~treatment measures.

Child Cooperation Index (CCl).

3. One-month post-treatment measures.

Semantic Differential (SD).
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Walker Problem Behavior ldentification Checklist (WPBIC).
Family System Survey (FSS). *

Child Behavior Rating Scale (CBRS).

MoTher-Chifd Relafionﬁhip Evaluation (MCRE).

Patterson Improvement Rafiﬁg“Scale {PIRS}.

4. Twelve-month post~treatment measures.

Family.SySTem Survey (FSS), 14 items.
Patterson Improvement Rating Scale (PIRS).

Survey on fate of presenting problems.

Treatment Time

One measure of therapeutic efficiency is how long it takes any
form of treatment to produce effects. |f the time needed is extreme,
as in psychoanalysis, for example, the treatment cannot be said to be
very efficien?.l This of course is not inseparable from clarity and
specificity of treatment goals.

in this study, group and individual clinical contact time totalled
|4 sessions at |.5 hours per session, or 21.0 Hours inall. This
inclﬁdes the initial interview and one-month follow-up session, but
excludes test-taking time, which added anofhér 5,0 hours to the total.
Test-taking would probably not be part of fhé usual clinical situation
with the DPC program. Exctuding the iﬁifial inTerviéw, treatment time
amounted to 19.5 hours,

Added to the above is the amount of time parents spent in home

practice. Six of the 'seven parents in the treatment group reported
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spending about one hodr a day on DPC practice during the active iZ2-week
treatment phase. This amounted to around 84.0 hours of practice time
over |2 weeks, The total Time investment for each parent thus amounted
to around 95.0 hours.

The DPC program is seen as being fairly economical in its demands
for clin{cai time, especially when compared to more fraditicnal férms
of family therapy. Ways must constantly be sought to qu;Her stream-

| ine the program and enhance its impact however.

Statement of Purpose

The major purpése of this research is to inveéfigafe the effect
of the Directive Parental Couﬁselling program on those events which
are called ex?fa-condifioning variables in parents who have been
trained as therapists for their chjldrén. It is the first organized
attempt to assess those extra-conditioning events.
| The study is vitaily concerned with being relevant to the redlities
of clinical pﬁaSTice. Noting that clinical practice and reégarch have
not been convergent endeavors, fharp and Wetzel (1969) urgently argue
for more concern with the development of fechniques for mgni?oring the
treatment environmen? and its many human complexities. Most clinical
research to daTe'hastbad {ittle relevance to the treatment process itself.
Tharp and Wetzel argué}for jocking beyond behavioural fre&uencies and
statistical probability statements about age, sex, number of clinic
vfsifs, long term job stability, and so forth, to variables more in-

timately related to the environment in which the treatment process occurs,
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that is, to exfra-condiTioﬁiﬁg variables.

The Term‘ekfra—condi?ioning'variable is used to describe those
events in the |lives of parents and chiidren which are not target
behaviours, but which relate to, or are a§sociafed with, changes in
target behaviours. |In past clinical reéearch, the DPC program has
been shown fo be an effective method for altering the behavioural
repertoire of children who have been labelled as problem children by
their $aren+s, or others in.fheir en&ironmenfs (Holland, 1970; Hyde,
1975; Labadie, 1969).

Therapists experienced with the DPC program gften commenf that
changes in successful cases are frequently initiated by, or associated
with, observable changes in the parents and family situations. Such
changes are in addition to those occurring in the target behavioural
events toward which the DPC program directs itself, thus constituting
exTré—condifioni&g variables; ' &

Exfra-conditioning variables include such things as changes in
the gverall apbreciafion-of the probleﬁ child by his parents, changes
in discipline, less reliance on punishment, various attitudinal changes,
changes in the feelings parents have about their effectiveness in the
parental role, altered perceptions of themselves and their spousas in
relation to the problem chfld, changes in their modes of observing and
valuing be%aviour, changes in famiiy communication patterns, decreased
sensitivity to the behaviour of siblings, ‘increased positive spontaneous
interaction among family members, changes in the problem éhild's inter-

action with peers, siblings, and parents, and so forth. In most instances
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these assumed changes were seen as necessary adjunctive events if
therapy was to be successful, and if changes in target behaviour were °
to endure over time.

The actual existence of these extra-conditioning events remained
in limbo however. Like the hunt for the elusive, mythical Snark, their
existence was based heuristically on inferences derived from statements
made by parents during clinicaﬂ interviews, which led to the belief
that such evenf%i"mus} exist." While the parents probably were being
truthful, havingsno motivation to lie, they could have been imagining
things, since no\a pt had been made to systematically search for
such changes unfii%;:z présenf study was undertaken.

I'f such extra-conditioning variables indeed éxisfed, their
measurement would obviously be much more difficult and elusive than
simply measuring changes in Target behaviour. Target behaviour changes
can be easily handled via simple frequency counts and grapholinear
curves. Extra-conditioning events probably.could not be. For these
and other reasons, the present study was undertaken with much "trepidation
as an exploratory sho+—in-+ﬁe—dark, without confident expectgfions of
significant results. The feeling was that if it got any results at all,

it would be a minor miracle, in Qiew of the essential untidiness of its
subject matter.: -

In this study, Targeflbehaviours are dealt with only indirectly.
Targef behaviours are 6bviously necessary as a means of Helivering the

DPC program, and are seen as anchoring points for treatment. The main

concern is with changes in other events and with global effects which

L
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go beyond farget behaviours. To study such extra-~conditioning variables
at all, measuring instruments had to be chosen or censtructed which
would cover a fairly large number of possibilities, most of which could

only be guessed at in advance. .

Research Design

The design used in the present study follows the A-B paradigm
(Barlow and Hersen, 1973), or quasi-experimental de?ign (Campbell, 1966).

The study uses a sinqlf/gfghﬁ"oufcome, or multiple systematic case study

1

design.

Barlow agd Hersen (1973) note that there are serious problems in
. evaluating clinical treatment via fraditional research methodo!ogy
using large group comparisons. The A-B design is often more éppropria;%
to the 'study of complex behavioural situations, as well as being firmly
founded in the scientific method.

'n the A-B paradigm, systematic measurement of pre-treatment base-
Iiﬁe (or A) conditions is done, with repeated measures auring and affér
treatment (or B8) conditions. This design yields inferpretable resultg
it baseline data are adequate, and if there is a change in behaviours
coincident with the introduction of treatment. Finding similar changes
in target variables in several subjects at the same point in time in
relation Yo treatment is seen as fairly strong evidence for Thé‘efficacy
- of ftreatment (Bariow and Hersen, 1973),
The A-B design lacks the scientific rigor of a design using pre-

treatment baseline, treatment, and return to baseline conditions, or
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the A-B-A paradigm. |1 also lacks the rigor of the A-B-A-B paradigm
which reduires a second test of the efficQSy of B as the agent respon-
sible for change. It is also less rigorous than a design-using an
untreated cantrol group, or even more howerfully, one using freatment,
attention-placebo, and no-treatment controls. There are difficulties
in applying more rigorous methcdology to the clinical situation, however,
which tend to offs?f its value.

Levine (1974) aréue; Théf demands for scienfffic rigor in clinical
research tend to involve a simple-minded extrapolation of laboratory
condifions to real-|ife sifuafions, which seldom permit adequate controls,
There also are obvious ethical issues related to the use of unTreaTeH»
control groups whén one deals with the demands of human pain and despair
alieviation. In genuine clinical situations, it is not possible to ask
people to get better, then get worse again, to test the efficacy of
clinical procedures. The thrust of clinical work is entirely toward
getting better and staying that way.,

P(oblems also exist with adding control groups. What has become

known as Lord's Paradox states that there is simply no logical or stat-

fstical procedure to rule out uncontrolled pre-existing differences in-
groups of people, hence control groups are never truly comparable (Lord,
1967). Werts and Linn (1969) also‘poinf to the difficulties encountered

with scientifically rigorous procedures which are not a reasonable

approximation of the events studied. This is often not a safe assumption

in clinical research.

Difficulties also arise with adding an attention-placebo control
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group, to cqmpensate for changes due to "attention” paid to people,
which may operate Therapeutically via expectancy or hope effects. For
the most part, these problems relate to defining attention so that it
is not de facto therapeutic, hence confounding of real treatment
effects, Since placebo effects can be genuinely therapeutic, it is
hard to deliver attention non-therapeutically in ways which do no
violence to the human condition, and normal sécial reality. Doing

-violence to the human condifion assures that attention will be harmful,

hence countertherapeutic, which offers yet another distortion of results

gained in this way. - . _ [

After reviewing ‘the above difficulties, the less rigorous buf more
realistic A;B design seemed mosf'desirable. It was-assumed That if we
found any chénges in the ftreatment group on the variables studied between
pre-tfreatment baseline and post-treatment céndifions, those changes would
qualify as being coincident with the introduction of freatment, hence ___
probably due to the effects of treatment. Further, if any of the obser-

ved changes were found to hold over time, it would be further confirmation

of treatment effect.

Statistical Analysis

The following presentation discusses the rationale for choosing the
measuring instruments used in this sfudy,‘and the ways in which they were

analyzed.

I. The Family System Survey, (FSS). A major problem in psycho-

therapy research has been defining and equating for future comparative
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research those client characteridtics which may have a significant

hY
N

iqfluence on the outcome of the treatment process. |In behaviour

therapy, many paradigmatic studies have been done, the results of which
when applied to the clini;al situation, f;ll sHort of expectations. One
major pfoblem in this regard seems to be that the populations studied

have offgn been selected from univérsify students, or universf*y counsel -
ling centers. As such, they have differed radically along many dimensions
from those individuals seeking professional help’from diverse hospitals
and clinice. College studenis or laboratory groups are probably not -
representative of the typical clinical population, itself an admitted
abstraction, hence generalization from them to the typical population of

-

clinical help=seekers is |imited.

For this reason, the Family System Survey‘was devised to assess
Those specific environmental.and personal, ;s well as interpersonal,
characferisflcs which can influence treatment outcomes. This instrument
was used in two ways in the present study. .

The first application of fhe FSS was to derive a set of sample
descriptors based on the pre-treatment baseline data, in order to
describe the sample and see if it came from the same population. For
this purpose, mean scores on each of the 37 items of the FSS were computed.
From that, descriptive statements of such variables as socio-economic |
levgl, physical qharacferisf{cs of the home, quality of interaction
between family members, and so forth, could be made.

The second application of the FSS involved comparisons of some of

the 37 items in pre-treatment baseline and post-treatment conditions.

o~ N : I .
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Not all of the FSS items could be expected to show changes duriqg treat-
& ment; for example, number of rooms in the homé, income, and so %orTh.
Still others, such as the child's mobility in the home, amount of punish-
ment received, and so forth, could show changes. To assess these pos=~
sible changes, the F-test %nalysis of variance for main effects was
again used, plus-fhé t-test to evaluate significance of differences
between the means for each of the items.
The FSS was thus used %ainly as an instrument which might give
informafiéh helpful as a survey of environmental factors suppérTive'

of treatment outcome. |t represented a sort of omnibus measure with a

variety of'iTem content. |ts use constituted a pilot attempt to define

-

tal characteristics relevant to Treafmenf in a raticnal,

heuristic malner. /;)

2. The Social-Readjustment Rating Scale (SRRS). The SRRS was

used in the pre-treatment baseline condition only, and serveq_éé a
general measure of vet another exTra—condifioHing variable, personal
life stress. It was also an indirect measure of a person's adapfafion
to their environment, as discyssed earlier. The greater the number of
life changes scored on this scale, the mqnékvaried the life circum-
stances of the person have been in the preceeding |2 months, anq the
greater the adaptive cost of living. The higher the score on the SRRS,
"~ the gréafer the amount of stress experienced in the personal life @ -
situation, hence The more difficult will be édapTaTEOns to néw demands.
This-could have an indirect effect..on treatment outcome, since higher

scoring persons would be expected to be less open to change, due to

-,
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depletion effects. v

The scoring unit used in the SRRS Is the Life Change Unit (LCU),
derived nocpafive!y from the amount of‘éfress associated with various
édapTivé changes (Masuda and Holmes, 1967£ Komaroff, et. al, 1968),
iT is scored on a IOQ point scale and is nearly identical to that
other s}?esg unit, the Subjective Unit of Discomfort (SUD) used by
ottiers (Wolpe, 1966). )

Prior work with the SRRS has shown that higher scores relate to

organic and non-organic dysfunction in the following way:

150 - 199 LCU's . = Mild Stress = 37% illness
200 - 299 LCU's = Moderate Stress = 51% illness
300+ LCU's = Severe Stress = 79% illness

-We assumed that ﬁeOpIe who seek help clinically might experience
a greater amount of stress than the average population. OQur treatment
group could thus differ significanffy from the standard population in
terms of subjective stress, which might be reflected in their LCU scores
related to |ive adapfa}ions made in the year prior to treatment.

Compérisons were made be'tween expected LCU values, based on the
norms for The-SRgs, and observed LCU values reported by the Rarenfs in
the treatment group for the idioverse specific effects of their adaptive
. sfress in the 12 months prior to treatment. Mean LCU values were used

for this purpose, and a t-test was done for significance of mean LCU

differences,

3. The Semantic Differential. A major set of extra-conditioning
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variables often noted by those fami|iar with the DPC program relates
+o changes a]ong attitudinal dimensions in parents with regard‘fo{

(a) their individual child; (b} their entire family congTellafion; (c)
themselves as parents; (d) their spouses as parents; (e) how they define
problematical child behaviour, and; (f) how they perceivé their own .
children along problem, lines. |t was a;sdmed that if these changes

are real, they could be measured by a test of conceptual meaning
constructed with a view tfo the above dimensions, and that ghahges in
meaning might be seen as a result of treatment.

. The Semantic Differential was chosen as a means of'measuring

L

certain perceptual and conceptual meaning changes occurring duF@ng the

treatment process. |In this context, meaning is defined as an inter-
vening variable, explicitly defined as a representational mediation
process, or a learned state, which is elicited by certain stimuli and

constitutes their significance, and which also initiates ogerf responses,
both linguistic and moniinguistic (Osgood, et. al, 1957).
- ‘° S

It was assumed that parents overt responses to the Semantic

Differential would serve as an operational index of fThat representat-
ional mediating process.called meaning. ;n prior applications of the
semantic diffeﬂenff%l technique to psychotherapy, it was found to
reliably reflect changes in mean%hg significance which various ﬁersons,
events, ahd situations Have for the patient, as well as The inter-relation-
.. .
shipé between these changes in meaning (Osgood,lzf;'al, 1957, Endler, B \\“\~»1
1961). _ . <

“In the present study we were concerned with making comparisons ‘of - \

“a
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. - - + ‘\
the seven relevant concept meaning dimensions in tThe pre-treathent

and post-treatment conditions. The major concepts used were cympared

in Terms of parent ratings, that is, MY FAMILY (MF); MY CHILD ( :

‘A- \ ‘\/ .

THE IDEAL CHILD (IC); A PROBLEM CHILD (PC); THE IDEAL PARENT (IP}; M
A Y

AS PARENT (MAP); and MY SPOUSE AS PARENT (M3P), under pre and post-

treatment adminisfrafions of the Semantic Differential.

(L’éomparisons were tThen made of changes in the seven concepts,
using the F-test.analysis of variance for overall main effecf%. In -
addition, the t-test was used for assessing the si n%fiqanc; of dif- -
ferences béTween means for each concept on each of the three factors,
E, P, and A. -
Hypothesis | of the éﬁudy was Thafl;pere would be ;ignificanf

changes in the meanings aésignéd to the seven concepts 'in" the post;

treatment condition. |+ was not possible ;Q_ipecify the direction of

change in ;n é'priori.way.
In addition to the above analysis of the seve semanfic differential

concepts, six difference comparisons were ma;é of fohcepts with each

oTGer in the pre and post-DPC TreaTmen# conditions. The six toncepts

comp?red were? MY()#LD‘VS.;[DEAL CHILD (or MC/IC)a MY CbILD VS, PBOBLEM

CHILD (or MC/PC), I%EAL CHI_LD"'v‘s‘. PROBLEM CHILD (or 1C/PC) /MY SPOUSE AS

PARENT vs. MENRS PARENT (or MSP/MAP), MY-SPOUSE AS PARENT vs. IDEAL

PARENT (or MSP/IP), and, ME AS PARENT vs. IDEAL PARENT (or MA®/IP). For

this second'aﬁalysis of Thé';emapfic di}ferenfial Technidue, the F-test-

was also used. R

S ' .
Hypothesis 2 of the study was that there would be significant changes

-

A
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between pré and post-DPC freatment conditions in the mean differences
shown for the six concept comparisons.’ It was further hypothesized
that changés in T%e ﬁeaning discriminafions assigned by parents to the

concepts involved would change following DPC tréatment. It was not

possible to specify the direction of change in advance.

4. The Walker Problem Behavior ldentification Checklist, (WPBIC).
Apart from those TaFgéT behaviours presented by parents for change via
DPC treatment, it appeared desirable to have information about the

egree of disturbance in the children of those parents in The treatment

sample. Degree of disturbance, as defined by the Mean values of the

.five clinical scales of the WPBIC, plus its tota| score, might have an -4

effect freatment outcome, as yet another extra-condjtioning variable.
Changes in degree of disturbance of the children involved would also
. be of greﬁf importance, since the children were not treated directly,
and if such changes did occhr, it would Ieﬁd support to the ?ffjcacy
of the DPC program as a vehicle for changing child behaviour via parent
inTervenTion;. . .
: TheIWPEIC scales™&i | measure négafive behaviours,” such as might
be defined as péychopafhology in many clinical sefttings. In the pregéhf
§Tudy, this instrument was used to asses changes in disturbed behaviour
in chilhrep as a result of treatment of their parents. To assess these
chéﬁges, }he'F—Teéf analysis oflvart%Pce for main.effecfs wéﬁ used, plus
ghe t-test for significance of mean differences on each of The WPBIC
scales in pre and post-DPC TreaTmenT_cond;Tions.

. 2 .
Hypothesis 3 of the,study was that each of the five Slinical scales
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of the WPBIC, which are: ACTING-OUT, WITHDRAWAL, DISTURBED PEER
RELATIONS, IMMATURITY, and DISTRACTABILITY, as well as the TOTAL SCORE,

would show a significant decrease following DPC treatment of the parents

of the children showing these behaviours.

5. The Child Behavior Ra%ing Scale, (CBR3). The CBRS was used as

a further measure of the impact of the DPC program on child behaviours:
As with the WPBIC, we were concerned with-changes in the child's

behaviour mediated by the parents. Changes in the CBRS would serve as

N

another indication of the efficacy of the DPC program.

As a measure of the child's édjusfmenT in several griTicaI areas:
HOME-ADJUSTMENT, SELF-ADJUSTMENT, SOCIAL—ADJUSTMENT, SCHOOL-ADJUSTMENT,
PHYSICAL-ADJUSTMENT, gnd PERSONAL!TY TOTAL ADJUSTMENT, the CBRS is also
negatively biased, measuring behaviours which show disturbed or faulty
adjustment of the child. The concepf of adjustment goes somewhat
beyond specific behaviours, however, and }glafes to more global effects
in THe child's life. In the present study, it was seen as possibly
reiated to the spread of effects from freatment beyond target behaviours
1o broader aspects o; the child's life. To assess these possible effects,
the F-test for overal! main effects was used for administrations of the
CBRS in pre and post-DPC treatment conditions, plus the t-test for
significance of differences in the mean scores for adjustment on the
var}ous CBRS scales.

Hypothesis 4 of the study was that children of parents in the treat-
ment ample woulé show changes in the direction of significantly better .

pastment, as measured by the CBRS, following treatment by the DPC
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program.

6. The Mother-Child Relationship Evaluation, (MCRE)., As a

measure of maternal attitudes toward children, the MCRE was used in

this study to assess changes in the pre and post-DPC treatment conditions
in the four attitudes measured by this instrument: ACCEPTANCE, OVER-
PROTECTION, OVERINDULGENCE, and REJECTION. These four attitudes on

the part of moThers in the treatment sample were seen as critical
determinants of;*he ways in which Tbey related to their childrent [f
changes in these qffifud; scafeg could be found fol!owing Trea%menf, it
would. lend furTher'EhpporT to the efficacy of the DPC program in chapging
not just child behaviours, but maternal attitudes as well. ' |

To assess these possible changes in the MCRE, the F-test analysis
of variance for main effects was again used. The t-test for sign}ficance
of differences in the mean valqes for each of the MCRE scales was also
utilized.

@ipofhesis 5 of the study was that these crucial attitude variables
which f%nd ﬁverT expression in mofher—phild interaction woufd show
changes in a.ﬁosifive élreéfion follow%ng treatment by the DPC program.
Further, that the direction of change wou{d be defined by the scales
involved. Specifically, the ACCEPTANCE scale was expected 1o show a
significant increase, while the other three scales were expected to show
significant decreases.

7. The Child Cooperation Index, (CCl). Those experienced with

the DPC program often observe that perfect verbal control of child

behaviour is a’nearly universal wish among parents. Perfect verbal

)
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control is operationally defined as getting the child to do whatever
you want him to do, simply by asking.

The reasons for this wish for verbal control are simble. Words
are eéonomical in Terms of energy expenditure by parents. Words also
constitute the major means of control and communication in adult-to-
adult relationships, whjch‘ére heavily loaded with symbolic-verbal content.

Unfortunately, children often frustrate parental wishes for verbal
control. Words have a different meaning to children, whose symbol
manipulating skill is less developed. Children may also fail to respond
to Qords because of hew parents use them. When children do fail to
respond to verbal statements, parents become frustrated. They must then
use words differently, or resort to non-verbal, usual ly physical, means
of control by doing sometfing about the chiid's behaviour.

A commonly observed self-defeating pattern which becomes both
circular and escalating, for example, involves parents using typical
~word patterns several decibels higher than usual when they fail to
produce a résponse from the child. Departures from 4hese statements at
the usual level to be self—defeafing, since the child learns to "fune
out" at higher and higher levels of auditory accomodation until parents
can scream no louder, whereupon they stop in defeat, or resort to
physical QunishmenT.

Parents may also do other things to subvert their wish for verbal -
confrol, mostly bylunwif+ingly not making words matter in their inter-
action with the child. In view of the complexifieswa the parent role

it is easy to be unwitting about such things. When parents make +hreaTs
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that are never backed by action, or establish rules that are unen-
forceable, %hg value of words is furTher;discounTed in the child's
mind. IH the interest of making sense out of life, the child |istens
to actions, not woFQs.

It thus seemed important to evaluate verbal control’as yet another
extra-conditioning variable. The CCl is primarily a measuré of HOW.
effectively verbal control is used by the parents in the freatment
gréup. Changes in verbal control over time during treatment would
have much [mporTance. The variable, Number of Requests, was chosen for
study. This referred to the number of Times a parent had to request
that a task be done before the child started doing it.

To assess changes in verbal control, mean scores were computed for:
(@) the number of requests made per day over five trials, or administra-
tions 6f the CCi, (b) the mean number of requests for the five daily

. behavioural tasks over the five Trjals, and (c¢) the raw score means
for Task | through Task 5. The t-test was also used to assess the
significance of differences in the means for the five tasks over time.
In addifisn, comparisons were also made for the first two +rials with
the last two in terms of degree of change.

Hypothesis 6 of the study was'%haf those events specified by the
cCl reIaTed“;o”cbild cooperation with parental requests for five daily
behavioural tasks, T-1 through T-5, would show significant changes in
the direction of increased verbdt- contro! W parents during treatment

with the DPC program.

8. The Patterson Improvement Rating Scale, (PIRS). Subjective
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appraisal of Thérapeufic effecfiveaess by clients is another extra-
conditioning variable with which we were concerned. As a measure of
consumer saTisfaETion, the PIRS is clearly re[aTed to the prior existence
of positive feelinés on the part of clients toward the treatment pfoced—
ures they encountered (Patterson, 1973).

While sucﬁ consumer evaluations can'be biased, the value of frank
opinion material is not to be minimized in short-term evaluative studies,
especially when it is supported by other material painting in the same
direction, even by the Judgments of several other people familiar with
the course of‘TreaTmenT,-(Herzog, 1958). In combination with other
indicators all pointing in fheAsame direction, a sort of consensual
validation effect occurs.

Individual satisfaction with the procedures encountered is obvigusly
tacilitative as‘well in terms of continued application of the things
fearned in the DPC program. It seemed proba;Ie that absence of satis-
taction could lead to early rejection of %he DPC program as irrelevant.
This in turn could lead to non-generalization of the procedures to extra- !
therapeutic situations. .

No treatment program is of'value if its consumers fail to make full
use of it in their daily lives. Very simply, the more satisfied pecple
are with the freatment experience, the more likeiy %hey are to adopt it
as their own, and the more likely changes are to become permanent
(Herzog, 1958). Such permanence, or the spread of effect of therapy

beyond the Tﬁerapeufic situation, isa major goal of this treatment.

To assess these results of consumer satisfaction on the PIRS, data )
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for each of the six items were tabuiated, and presented as to the

number of parents choosing each aITernafiQe, as done by Pattersen (1973).

‘Mean raf}ngs for each item were then comph+ed. Ifem seven, SUD level in

the home, was also dealt with in terms of mean value.

Hypothesis 7 of the present study was that, since the PIRS is a
posf-freafmepf measure, if delivery of the DPC program was successful,
all of the ratings by parents of treatment effectiveness would be in a

positive direction.

One-Year Follow-up Measures

In contacting parents one year after treatment, the PIRS was again
administered, and scored in the same mannér as in the post~DPC treatment
condition.

In addition, those ifems from the FSS which were found to discriminate
signiff&anle in the pre and post-DPC Treaimenf conditions werelagain
adminisfered. The main concern was with determining i;’cﬂanges in the
FSS held over time. A comparison of mean values for each of the l4'sig-_
nificant items was done, with a +-Tés{ for.significance of mean differ-
ences, if any were found. The t-test was also used to analyze mean
differences in any of the FSS items which changed still more significantly
ohe‘year_la¥ér.

Finally, the fate of the presenting problem target behaviouré was
evaluated on one-year follow-up. There were 25 such behaviours in all.
They were tabulated, and totals recorded in one of four outcome caTegories:

(a) worse, (b}.the same:(b) much better, or, (d)} non-existent.
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Summary of Hypotheses

in summary form, the following hypotheses were'sfafed for the

present study.

Hypothesis |:

Hypothesis 2:

Hypothesis 3:

Hypothesis 4:

Hypothesis 5:

The semantic differential technique would reveal
significant changes in the meanings assigned by
parents in the treatment group to the seven concepts

studied, between-the pnre and post-DPC treatment

conditions. These changes could be in either

direc+}on.

The semantic differential technique would also
!
reveal significant changes in the six concept

comparisons which were studied in terms of dif-

4

ference scores and Fela+ionéhips between the

_ concepts, under pre and post-DPC treatment condi-

tions. These changes could also be in either

direcfiog. )

Changes in the WPBIC measures would show signific-

ant decreases in each of the five clinicaj*sca]es,

as well as Thg fotal score, following-ﬁbC treatment.’

Changes in the CBRS measures would show significant

increases in the direcgfbn of better adjustment,
o~

fol lowing DPC Treafmen(% '

Changes in the MCRE measures would show a significant

increase in the ACCEPTANCE scale, and equally sig-

nificant decreases in the other three negative

ad

Q
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s scales, folloking DPC treatment. _
N . \\

Hypothesis 6: Changes-in The CCl measure, Number of Requests,
. would show a significant increasé’in child co-
*operation and related verbal control by parents,
following DPC +;eaThenT.. This would be reflected
in T decrease over the five trials in the number
of requests needed to elicit the child behaviours
studied.
Hypothesis 7: The PIRS measure of‘consumer satisfaction would
. sth'ail ratings by parents of treatment effect-

. iveness in a positive direction, following

exposure to the DPC program.

While no formé[ hypotheses were stated for the FSS, due to its
expfoﬁafory nature, if'bas Thoughf that changes in some of the” 37 items
of this survey might occur followiné OPC ftreatment. However, there was
no way of knowing a priori which items might be involved.

The SRRS, which.was used as a pre-treatment measure, also permifféd
no formal hypotheses. However, it was assumed that there might be

.<?ifferences In our treatment group in terms of stress level which could

distinguish them from a normal popuiation.

Summary Statement of Purpose .

The major purpose of this study can be stated as fol lows:
I. To determine that extra-conditioning variables are not a myth,

. but do indeed exist and can-be specified.
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2. To determine whether or not changes in Theseygxfra-condiTioning
. variables occur in association with exposure to the DPC treat-
ment. /"’

This study is thus concerned with systematically assessing whether.
extra-conditioning events occur, and their relationship.to treatment
outcome via administration of tThe DPC program. )

AITernaTeiy, If the search for extra-conditioning variables proved
futile, we would be safe in assuming that such variables were mere
figments of fevered Cliniffﬂ imaginations. Either alternative seemed

equally possible. o N



CHAPTER 111

" PRESENTATION AND ANALYSIS OF RESULTS

Prensentation Formata

This chapter presents the results of this study, with appropriate

explanafory comments concern:ng the, findings. The order of presen-

Taflon of the resulﬁs is as follows

)

I+ Fate of Initial Referrals.

Pre-DPC Treatment Program Data

2. List of Presenting Probiem Behaviours.

3. The Family System Survey Pre-treatment Results

4. The Social- ReadJusTmenT Rating Scale.

Pre vs. Post-DPC TreaTméﬁT\Erogram Data

5. The Semantic Differential .

6. The Family System Survey, PosT—freaTmenT‘Resulfs - t
7. The Walker Problem Behaviour lden+1f|caT|on Checklasf

8. The Child Behavior Rating Scale.

9. The Mother-Child Relationship Survey.

'n-DPC Treatment Data

10. The Child Cooperation Inden:

Post-DPC Treatment Program Data v

» -

I'l. The Patterson Improvemenfuﬁafing Scale, Post-treatment

and |2Z-month Fol low~up Resulfs

4

2. The Family Sys?em Survey, Post-treatment and )2- —-month

Follow-up Results.

68{
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13, Survey on the Fate of Presenting Prgb]em Behaviours on

| 2-month Fol]ow—up.'

This format cor{esponds to the different phases of the measure-
ment process employed in the study. Wifh.fhe‘éxcepfiaﬁ‘of the Social-
Read justment ﬁETing Scale, each of the méasuring instruments used was
administered more than once. y

|. Fate of Ihitial Repéals. Table | presents the fate of the

N 24 initial referrals for DA&\z;?aTmenT, in terms of completion of the

treatment program.

Table |

L

Fate of Inifial Referrals for DPC Treatment

P :

Fate \ ‘_ . ' Number
Total Referrals 24
' " Found tnappropriate at Initial Interview ' . 2

Failed to Return After Initial Interview

Due to not Having Transportation ; I

Completed 8 Training Sessidns ‘ 2 X
Completed 7 Training Sessions - I .
S -Completed 5 Training Sessions - 4
Completed 4 Training Sessions ) 2
Comgleted 3 Training‘Sessions : ' 3
. Comp |eted 2 Training Sessions - j 2
Completed Entire Program ) 7™
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onIQ those parents actually starting treatment were inciudéd

»

in fhe‘TOTaI group sample, while only'fhose actually completin

treatment were included in the treatment group. Most of the drop-ou
occurred around the fourth and fifth training sessiohs. In all

except two cases, one of which acquired a job which eonflicTed with

~,

4TeaTmenT sq@?duling, and the oTher when the family moved to its

summer home too far distant for treatment, The.[easons for these drop-

t
' ouTs are not specnflcally known.

+ . ' D

2.1Presem‘ing Problems, Table 2 con’rai-ns'a_ list of presenting ¢

proble egoriee. There wege 23 euch ca%eao:?es of problem behamiour,

with 75 bemavloure being reported. . MosT parents reporTed more Than one -
problem behaV|our These problem behaV|ours consf:fufed The primary

facfors which moTlvaTed the parenfs mo seek treatment, and .served as

the iRitial targeting ffamework within which DPC treatment was directed.

Not all\of the behaviours listed were subjeof to treatment. .The aim of -

Treatmoht was' to teach prlnC|pIes of behaV|oura| managemenf. W|Th “the °

umption that if parents could mod i-fy selecfed behaV|ours via DPC
treatment principles, They could then proceed to apply the same princi-
ples, to- other behaviours. ' -

, None of The children of The parenfs in The'original mofal group
had ever -heen diagnosed as being retarded, brain damaged, psychotic,
or«auT:sf:c The ‘vague term "hyperactive" had been attached to seven°
of them, however, and these seven children were kpown to be usind »

either Ritalin hydrochlorude or Dexedrine sulfafe, both of which are . \5\\\\;

cenTraL nervous system stimulants which often have a paradOX|caJ
. -
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“ Child Manipulates Parental Guilt

Parents Feel Child More Intelligent ftkan They are
Total

0y

ar ,
L S IS 1
- ! -~ g
. Tis
Table 2
Summary of Presenting PibbJems for ToTal.Group
As Listed by the Parents -
Problems N : \\ Number
Hypegactivity 7
Parents Unable fo Make RJLEE and Set Limits 7
Parents Feel Dominated by Child 2
viords Don't-Matter, Child Tunes Out Parents’ 7
Chi'ld Too Slow and Pokey : . b 5
Whining Béhaviour from Child - 4
Child has Tantrums and Rages,‘Gross Motor Type 6
Child is Argumentative and loud . . 4
Parents Feel Guilty Due to Excessive Punishment. . 5
CHild Behaves Poorly in Public B . 3
Child Behaves Poorly Whenever Parents are Prehccupiedn 2
-Mealtime Eating Probiems with Chiid ' ' 3
Child Listens to Parents, but Faits to Comply™ . I
' Hedtime Problems, Child Resists Bed, Sleep, etc. ~ 2
Child has Self-Care Problems With Bathing, Dressing, etc. 3
"Child Provokes Open Combat With 3iblings and Peers |
Child is Overly-impulsive " 2
Childqzhas Psyﬁhosoma?ic_gomplainfs 3
Qle(ngiries Exceséive]y . 3
Child is Picked-on by Peers { 2
Chjld Over-reacts to Failure by Regressfhg 2

e

‘

-
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sedative effect on Immature neural tissue. In four of the
medicated children, fhe‘drug had been iniTiaTe& at Th%/fequesfhof the
school for purposes.of controlling classroom behaviou}, while in the

S .
other three cases the family ggdiatrician had begun the drug.regimen-
in response to parental coﬁplainfs.

3.' The Family SyéTem Survey Pre-treatment Data. Theg reader may

refer To Appeﬁd:‘\F for.the table of raw data and mean values for The
37 items odehe Family System Survey (FSS). En the first administrat-
ion, This instrument w?s used to derjve a set-&f sample descriptors
to help us understand something ébouf the characteristics of those
paﬁggfs, and the children of those parents, in the total group.

" Items | and 2 of the FSS if considered together, constitute the

Hol |l ingshead Two-Factor Indei'gi_SociaI Position (HoMN]ngshead, 1957),
This is aé index of ;ocia1 class, based on two factors, occupajion ,
and education, which has found dse;ulness in studies of soé&io-economic
factors reléfed to- mental Illness (Myers and Roberts -1959; Myers &
Bean, 1968). ‘In computing the score for. Thks inde%, the score for

occupation is‘given a weight of 7:‘while that “for education s given

a.wéjghf of 4, and then both are.combined into a total score whiéh is

" equivalent to a inen_social class. The range of possible scores for

both factors is FTO 7. o . IO
Thus, for e mple,.fhe sc&re'for.a person whose education consisted’

‘of graduate professional ‘training would be 7 times 4 = 28, and whose -

occupatioh was that of a pr@feésional persod:;ould be 7 Times 7 = 49,

for a total score of 77. ThlS hypothetical persqn(would belong in

Vool e

~

»>
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Social Class V. The range of total séores corresponding social

. .ot <
class ratings on this ftwo-factor index are as follows:

Range . ' Social Class 5
II‘To 17 o I

18 to 27 - ' I

28 to 43 ' L SRR
44 to 60 v

6i to 77 v

The mean social cla;s value for the total gFoup was 2,50, with
a.range of | to 5, and a median value of 2.00. The sample was thus
predominantly lower-middle class,

I'tem 3 relates to family income, which is another socio-economic
indicator. This_lfem was scored'on a five poin+ scale, with a score f
of | being given-for Incomes under $5,000.00 annually, and a score of
5 assigned to family incomes, over $30,000:00 per year. The mean
Tncome level for the group was 2.68, coﬁrésponding to an annual income.
of 353000.00 jo $I0,0Q0.00 doi lars, with a rénge of.from $5,000.00 to
$30,000.00, and a median of 3,00 or $10,000.00 to $20,000.00 annual
income. . . | "

{Tem‘4 on the F elated to the gi;e of the home the family liveh
in, in Terms of actual numbar of rooﬁs. The mean number of rooms fo}
the parenfs fn the total group was 6.8!, with a range of 3 to 12

rooms, and a median of 6.00 rooms ¥ ) f

a

I'tem 5 asked how $any of the above rooms yére‘off—limii! to the

~

child with the presenting problems, as a measure_of that child's

« : -
- *
x. - , © .
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physical mobiiity in the home. The mean number ofnrooms off-1imits
was 0.86, with a rénge of O'TO 3, and a median of 0, indicating that,
as é group, the parents in the total sample were not oJ%rIy—resTricTive
of their childrens' movement in the home.

Ifem 6 dealt with the age of the child WF{; presenfing.behavizural
problems. The mean age of the children of the parents in the total |
group for whom data were available was 71.41 months, or 5.95 years,
with a rarnge of 2.16 to [1.25 years. All of the children in the sample
were Thus pre—édolescenT, and most were of early elementary schocol age.

[tem 7 dealt with the numpef of other chi?drgn in the home. The if
mean number of children in the homes of the parents In the fotal group

was |.40, with a range of | to 4 children, and a median of | other

child, for a total of 2 children in the family in all. Small families P

Thg mean number of outsiders was 0.22, with a range of 0 to |, and a 4
median of 0. The families in Thé“%gzsl group were thus relativeiy
free of extraneous people, such as gramdparents, uncles, or whatever,

in the immediate homé situation.

Item 9 dealt with the tension level in the home prior to treat- -
ment, expressed in Subjective UHITS of Discomfort (SUD}. The mean
SUD level of the total group was 54.21, with a range of 0 fo 100, and

R . T
a median of 50. Sincejy ngrmal SUD level would be génerally around
20 to 25 units, the perceived tension level in the families of the
- ) ’ . -’
. roo « 4
- -
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total group prior to DPC treatment was fairiy high. ‘

Item 10 aékgd whether both parents would be involved in +rea+aenf,
only one involved, ;r If one would'be opposed. These options were
scored 3, 2, and I'respeciively. The ‘mean for this item was 2.63,
with a range of 2 to 3, and a median of 3.00, indicating that for
most of the ?amiliés,‘bofh parents planned to be involved in treatment
in some way, whether or not They'ac+ually attended the fraining
séssions. None of the pa;enTs felt their spousaﬁ opposed treatment, '

Item |1 had to do with :ﬂ? number of influences outside the home
which might be operating to reinforce problem behaviour in the child.
Such influences, which mlghTWncludewlngs like the loving granny
who ‘ndulged the Chl|d'WITh candy despite parenTal prohibitions, mighi
wall be beyond the conTroI ability of the parenTs, hence not subject
to treatment ePfecTs This item was scored on a four point scale, af
score 4 being given for 60 outside influénces,'aaa | assigned if there
wére more than two such influences. The mean for this item was 2.90
prior to treatment, with a range of | to 4, and a median of 4.00, Thus,
while the majority of families had no such negative outside influences,
many in the total group did. /

i Tem {2 of the FSS is a coqpound item, consisting of eight sub-
items which make up a marital adjustment, or agreement,r index between
the parenTs in the total group. The items, which include such things
as agreement on financial |ssues, sex, |ife phllosophy, and so forth,

Q

were scored on a six point scale, with a score of 6 belng\?lven to the
- . < . '.#
"Flways agriee" choice, and-a score of | for "always disagree." Tng:\

h

SN

. . . \\\\\H’) . ;
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The +0Tal pci.\s.sible score thus was 48 points. The mean agreement SCOre §,
for this item was 31.09, with a range of 20 to 44, showing a moderate
degree of concordanée between parents in the total group on mafférg
of basic values.

ltem |3 dealt with how well parents in the: TOTaT group felt their
spouses |istened to them when they had something JmporTanT to say.
This. item was scored on.a five-point scale, with a score of 5 for
"always |isten" and a score of | for "rarely Iié%ens."_ The mean for
this item was 2.85, Qifh a;range of | to 5, and a median of 3.00.
Parents ih the total group thus did not apparently feel that they were
listened to very attentively by their spouse;.

ITém f4 related fo listening on the parT'of the chiid in question.
This item was also scored on a five-point scale, from a score of 5 for
"always lierens"1 to | for "rarely listens." The mean for this itgm
‘was 2.57, with a range of 1 to 5, ana a median of 1.00,rsuggesting
that parents in the total group did not feel well-listened-1o by their

L
children, .

f-,J’_F¥Ea~|5 had to do with how often parents in the tofal group

confided in their spouses. This item was scored on a five-poinT scale,
[N

with a gcore of 5 for "aiways conflde", ard a score of | for "rarfyy
»

conflde.“ The mean for Thls item was 3. Q\é with a range of | TOJQQN
'and a medlan of 5,00, which suggested a fair amount of confldlng among
parents in the group. ’ ) Van N
- [fem 16 deals with decision mqking in the family between parents,

LY

and how often the parent has tO maké decisions alone.” This iTgm was
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scored on a five-point scale, with a score of 5 for "rarely alone"

and a score of | for “always alone." The mean for this |+em was 3 04,

with 2, range of ! to 5, and a median of 5.00, suggesflng that, as a

~group, the parents engaged.in a fair amount of conjoint decision making.

Item 17 had fo do with the problem-defining role in the family,

in terms of who ususally discovers pnﬂ?lems first and initiates coping
> .

action. ThlS i tem was scored on a three-point scale, with a score of

+

’
3 for "abouf equal", a score of 2' for the Two options "| do mostly" and

» spouse does mostly", and a score of | for the options "I always do"

and "spouse always does." The mean for this item was .86, with a

range of | to 3, and a median of 2.00, suggesting ThaT,'as a group,

the parents engaged in a fair amount of mutual problem-definition.

I'tem 18 dealt with how often parents and their spouses felt they

really understood each other when they communicated. This’ifem was

scored on a five point scale, with a score of 5 for "always understand",

and a score of | fg{;"rarely understand." The méan_fdr this item was

2.66, wifh a rgnge of | to 5,7and a median of 3.00, indicafing a fair (

amount bf perceived mutua! understanding among spouses in the total

group of parents.

1137 19 was intended fo g@asureujhe number of times in the aVerage

. | o
day each parent in ?he total group talked with the chirﬁjwifh problems,

£

This item was scored on a-four-point scale, with a score of 4 for "over

5 times" and a score of I for "! to 5 T|mes zflThe mean for this item

was 2.13, with a range of | to 4, and a median of 2.00, which corresponded

-

@ to 6 to I0 times a day in which™p

@

arents talked wnTh the child in questioms
L
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indicating a fair amount of paren‘(—chi Id contact. | ‘ . ¥
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. ¥
Item 20 dealf with the actual number of hours in the ayerage day
~ ’ - "

parents spent with the Eroblem chil®. = *hefﬁgan for this ifem whs 7.09,

with a range of 3 to |5 hours, and a median of 3.00 hours. ‘Eonsidering

the predominantly young age of the children in the fotal sa ple, the

number of hours of parent-child contact was by no

ea ssive.

exce
Item 21 inquired whether the problems shown by the Ehild in question

were also present in other children in the family. Thi§\T?Eh=was scored

on a four-point scale, w'th a score of 4 for "3 or more children" and a
’

score of | for "this child only."” dn this item, a lower score is favor-

. able. The mean for this item was |.18, with a range of | to 3, and a

median of 1.00, .suggesting that problem behaviour was mostly confined

"

to the child in question.

[tem 22 relaTed'To outside help with the chores of domestic life

\‘;,\gxizgﬁphild—rearing, in terms of the number of hours per week such help

+

was available. to the family. This item was 5cored on a nine-point

scale, with a score of 9 for "over 30 hours" and a score of | for "0

: —x
to | hours." The mean for this Item was ].90, with a range of | to 5,

= * ;
and a median of 1.00, Indicating that, as"a group, parents in the Td;al
sample had very litile outside help.wiTh.family chores.

Q\

the parent praised the child with problems. The mean for this item

I'tem 23 dealt with the actual number of times in an average day

was 5.54 times, with a range of, 4 to 10, and a median of 10.00, indic-

ating ThaT,fas a group, the parents in the sample were rather [iberal
in their praise of the problem child. -
et - T i '

<
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Item 24 dealt with social activities of the problem child in
Terﬁs of the number of visits he received fn the average week by other

children. This item was.scored in terms of actual number of visits.
The mean for this item was 3.3|, with a range of 0 to 7, and a median
0.00, suggesting that, as é group, most of the paréh*s in the sample
allowed very |little outside visiting by the child.’

Item 25 asked.how many times a day, in terms of actual number,
the pr?blem child was allowed to leave the home for things other than
schéol. The mean for this item was 4.54, with a range of | to 10 times
out of the home, aﬁd a median of 2.00 outside frips, suggesting a
fairly limited amount of odfside mobfliTy on the paff of children in
the total group;

I'tem 26 dealt with the number of hours in the average day the
problem child spent outside the home, not including school. Thjs item
was scored on a fH'LpoInT scdle, with a score of 5 for "more than
hours" and a score of | for "0 to 2" hours. The mean for this item

was |1.63, corresponding to "0 to 2" hours, with a range of | fto 5, and
! \ _

-

a median of 2.00, corresponding to "3 to 5" hours outside the home,
indicating a moderate amount of time outside the home for the children
in the sample. :

Item 27 asked ;bouf the actual number'bf times per week the family
enjoyed doling Thi;gs together. Thé_mean for this item was 2.36 times,
with ; range of 0 to 7, and.a median of 2.00 timess~suggesting that

famify fun ¥Mnes for the famillies in The total group were fairly |imited.

Item 28 dealt with the actual number of .hours: per week the parents

Rl

L4
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in The Tofai group were together without their children. The mean
for this item was 5.00 hours per week, with a range of 0 to 20, icd a
medi;n of 0.00, indicating fiFT, ai)a group, the parents in the sample -
- had Qery little time free of their involvement with the parenfal'role.
“Item 29 asked about the actual numbér of hours per week each
parent had for themselves, to do with whatever they wanted. The mean
for this item ﬁés 6.22 hours, Qifh a.range of 0 fo 3Q, and a median
of 10.00 hours. Thus, as a group, while';héJparenTs inifhe sample
apparently did not have much time away from their children, they still
manageﬁ to find time for personal development and mafnfenancé of them-
seives, | |
Item 30 dealt with the stress from economic gontern§ about

.

money in The family. This item was scored on a five-point 5calé, with
- . <N
a score of 5 for "not at all stressful", and score of | for "very

stressful.'" The mean for this item was 3.04, with a range of | to 5,

-

and a median of 4.00, in?iFaTing that, as a group, parents in the sa@plé
did not suffer greatly from money stress.

Item 3| dealt with the conjugal role relationship beTween_pa;enfs
in-TBe +o+ai group, -in-terms of sharingrfhe workload around the home.
(/, . This item was scored on a five-point scaie, with a score of 5 for

‘”always share" and a score of | for "rarely share."” The mean for this
item was 2.95 with a range of | to 5 and a medfan of I:QO, suggeéfing
%haT pa}enfs in the treatment group did little sharing of the fami'ly

.

werkload.

L]

I'tem 32 dealt with how wiiling each parent “felt their spouse was
P : . '

-
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to assume respoqsibilify for managing the chiid's-behavlébs. This
item was scored on a five-point.scale, with a score of 5 for "always
does" and a score 2 for "rarely does." The mean for this item was 3.23,
- with a range of\ | fo 5, and a median of 5.00, indicafing that, as a
group, the parents in the sample felf’?heir spouse's were fairly
cooperative in hefping wi%H ch}ld managemenf.'

Item 33 asked how effecfive each parent felt their spouse was in
handliné the child's behaviour. This item was scored on a five-point
sca}g, with a score of 5 for “"very effective" and a score of | for
"rarély effective." The mean for this item was 2.95, with a range of
| to 5, and a median of 4.00, indfcating that, as a group, parents ~
in the sample felt their spouses were fairly effective in coping‘wifh

.-

child behaviour. o
s ]
. i L ]

Item 34 dealt with how well fhe child responds to the spouse's
N .

mode of behavioural managemeqﬁ. Tﬁis item was scored on a five—p?inf
‘scale, with a score of 5 fgr "very well" and a score of | for "very
poorly." The mean for this item was 2.42, with ;-range of | to 5,
and a median of [.00, indicating that parents in The Tofa] group-did
not feel their children responded ;ery well to their spousesﬁﬁsae_of
behaviour management.

Item~ 35 dealt Qifh the extent to which parents in the total group
felt their Spduses relied on punishment to control the child's
behaviour. This item was scored on a five~point scale, with a score
ot 5 for "rarelyrgoes?‘aqd a score of | for "always does." The meén

a
-

for this item’w3s; 2.23, with a range of | 105, and a median of 2.00,

L
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indicating that parents in the total group'fended to spe their spouses
. ' .

-
as being rather pupd

+
Item 36 asked rent'in the To+a| group how effective they )
personally felt in being a parent. This iTem'wés scored on a five-point
scale, with a score of 5 for "very effecfivé" and a score of | for
"rarely effective." The mean for this item was 3.13, with a range of i
to 5, and a median of 4.00, indicating that, as a group, parents in the
sample felt rathar effecT}ve, even prior to treatment, -
Item 37 dealt with how e%fecfive each parent in'the total group
thought their spouse felt in being a parent. This item was again
scored on a five-point scale, with a score of 5 for "very‘effecfive",
, and a score of | for "rarely effective." The mean for this item was
%.33, with a range of | to 5, and a median of 4.00, indicating that
.parents tended to feel that their spouses also fe‘%&irly effective
in The parent role. ' |

_ NS
4.- The Social-Readjustment Rating Scale. Table 3 presents the

resulfs of the Social-RéadJusTmenf Rating Scale (SRRS), in terms of
expected aﬁa observed mean Life Change Unit (LCU) values. A comparison
is made between the LCU values for the total grﬁup, treatment graup,
and Thelgroup of parents who did QST complete Treatment, céiled the
drop-out group. ' . ' : *
Pgrenfs in the total group are thus_seen to differ significantly
.from normative éxpecfafions in terms of mean LCU level. The diffefr-"
ences }nvolved were in the direction of greﬁ%er stressfulness assigned

to life-events which they experienced, than would be expected, based

)
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on the norms for the SRRS. The expected mean value of the LCU scores
would have placed the tota! ‘group within the moderate range of adaptive
stress. However, the observed values placed them in the severely

stressful range.‘

/}
p Table 3

¥ i Summary of t-test Values for the
\
\ - v
.. \ _Social-Readjustment Rating Scale
N3
} — =
—
Comparison : * Means T
: )
Total Group .
Expected 230.85 -
Observed 353.90 : 3.3
Treatment Group
2 Expected .'222.42 )
Observed 282,28 ' .20
Drop-out Group
Expected 264,24
Observed ‘ 433,4] 1.50
. L
p<0.005

. While the total group differed significantly from the normative

values expected on the SRRS, and were, as a group, more stressed than

pPle would be,.they did not differ significantly
from each other. The data in Table 3 suggest that there wele no
significant differences between the treatment group and 4he drop-out

group in LCU fevel.
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5. The Semantic'Differential. Table 4 shows the analysis of

variance resyglts. for the seven main concepts used with the semantic

. : ' YA
differenféa[ technique. Those concepts were, MY FAMILY, THE IDEAL P

CHILD, MY CHILD, A PROBLEM CHILD, THE IDEAL PARENT, ME AS PARENT, and, "

MY SPOUSE AS PARENT.

~ . s " .
As shown in Table 4, significant F-values were obtained for three

-of the above concepts, MY CHILD, -THE IDEAL PARENT, and, ME AS PARENT. % -

This indicates that the conceptual and affectual meaning which paregfs
in the freatment group assigned to these concepfs.changed between pﬂé
and post-treatment conditions. " -

parison was made for each of the above three concepts in

»

ean differences between pre and pos+—DPQ treatment conditions

for each of the three semantic differeﬁfial.facfors, Evaluafﬁpm (e),

Potency (P), and Activity (A). A table of pre and post-treatment

-

means and mean differences. appears in Appendix F. ¢

o -
e \T?p}e 5:shows the reéu[fs of'T-TesT comparisons’ for the three,
concepts for which sign??fﬁanf‘ﬁiyalues.wéreobfained, on the three.
fécférs Evaluation (E), Potency (P), and’AéfjviTy (A). P

For the MY CHILD.éonc;pT, significant changes occurred on all
three of the factors, E, P, and A, ‘with the firsTJTwo showlng’}he
greqfésf change. It will be Trecalled THaf the Evaluation factor
relates to the good/bad ‘'dimension. Tﬁe t-test value of }.58‘ﬁn‘TabL¢
5 is significant at the p.<0.0l “lgvel. Comﬁined{wifﬁ the méan dif=

ference of 3.72~ppints shown in the table in Appendix F-in favor of

_the MY CHILD concept, it suggesTs'Tha+ parénTs vaLued’Their own Ehildren
o \ - ' ’ N

'
4

r
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Table 4
Summar; of Analysis of Variance for the

Seven Semantic Differential Concepts

Source of Variance o ss df MS F
My Fémily _

‘Befween 0.33 2 0.16

Within : 32,33 12 © 2,69 0.06
ldeal Child )

Between 5,33 2 2.66

Within T 52.33 12 4.3 0.6
My Child

Between: o 54.85 2 54.85

Within 15.47 2.57 21.26%%¥
Problem Child , .

Between ' , 2.04. 1.02

Within o 51.95 4.32 0.23
ldeal Parent !

Between . 27.19 2. 13.07

Within 55.47 12 2.21 3;Eli£>

Me as Parent

p
Between 37.76 2 18.88
Within 48.90 V. 4.07 4.63*
Spouse as Parent
Between 8.71 2 4,35
Within 33.28 |2 2.71 .57
¥ 5<0.05
¥%-p<0.025

¥x%  p<0.005



Table 5

Results of t-test Compariscns.between the

Three Single Semantic Differential Concepts

for which significant F-values were Obtained for the

" Three Factors, Evaluation, Potency, and Activity

—
Concept T
My Child .
Evaluation 3.58%%*
Potency 3, GEEKK
Activity 2.66%
Ideal Child
Evaluation S, pHxNK
Potency 3,71 %%%0
Activity .92
Me as Parent
Evaluation 3.27%%
Potency 3.94%%%
< Ac*i’iyi‘i‘y 2.70%
* p<0.05
** p<0,02 «
%% p< 0.0l

L *EXE 5 L0.00)

86
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as being more "good" following DPC freatment.

Measuring the strong/weak dimenslon of connotation, the Potency
bl
factor also showed significant changes between pre and post-DPC

treatment conditions for the MY CHILD concept. The t-test value of

3.56 is also significant at the p<0.0i level. Combite
difference of 3.29 points, as shown in Appendix F, in fav
CHILD, it appeared that parents in the ;reafmqnf group valued their
own child as being.more "strong" following DPC Treafmenfg

The Activity factor, which measures Tﬁe active/passive concept
dimension, also showed significapf changes between pre and post-0PC
treatment conditions. The t-test value of 2.66 obtained for it is
significant at The‘p<f0.05 ievel. Combined with a mean difference.of.'
0.14 points in The opposite direction away from the MY CHILD concept,
it suggests that parents tended to perceive their children as being
less "active" following DPC treatment.

For the concept lDEAL.CHILD,‘The obtained t-value of S:Il for
the Evaluation factor is significant at the p< 0.001 level. The data
in Appendix F show a mean difference of 0.43 poinigs éway from IDEAL
CHILD following treatment. This éuggesfs Thaflparenfs in the treatment
group tended to value the IDEAL CHIiLD con;epf as being somewhat less
"good" atter exposure to the DPC program. Supportively, as sﬁown
be¥ore, they valueﬁ their own chlld?en more.

The P;fency factor for |DEAL CHILD also shoﬁed changes between
pre and post-DPC freaTm;nT conditions, the t-value of 3.7f shown in

Table 5 for this factor being significant at the p<0.01 level.
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Combined with the mesh differences of 1.00 in favor of IDEAL CHILD
) shown in Appen fx F, this suggests that parents in the treatment group
tended to valug the IDEAL CHILD concept as being somewhat more "strong"
following.DPC treatment.

The Activity factor for-The.lDEAL CHI1LD concept showed no signif-
icant changes between pre and post-DPC treatment conditions.

The concept ME AS PARENT also showed significant chang®® on all
three factors, E, P, and A. The t-value of 3.27 féund in 4 ie é for
the Evaluation factor is-signif{canf at the p<:0;02 level. Combined
wi%h the mean difference of 3.7| poinfélshown in Appendix F for this
factor, in favor‘of ME AS PARENT, it sugges¥s that parents in the
_ treatment group tended to value themselves as more "good" foliowing DPC
treatment. |

The t-value 04.3.94 shown in Tabie 5 for the Pofency factor vis-
- a-vis ME AS PﬁEENT is significant at the p<70ﬁ0I level. Cohbined with
+he mean difference of 5.29 poirts shown In Appendix F for this factor,
in favor of ME AS PARENT, it suggests that parents in the freatment
group valued themselves as considerably more "strong" fol lowing DPC
treatment.

The AcTiviT; factor for the Mé'AS PARENT.concepT"also changed.
The t-value 'of 2.70 shown in Table 5 for this concept is sjgnificaﬁf
at the p<0.05 level. Combined with the mean difference of 0.7l po?%fs
shown in Appendix F fothhis factor, it sqggesfs that parents in the

tr~/
treatment group tended-"to’view themselves as somewhat more "active"

following DPC treatment.
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Table 6 presents the results of the analysis of variaheé done for
the sixléemanfic differential concept compariggns. The concepts Cémpared
were MY CHILD vs.' IDEAL CHILD, MY CHILD vs. PROBLEM CHILD, IDEAL CHILD
vs. PROBLEM CHILD, MY SPOUSE AS PARENT vs. ME AS PARENT, MY SPOUSE AS
PARENT vs. IDEAL PARENT, and, ME AS'PARENT vs. IDEAL'PARENT.

Significant F-values were obtained for three of the above compar-
isons, MY CHILD vs. IDEAL CHILD, IDEAL CHILD‘vs. PROBLEM CHILD, and, ME
AS PARENT vs._lDEAL PARENT. For each of thegse coﬁparisons, some signif-~
icant chanées in Cohcepfuar meaning occurred between pre and post-DPC -
Treatment condiTion;.l

Tabte 7 shows the results of the t-test compérisons for the three
compared concepts for which significant F-values were obtained. Tﬁese
T-test comparisons were made for Thé three factors, £, P, énd A,

For the MY CHILD vs. IDEAL CHILD comparison, two of the semantic
difterential factors, Evaluation and Potency, showed significant
changes: Changes in the Acfivify factor were not significant.

The t-value of 2.6 obtained for the Evaluation factor is signif- >
icant at the p<0.05 level. In Appendix F will be found a table of - B
mean differences for each of the six compqred concepts, with “the direch-
ion of change, or D, between pre and posT—DPC:TreaTmeAT conditions. It
will be noted that the mean &ifference in decrease on the Evaluation
factor for the MY CHILD vs. IDEAL CHILD comparison was 4.43 points,
though still in favor of IDEAL CHILD. This suggests that parents in the

" treatment group showed conceptual movement of MY CHILD toward that of

the concept IDEAL CHILD following OPC treatment, and that the two concepts
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- Summary of Analysis of Variance for the

Table 6

-ij-Semanffé'Differenfial Concept Comparlsons

90

- =

Source Qf Varia}ion 5§ df MS F
MY CHILD : gﬁi
vs. IDEAL CHIL -

Between - } .50.90 2 36.21 |

Within 54,09 12 7.04 5,64%%
MY CHILD ' '
vs. PROBLEM CHILD )

Between 14.47 7.23

Within 59.85 12 4,98 .45
IDEAL CHILD
vs. PROBLEM CHILD

Between 98.71 2 49.35

Within 116.28 12 9.69 5.09*
MY SPOUSE AS PARENT
vs. ME AS PARENT

Between 5.90 2195 |

Within 104.09 12 8.67 0.34« .
MY SPOUSE AS PARENT
vs. |DEAL PARENT

Between 19.04 2 9.52

Within 64.61 12 5.38 1.76
ME AS PARENT
vs. |DEAL PARENT .

Between By 57.16 2 57.16
“ Within 18.33 ¥. 3.05  18.00%**

* p<0.05

** p< 0,025 .

*

** ¢ 0.005



Tabie 7

Results of t-test Comparisons Between the

Three Semantic Differenfigl Concepts Comparisons

for which Significant F-values were Obtained for +he

Three Faciors, Evaluation, Potency, and Activity

Comparison t
MY CHILD vs. IDEAL CHILD
Evaluation Ik
Potency 3.43%%
Activity . . 36
IDEAL CHILD vs. PROBLEM'CHILD
Evaluation R 4.58%%
Potency .30
Activity .33
ME AS PARENT vs. IDEAL PARENT
Evaluation 2.62%
Potency 3.43%%
Activity 0.00
* p<0.05
** p< 0,01

—
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were less differeﬁfiafed after completion of the proé?ém.

The Potency factor fbr +he above comparison shéwed a t-value of
3.4;, which was significant at the p< 0.0l level. Combined with a
meaan diffe;ence of 2.29 points in favor of MY CHILD following treatment,
it. suggests. that parents saw their own children as more "strong" than
the IDEAL CHILD concept -after treatment. Prior fo Tfeéfmenf, the dif
ference favored the IPEAL Cﬁfﬁb cohcepf. |

For the IDIKL CHILb?Js. PROBLEM QHILD comparison, the t-value of
4,58 shown for jhe é;élua+ion factor is significant at the p<f0.0|'
level. ThL§ is the only significant change found among the three
facTors,/igr this set of compared concepts.

The above t-value, combined with the dafta in Apﬁendik F which
indicates a mean differencg of |1.43 points in favor of IDEAL CHILD,
suggest that in both pre and post-DPC treatment conditions parents
in the freafmeéf group favored the |IDEAL CHILD concept, but that
foliowing treatment they valued it as being somewhat less "good" than
they did prior to treatment. In both pre and post-DPC conditions, the
IDEAL‘CHILD was favored.

For the ME AS PARENT vs. IDEAL PARENT comparison, the Evaluation
and Potency factors ;héwed significant changes following freatment,
while The Activity factor did not.

The ft-value of 2.62 shown in this comp;rlson fbr the Evaluation
chfer is significant at the p<0.05 level. Combined with the data in

Appendix F which show a mean difference of 3.13 points in favor of ME

AS PARENT when compared with IDEAL PARENT following treatment. Prior
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fo treatment, differences favored IDEAL PARENT. This suggests that
patrents in the treatment group valued themselves as being more ''good"
Tﬁgn The ideal parent in the parent rele following TreaTmenT,.while
before treatment, the values were exactly reversed,

For the Potency factor, a t=value of 3.43 was cbtained for the
ME AS PARENT Qs. IDEAL PARENT comparison. This value is significant
at the p< 0.0l level. Combined with the data In Appendix F which
show a mean difference of 4.57 Tn favor of ME AS PARENT fol lowing
treatment, it suggests that parents in the treatment group saw themselves
as more "strong" following DPC treatment than they did before. Prior to
Treafmenf,'differenceé favored.fDEKL PARENT.’

6. The Family System Survey, Post-treatment Results.

7. The Walker Problem Behaviour ldentification Checklist.

8. The Child Behavior Rating Scale.

8. The Mother-Child Relationship Survey.

Table 8 shows the results of the analysis of variance for the four
instruments, Family System Survey, Walker Problem Behaviour fdenTificanon
Checklist, Child Behavior Rating Scale, and, Mother-Child Relationship
Evaluation. The F-values shown in Table 8 show significant changes
occurring in each of the above instruments. Th}s indicates that at
least some of the scales or items inm each of the instruments registered
significant changes between The pre and post-DPC treatment conditions,

It remained to be séen which scales or items in each of the
instruments showed such changes. To assess this, t-test comparisons

wére made for each of the above instruments. The results of these t-test
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Summary of Analysis of Variance of the Total Scores of the

Four Instruments, Family System Survey (FSS), .Walker Problem Behavior

Identification Checklist (WPBIC), Child Behavior Rating Scale (CBRS),

and Mother-Child Relationship Evaluation (MCRE}.

Source of Variance SS df MS F
FSS

Between Subjects 117,353.72 73 - 1,607.58

Within Subjects 18,717.66 444 42,15 38.I3*-
WPBIC
 Between Subjects 5,498.40 I 499.85 _

Within Subjects 4,850.56 75 64.67 7.71*
CRs . .

Between Subjects I,O38,I88;20 I 94,380.74

Within Subjects 148,119,112 72 2,057.21 45.87*%
MCRE .

Between Sﬁbjécfs 6,018.50 7 859.78

Within Subjecfs 1,263.42 40

31.58 27.22*

* 5<0.005
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comparisons for pre and post-treatment means are shown in Tables 9,
i0, 11, and 12 following.

6. The Family System Survey. Table 9 shows the results of pre

and posT-TreaTménT t-test values for the Family System Survey (FSS),
Significant changes between pre and post-treatment conditions were
tfound for |4 of the FSS items. Those iTemg were 5, 9, 11, 14, 19, 20,
23, 25, 26, 30, 34, 35, 36, and 37. |

Item 5 of the FSS dealt wifh.fhe number of rooms in the home off-
limits to the child with problems. The {-vafue of 2.53 showﬁ for this
item is significant at the p<0.025 level. This suggests That fewer
rooms were o{f-limifs to the child following DPC treatment than in the
pre-treatment condition, and that the child's physical mob?lif§ was
thus enhanced somewhat within the home situation.

Item 9 related to Thé‘fension level in the home, as perceived by
the parents, In terms of Subjective Units of Discomfo}T {SUD). The
t-value of 4.43 shown for this ffem is significant at the p<0.005
‘level, éugges?ing a marked decrease 16 perceived tension in the home
following DPC treatment.

[tem || dealt with the number of influences outside the home on
the child's probiem béﬁaviour. The t-value of 4.06 found for this
item was sig;ificanT at the p<0.005 levei. This indicates that there
were significantly fewer outside influences on child behaviour féllowihg .
treatment than there were pri;r to treatment.

ltem 14 dealt with how well parents felf.fheir child Iisféned to

them. The t-value of 3.27 for this item is signMicant at the p<0.005



Table 9

Summagy of t-test Comparisons “g the

Family System Survey ltems
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—— — i — ‘Iu - - — Ty
I tem t I tem 2t
N 0.00 20 2.85%%
2 o.odj : 21 0.00 .
3, 0.00 ' 2. .50
4 0.00" ‘ 23 2.31%
5 2.93%* YRR 0.72 -
6 0.00 ° .25 4, 18%*K¥
7 1.09 . 26 2,18
8 ~——  0.00 .27 0.27
© g 4.4zRRRx R - 0.29
10 - 0.00 - 29 0.62
o 4.06¥k%% 30 2.35%
12 1.70 . 31 - 0.85 ,
13 0.44 32 .1.82
14" 3 2THRRN 733 - .32 .
- 15 0.70 | 34 3.35%k%
~— 16 - 0.00 35 4,90k X%
17 0.5I 36 3.90%K*x
18 _ .54 - - 37 2.37%
15 2.65%% ’
Total Score .09 ¥

* < 0.05

** 5< 0,025
*¥*% 5 <0.0I
¥*xx 5 <0,005 .
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- : <
level,, suggesting that parents felt better |istened to following DPC
treatment than they did prior to treafment. '

Item 19 dealt wirh the number of time® a day The parent talked
with Theqproblem child. The t-value- for this iTem‘was 2.65,'which
was 5|gntf1canf at the p<0.025 Ievel This suggested that parenf%

.in the treatment group felt they Talked more frequently to their child
atter Déé Trea%menf than fhey did prior to treatment.

I'tem 20 had to do with ;he number of hours spent with the problem
child in the day The - value of 2.85 for this item was significant at
the p< 0.025 Ievel, suggesflng fhaf parenfs spent more +|me wnTh the
.child following treatment than they dydﬁbefore it. In this regard
_ITéms 19 and 20 a}e in some ways comp[eﬁénTary. e ’

Item 23 dealt with the number of Times per Hay the parent praised
the child with problems.- The t-valug of 2.31 for\this item vas sig-
nificant at the p< 0.05 level. This suggested that paren%é in'The
‘treatment group -gave more praise to their child foliowing DPC treat-
ment than they did prior to treatment. Thds, not only did they sbénd
more time with their éhild, as shown in -Items 19 and 20, and talk hore
To Their child; but i+ gppeared that more o% +haf‘indica+ed inTerac+ion[
was of a positive naTure. | | :

ITe; 25 dealt with Tﬂg number of times per day the child left the
home. The t-value 6f 4.18 for +hL§ iTe@ waslsignificanf at the n<0.005
level, lndicéfing that parents allowed their children more visits

-

outside the home following treatment than they did prior to treatment..

Item 26 related to the number of hours per day the child spent
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6ufside the home. The t-value ofk2.l8.for this item was significant

e p<0.05 level, $Ldica+in§ that parents in The treatment group

ermitted their chj[drén more time per day outside the home
DPC treatment than they did prlor to treatment.
em 30 déalf'wifb the stressfulness of money. The t-value of
tor this item was significant at the p< 0.05 level, éhggesTing
Thaf parents perceived money as ?eing less stressful following DPC
Treatment fhan they had prior to treatment, even though there had been
no changes in their gross incomes.

-

[Tgm 34 of the FSS dealt with how we!l the child in question
responds to fhe spouse of the parents in the treatment group. The
t-value of 3.35 for this item is significant at the p<0.0l ievel,
suggesting that parents felt their child's response to their spouse
was more positive following treatment than it had been prior to treat-
ment. f

Item 35 dealt with the extent {o which the above spouse relied
an punishmenfiingconfrolling chitld behaQiour. The t-value of 4.99 for
this item was significant at the p<£0.005 level, indicaf%ng that
parents in the treatment group felt their spouses were iess puniT}ve
following DPC treatment than they had been pfior‘fo Treafmen+, even
though the ‘spouses had n6+,‘in most cases, quended active Traininé
sass“-iﬁln;. ‘

Item 36 dealt with how effective parents in the freatment

group personaliy felt in the role as parent. The T-value of 3.90 for

this item was significant at the p<0.005 level, suggesting that

L4
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parents felt more effective inlfhe parent role following treatment
than they did prior to treatment. -

Item 37 dealt with how effective parents in the treatment group
felt their spouses felt in the parent role. The t-value of 2.3?.f0r
this item was significant at the p<f0.05 level, indicigindvfhaf parents

. . N A

perce}ved Their spouses as feeling more effective in the parent role

foliowing treatment than they did prior to treatment.

7. The Walker Problem Behavior identification Checklist. Table

10 shows the t-test values for the Walker Problem Behavior Identification

P O

Checklist (WPBIC) under pre and post-DPC treatment condif}qng. Four of '
the five clinical scales on Thé WPBIC showed significant changes, as
did the total score. The clinical scales showing such changes were,
ACTING—OUT, Wi THDRAWL, IMMA}URITY; and DISTRACTIBILITY.

‘For the ACTING-OUT scale, the t-value of 3.48 shown in Table |0
is significant at the p< 0.0l Ievél. This indicated that children of
parenfs in the freatment group decreased in acT}ng-ouT behaviour .
following the DPC method.

The WITHDRAWL scale showed a t-value of 1.94, which was significant
at the p<0.05 level. This indicated that children as assessed by their
parents decreased on the withdraw| scale folldwing treatment,

The T-value of 2.05 shown in Table 10 for the IMMATURITY scale was

significant at the p<0.05 level. This suggested that following treat-

.
T

ment, the parents rated their children as exhibiting less immature

behavior than prior to treatment. - !

The DISTRACTIBILITY scale showed a t-value of 4.00 which was sig~

B Ty

)
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nificant at the p <0.005 level. This indicated that following DRC
treatment program, parents saw their children as less distractible

than prior to treatment.

Table 10
Summary of t-test values for the

Walker Problem Behavior ldentification Checkiist

H
|

Scale : T
Acting-out ©3.48%%
Withdrawl 1.94*
Disturbed Peer
Relations .87
[mmaturity 2.05%
Distractibility 4,00¥%k%
Total Score 3.73%x%x
* p<0.05
*¥* p<0.0!

*X¥ 5 ¢ 0,005

The WPBIC total score likewise showed a significant decrease
between pre and post-DPC treatment conditions. The t-value for the
total score in Table 10 was 3.73, which was significant at the p<0.005
level. This decrease in total score s consistent with the decreases
shown by the various sub-scales of the instrument.

8. The Child Behavior RaTing'Scale. Table |1 shows the results

of the t-fest comparison done for the Child Behavior Rating Scale (CBRS).
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All of the five adjustment scores of the CBRS, as well as_The total
>score, showed significant increases befween pre and post-DPC treatment
conditions. The five .scales showing significant changes were SELF-
ADJUSTMENT HOME ~ADJUSTMENT, SOCJAL ADJUSTMENT, SCHOOL- -ADJUSTMENT, and

PHYSICAL ADJUSTMENT

Table 11
summary of t-test values for the

Child Behavior Rating Scale

’ .

Scale t
Self-Adjustment - . 2.26%
Home-Ad justment I.94%
Social-Adjustment 3.33%%%
School~Ad justment 2.51%*
Physical-Adjustment 3.62%%x
’ Total Adjustment 2.01*
* p<0.05
** 5L 0.025
***% p<0.0!

The t-value of 2.26 shown in Table | for the SELF-ADJUSTMENT
scale was significant at the p'(0.0§ level. It sugge$+s improved
adjusTmsﬁT'To'self on the part of the children of parents in the
treatment group ¥ollowing DPC treatment.

The HOME-ADJUSTMENT scale showed a t-value of |.94, which was
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significant also at the p<0.05 level. Thjs indicated an improved
level of home adjustment as assesged by the parents following DPC
TreaTmenT.

The SOCIAL-ADJUSTMENT scale showed a t-value of 3.33, which was
significant at the p<0.0l level. Once again this indicates improve-
ment in terms of social adjustment for children o} the parents in the
treatment group.

The SCHOOL-ADJUSTMENT scale showed & t-value of 2.5I, which was
sighijicanf at the p<0.025 ievel. This indicates improved school
adjusfmenf'on the part of children of parents in the freatment group
- following DPC treatment.

The t-value of 3.62 found for the PHYSICAL-ADJUSTMENT scale was
significant at the p< 0.0l level. This indicates improved physical
adjustment, in Terms of fewer somatic complaints, for children of
parents in the Treéfmenf group following DPC treatment.

The t-value for the TOTAL—APJUSTMENT score of 2.0! was signif-~
icant at the p<0.05 level. This is consistent with the significant
changes found in the other CBRS scales.

9. The Mother-Child Relationship Evaluation. Table 12 shows a

summary of the t-test values for the four scales of the Mother-Chi ld
Relationship Evaluation (MCRE). The four scales are ACCEPTANCE,
OVER-PROTECTfON, OVER- INDULGENCE, and REJECTION. Significant changes
were found between The’pre and post-DFC frea?men* Condlfiqns for two
of the above scales, OVER-PROTECTION and REJECTION.

The t-value of 2.6! shown for the 0VER—P§OTECT1ON scale was sig-
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nificant at the p<0.025 level. This suggests that parents in The
treatment group rated themselves less over- pgg#ecflve following

treatment Than they had prior to freatment.

Table 12
Summary of t-test values for the

Mother-Child Relationship Evaluation

f—— e Ar—————— r——
—_— S e ————

Scale T
_Acceptance 0.82
Over-Protection 2.61%

. Over-indulgence 0.00
, Rejection : 2.88%

* p<0.025

The t-value of 2.88 sthn for the REJEQTION scale was also
significanf at the p<0.025 level. This suggests that parents in the
Treatment group perceived themselves as less rejecting of their
children following DPC treatment than they had been prior to treat-
ment.

This concludes that part of the present study concerned with
changes between pre and post-DPC treatment conditions. We will now
turn to a presentation of the resuffs obtained for the one in-DPC

tTreatment measure used.

(0. In DPC Treatment Data, The Child Cooperation Index. The

Child Cooperation Index (CCl) was used as a measure of changes in

2
”
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verbal control by parents of child behéviour, expressed as compliante
wifh verba] requests, during the course of treatment. Parents in the
treatment grouﬁ were asked tTo study five daily behaviours, in terms
of the number of requests needed to elicit child compliance. These
behaviours were designated tasks, since they usually involved asking
the child to do something quite specific. The task behaviours were
sampled every two weeks during training forla period of about ten
weeks, or for a total of five trials in all. We thus had a five fask
(-1, 7-2, T-3, T—4, and T-5) by five Tria] (r-1, T=11, T=111, T-1V,
and T-V) measurement situation.

, Table I3 presents a fotal list of the task behaviours selected
. by parents in the treatment group for use with the CCl. Some parents
reported more Than.five tasks over the period of training, but only
the original five tasks which held over the five trials were used for
purposes of comparison.

An attempt was made to focus only on behaviours which might be
expected fto occur daily. |If a chosen behaviour occurred intermittently,
it was dropped from analysis.

Table 14 presents analysis of variance data for the five tasks used
on the CCI pVer five trials. The analysis of variance was used in order
to determine whether there were significant differences in number of
parent requests for the five tasks over Time..

‘{he F-value obtained in Table 14 is significant at the p<0.005
level. This suggests that significant changes did occur over }he five

trials in tThe number of requests needed by parents to elicit child



Table 13

Child Cooperation Index Task Behaviours

Task Categories J Number

Self-Care, Bathing,

Brushing Teeth, etfc. o s
Mealtime Behaviour,_Finish Food, -

Sit Still, etc. ' - ' 10
Bedfiﬁe Behaviour, Get Ready,

Stay in Bed, etc. 8
Getting Dressed 6
Put Clothing Away _ 5
Come in House When Called - 2
Pick up Toys 2
Stop Complaining, Whining 2
Take Out The Garbage 2
Get Up in the Morning i
Sit Still with TV . I
Change Clothing Less Often ’ I
Read Three Pages a Day ‘ |

Total 57

105
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coopérafion. I+ also suggests a related increase in the amount of

verbal control which parents had over the indicated child behaviour.

Table 14
Summary of Analysis of Variance for the
Child Cooperation Index Tasks | through 5 over

Trials | through V for Number of Requests

Source of Variance 58S df MS F
Between 9,664.22 24 402.67
Within 4,929.47 |26 39.12 10,29%
* p<0.005

The means for the CCI are included in Appendix F for Tasks |
through 5 over Trials | through V; They show a general decrease
over time. For iIIusTr;TIve purposes, Table |5 shows the grand means
tor all of the tasks studied via the CCl over each of the trials |
through V. These data are aiso shown graphically in Figure I.

In addition, the mean number of requests for each of the five
tasks was computed, and can be seen in Appendix F. These data show
the relative amount of decrease for each of the tasks in number of .
requests needed to elicit performance from the child over the five
trials. The rate of decrease, and ftask-to-task variabiliff, was

substantial, as can be seen in Figure 2.



107
Table |5

Summary of Grand Means for the Child Cooperation Index for

All Tasks Over the Five Triails for Number of Requests

-

Trial 'Mean
i 13,10

i |2.65
(N L 4 12.22
iv 10.68

v 8.38

.

This concludes our consideration of the in-DPC treatment measures.

We shall now turn to the dafé obtained on one year follow-up.

Twelve Month Fol low=up

Il. The Patterson improvement Rating Scale. The Patterson

Improvement Rating Scale (PIRS) was administered both during the one
month after treatment session, when the bulk of the poéf—freaTmenT
measurement was done, and then again one year later., For comparison
purposes it seemed most convenient to include data from both PIRS
administrations in this-section. Of the seven parents who completed
treatment, five were available one year later. |

Table 16 shows a simple tabulation, with means, of the major PIRS
items and their various alternative outcomes, as well as the SUD scale.
This presentation follows the format used by Patterson (1973).

Item | of the PIRS, with five possible alternatives in terms of
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Table 16

Summary of Patterson Improvement Rating Scale

— —

Number chooslng

1190

Number choosing

Items alternative, end Mean alternative, 12 Mean
of treatment - Ré;igg “months later Rating
(N=-T7) (N=5)
As a result of
" treatment, yoﬁﬁ
child has .
(1) Become much -
worse 0 0 R
{2) Become slight-
7 ly worse
(3) Not changed
(4 |Improved
slightly 0
{5} Improved |
marked|y 7 5.0 4 4.8
I L4
In regard to the
effect of this
treatment, you
feel
fl) Much more =
negatively
toward him 0 0
{2) Siightly
more negative
_ toward him o 0
(3) “About The
\;ame toward
him 0 - 0
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Table 16 CONTINUED

Summary of Patterson improvement Rating Scale

Number choosing

Number choosing

Items alternative, end Mean alternative, 12 Mean
. of treatment | Rating months later Rating
LLv' (N=7) {N=5)
(4) slightly more
positive tow-
ard him . 0 |
(5) Much more
posiTiye
toward him 7 5.0 4 4.8
. p
3. As a result of
treatment my
family has, on
%ﬂe‘whole, begun
to function
(1) Better 7 5.
(2) About the
same
(3) Worse 1.0 1.0
4. On the whole, |
think treatment
. Was
(1) Harmful 0
(2) Useless 0
{3) Slightly
effective 0 l
(4) Very -
ef fective 7 4.0 4 3.8
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Table 16 CONTINUED

Summary of Patterson Improvement Rating Scale

Number choosing *  Number choosing
'JJEQEE ailternative, end Mean alternative, |2 Mggp’ﬂ
of treatment Rating . months. later Rating
(N=7) (N-5)
5. The effect of
. treatment on my
child was
(1) Better than
| expected : 7 ' 5 R
(2) About what | ’
expected o 0 0
(3) ‘Worse than |
expected 0 1.0 0 1.0
a0 o
6. As a result of -
treatment, my
child seems
(1) Less happy at
home f_ 0 0
(2) About the
same ' 0 2 0
(3) More happy " '
at home 7 3.0 ' 5 3.0

7. SUDS level at _
home now . - 28,57 - 24,00
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outcome for the child,'showed a mean of 5.0 one month after treatment,
all parenfs in the treatment group choosing alternative 5, "improved
markedly," for their child in relation tfo DPC training. One year later,
the mean score for this item-was 4.8, with four of the five then-
available parents choosing alternative 5, and the other one choosing
alternative 4, "improved slightly." : .

|tem 2 of the PIRS, which dealt with jparental -feelings about the
chiid as a result of ftreatment, also had five possible alfernative
outcomes. The mean for T&is item was S.Q one month after treatment,
and 4.8 one year later, with the same distribution of pArenT choices
as in Iltem |. Thus, at least one parent did not feel as posiTively
about the effect of the DPC program on child behaviour, and so forth,
one year after fraining as they did soon aff%{ it.

item 3 of the PIRS had to do with family functioning in relation
to treatment, wi+h three possible alternative outcomes. The mean f;r
Thié item was |.0 under both the one month and twelve month follow-up
conditions, all parents choosing alternative |, "better", to describe
family functioning as a whole, as a result of.TreaTmenT. |

ltem 4 of the PIRS dealt with the effect of ftreatment, on the
whole, and had four possible alternative outcomes. The mean for this
item was 4.0 one month after treatment, when all parents chose alter-
native 4, "very effective." The mean for this item one year later was
3.8, when ail but one parent chose alternative 4, and the remain{ng
parent chose alternative 3, "slightly effective." This was the same

parent whose appraisal fell somewhat in items | and 2. .
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Item 5 of the PIRS dealt Qifh the effect of DPC treatment on the
child, in a better or worse than expected, way. There were Three

H;ﬁbssible alternative outcomes for this item. The mean for this item
was 1.0 in both the one and twelve month fol low=up conditions, all
parents choosing alTernaTi;e 1, "befTe; than eﬁpecfed" to describe
the effect of DPC training on their children.

Item 6 of the PIRS, also with three possible aiternative ouftcomes,
dealt with the happiness of the children in the group as a result of
treatment. The mean for this item was 3.0 one month and twelve months
after treatment, when all parents chose the |ast alternative, "more
happy at home" to describe their childrens conditions resulting frpm
treatment.

[tem 7 of the PIRS had to do with the perceived tension in the
home, in terms of SUD units. The mean for this item one month after
treatment was 28.57, while one year later it was 24.00, suggesting a
slight additional drop of 4.57 points in SUD level in the home.

In general, the results in Table |6 appear to indicate that,
based on consumer satisfaction, the effects of the DPC program tended
to hold well over time. There was only a modest amount of slippage on
one year follow-up, and that was confined to one parent.

|2, The Family System Survey. This was the third and final

administration of the Family System Survey (F35). This time, only
those |4 items which were found to successfully discriminate between
pre and post-DPC treatment conditions were administered on one year

followQup. Our main concern was with seeing whether or not the changes
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found in the post-treatment condition would hold over time. We were
not primarily concerned with additional changes in the FSS items.
Wonetheiess, some such additional changes were encountered, as can be

seen in Table 17 below.

Table 17
'Summary of T-test values for those Items on the Family System Survey
that were Significantly Different Under Pre and Post-Treatment Conditions

with a Twelve Month Fol low-up

—
| tem , ‘ t
0.79
9 2.73 -
¥ ol
14 0.84
19 3.30%
20 3.12¢
23 6.74%
‘ 25 2.18
26 . .00
30 ' 3,60 %%
34 1.73
35 . 5, 00**
36 1.03
37 .22
¥ p<0.05
** 5<0.0)

I+ thus appeared that for nine'of the FSS items, post-treatment

changes at least held On one year follow-up, while for the remaining
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five items, still more significant changes had occurred one year later.

Th&se items showing additional changeé in the one year fol]ow—uQ
condition Qere i9, 20, 23, 30, and 35. The first three items. all had '
to do with parent-child interaction, while the last two dealt with
money stress and spouse's punitiveness, respectively.

| tem i9, which dealt with how pren the parent talks to the child
with problems (or former problems) in the average day, showed a t-value
of 3.30, which was significant at the p{ 0.05 level. This suggested
a further increase in parent-child verbal communication on one year
fol tow-up.

|tem 20, which dealt with the number of hdurs per day the parent
spent with the problem child, showed a ft-value of 3.12, also significant
at the p<0.05 level. This suggested still more time spent by the
parent with the child in question on one year follow-up.

Item 23, which related.to the amount of praise given by the
parent To.The_child with problems, showed a T-valpe of 6.74, which was
significant at the p<0.0! level. This suggested that parents wére
still more inclined to praise the problem child on one year follow-up
fﬁan they had been at the end &f treatment.

Item 30, which.dealt with money stress, showed a t-value of 3.6l,
which was significant at the p<0.0l level. This suggested that
parents found the money issue still less stressful on one year follow-up
than they had at the end of treatment. While no information was sought

concerning income increments one year later, money stress depends,

relative to certain absolufe minima, less on doliar flow per se than it

»



does on percepTionqand vtilization of that flow.

Item 35, which dealt with the percelved punitiveness of Their
spousés by parents in the treatment group, showed a t-value of 5.00,
which was significant at the p 0.0l level. This suggested that parents
tended to see their spouses as being still Iesg punitive toward fheir

children one year later than they had at the end of treatment.

3. The Fate of Presenting Probiem Behaviours. Finally, a

survey concerning the fate of the presenting, or target, problem
behaviours was done on one year follow-up. The results of this survey
can be seen in Table IB.

" When confécfedpone year later, parents were asked about the current
status of the presenting problem child behaviour; which had brought +hém
;o DPC treatment over a year earlier. The fate of those behaviours was
tabulated in four possible categories: (a) worse; (b) same; (c) much
better, or;'(d) non-existent.

The fourth category, non-existent, meant either that the behaviour
in question now had a zero frequency or occurrence, hence was just not
a problem any longer, or that it still occurred but was just not
defined as a problem any longer by parents. No clear distinction
between those two possibilities could be made, nor did it seem very
important fo make one, since a problem only'exists when someone defines-

it as such. In the fourth category, parents were simply not defining

the behaviour as a problem any longer, for whatever reason. In the.

e



Table 18

Survey of the Fate of Presenting Problems
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Case

Problem Much: *

Worse Same Better-

Non=-

existent

L1

()

(2)

(3)

(4)

(3)

(6)

(1}

(2)

(3)

(4)

(5)

(1

(2)

(3

{4)

(5)

(6)

Reminds parents of adopt- !

tion to cause guilt

Argumentative behaviour

Sematic complaints

(stomach aches and .
hyperventilation)

Tantrums and rages

Changes clothing too

often ]
Takes Ritalin Hcl.

Fights with peers, is

picked on for looks : [
Over-reacts anxiously

to trivia I
HyperacTive in school I
Oppositional behavior |
Takes Ritalin Hcl.

Cries, whines & squeaks

Tunes out, won't |isten I
Mealtimes, eats slowly - |
Withholds feelings, won't

talk about what he feels |

Depends on mother for

self-care

Poor behaviour in public
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Table 18 CONTINUED
Survey of the Fate of Presenting Problems
Case Problem Much Non-
> : Worse Same Better Existent

IV (1) Cries excessively if
frustrated |
(2} Mealtimes, eats slowly. |
(3) Pouts, clenches teeth,
shakes body I

V. (I} Tunes out, won't listen ' |
{2) Mealtimes, eats slowly -I
(3) Pouts, pretends to cry |
(4) Won't pick up toys [
(5) Uses profanity in public

Total 25

Per cent . .08 .32 .60

N
o
v
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other two categories, the behaviour in ﬁuesTion still occurred, with
the same, or somewhat decreased frequency.

| A total of 25 problem behaviours were studied in the survey on
the fate of presenting problems. Of those 25 initial target behaviours,
I5 behaviours, or sixty per cent of the total, were defined by parents
as non-existent on one year follow-up. Another 8 behaviours, or thirty-
two per cent of the total, were defined as being much better on one
year follow-up. Two problem behaviours, or eight per cent of the total,
were Thé same.

[t thus appears that the DPC is effective in changing, or redefining,
target problem behaviours, having had this egfecf in at least sixty per
cent of the cases studied. 1{f one adds the third category, ‘'much better,
to that, some change or re-definition, occurred in nihefy-fwo per cent
of the behaviours initially presented for DPC treatment.

Of the two behaviours which remained the same, one, peer fighting,
was clearly not within the ability of parents to control the reinforcers
involved. The remaining behaviour, sharing feelings with the parent,

was difficult to evaluate since the child in question was only around

four-years-old.



CHAPTER 1V

DISCUSSION OF RESULTS

This was an exploratory study, aimed at finding and assessing
the role of some of the many possiblie extra-conditioning variables
at work in relation to the Directive Parental Counselling Training
Program. In being exploratory, It Involved a deparfuré from other
work done In the field, which has been almost exclusively pre-
occupied only with assessing changes In specific target behaviours.

In discussing the explorational nature of the present study,
it must be kept' in mind that when one explores, one is essentially
06 a mapping expedition. The Initial expedition of this sort into
uncharted areas typically leaves much terraln uncovered, and many
questions to,be answered by future explorers. This discussion will
be concerned both with the results obtained, and quasi-results
which generate questions ye+ to be answered by +hosé future expedi-
Tigns. L

[n common Qi+h the majority of behavioural therapy programs
for trainlig paren+s to be effective modifiers of thelr chlldren's
.behaVIOUF;Q;he primary concern has been with changes in parents as.
a result of freatment which can be communicated to their children.
fhe chlldren of those parents in the treatment group were not seen
directly.

This study was thus malnly concerned not with changes in the

‘actual behaviour of the children Involved, though such changes probably

121
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did occur, but with parental changes as by-products, or generalization
effects, of thelr appiication of the DPC program. Thus, Information
obtained vis-a-vis changes In children as seen by their parents must
be regarded as gross estimates of behaviour, although ones made by
parents who had been trained to observe behavliour much more carefully
and objec+ive|y than they had been accus?omea to deing prior fo
treatment.

The actual level of behaviour change shown by the children of
the parents In the treatment Is IéssifmporTanT for our purposes than
those changes which occurred In the parents phenomenal ‘appreciation
of their children. Interpersonal perception and the ways in which
parents and children experience each other are the critical 'variables.
Events at this phenomanal "level of apﬁreciaflon are major determinants
of jnteraction. Changes in such phenomenal events would be reflected
in Inferaction. |f parents feel more effective In the parent role
following treatment than they did before, this will most certainly
have an effect on how they interact with the child. Slmllarlf, if
they value the chi!d differently following treatment, that too will
be reflected in interaction with the child. |

The DPC program can be seen, In one sense, as a vehicle for
parent effectiveness training. Unlike the better pFomoTed Parent
Effectliveness %raining (Gordon, IQTQ), however, 1t assumes:fhaf real
parent effecfiveneés is not achieved by talking about i+, or blamling
parents for i1ts absence, but occurs rather on fthe basls‘of enhanced

<
actual competence in deallng with child behaviour. As such, the
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DPC program does not .deliberately set parent effec+lyeness as its
goal, but merely attempts rather modestly to glve parents a rationale
for coping with behaviour. lIncreased feellngs of effectiveness none=
}heless often seem to happen as a by-product of those coplng strategies.
élven ways of coping with child behaviour, parents feel better, apd
stress mastery seems-$o oceur.

We will now turn to a consideration,of the varlous results

obtained in this study. |In discussing_these resdlfs, we will proceed

in the order that they were presented in Chapter 111,

-

Fate of Initial Referrals

Some attempt needs to be made to explain the rather high attri-
tion rate which occurred for the total saﬁple. This will be
nhecessarlly speéulaTIve, since with one or two exception we do not
know why the majdriTy of the drop-outs.occurred.

Two general factors may have been important. Tﬁe first has to
do with the nature of our sample selection. The sample selection
process Involved in the study was typical of froni-llne contact In
ciinlecs, in which whoever walks In the door in seen. Many studies, by
contrast, use careful ly- presselected sampies with extensive screening
of abpl!canfs for service prior to treatment. Lacking pre-screening
procedures, it was inevitable that the flrst several Trafnlng sessions
would be a screening period, during which parents declded whether

the DPC program was relevant to their needs or not.
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The second factor was probably seasonal. The main Training—
phase of the study was conducted in the summer of 1974, In clinical
practice, caseloads typlcally become variable during.the summer months,
with increased cancellations, failed appointments, and treatment
drop—ouT;. There Is a familiar saying to The éffecf.fhaf'people
.magicalty'become wel! between Memorial Day and Labor Day. To scme
extent, the attrition rate found in our study may have been due to

this seasonal effect. ) v
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The Family System Survey

The Family System Survey (FSS) was devised for the present:
research ﬁDst and Brown, 1973), and Is presently 1n a preliminary
form. |t was intended as a systematic clinical interview quide,
designed to elicit information about various dimensions of family

functioning which have heretofore simply been Igaéred by others
in the field. lg . ) |

Future research with this insfrhmenéiis Justified. Such
resear;h_&ill ;Imosf certainly invgive restructuring. the scoring
sysfeh,.wﬁlch presently is not always consistent, reorganization of
item content, and factor analytic. studles. )

For now, proceeding in a purely heuristic manner sans benefit
of facT;r analysis, the 37 FSS5 items seem to arrangé themselves Into
Il item content clusférs:

I. Socio-economic Content

Items 1, 2, and 3.

2. Child Age Content

l;;h g! ’ -

3. Parental Involvement In TreafﬁenT‘ConTenT

tem 10. | |

4. Outslde Influencés on Behavlour«Content

Item I1.

5. Family Physical Envirbnmen+ Content

o

ltems, 4, 7, and B.
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6. Physical Mobility of Child Content

| tems 5, 24, 25, 26.
7. Par%nT—Child CoﬁmunicaTion Content
ltems 14, 19, 20, 21, 23, and 27.
8. Parental Role Stress Content
Items 9, 22,-29, ahd 30.

9. Parental Feelings of Adequacy in Parent Role Content

| Items 33, 34, %5, 36, and 37.

1Q. Parental Communication Content .

-
ltems 12, 13, |15, 18, and 28.
1. qugugal Role Relationship Content
. Items 16, 17, 31, and 32. -

Our discussion will} follow the above content array.

As shown by the déTa obtalned for'ifems‘l, 2, and 3, of the FSS,
our sample was predominantly lower-middle class, as defined by
Hollingéhead (1957}, Tﬁe parents In it were also of falrly modest
income. While their social class status was somewhat below fﬁe middle-
ctass ideal toward which most psychotherapy has been blased, they
were by no means members of the culture of poverty. Thus, any
inferences generatad from our results might not apply to lower class
populations, or even to higher class ogés for that matter.

In Térms of the social-class variable, the "welfare mother"
has become something of a sféreofype in clinical practice, usually

applied by middie-class Therapléfs to lower-class pareh#% who do not
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share their values or verbal skills. Only one such mother was present
in our treatment group. While this mother did have more difficuify
with fthe DPC material at +imes than the rest of the group, mainly
because she found it hard to reward, pralse, or be openly affectionate,
-wiTh her child, having never experienced those qualities In her own
life, at the end of training she did about ag well as the others.

One important direc*lgn for future researcf would be to extend
The DPC program to a group of parents who matched the poverty-parent,
lower socioc-economic class profile (Rainwater; 1965; Hunt, 1970), and
then compare its effectiveness with the results of the present study.
A similiar éomparison could also be made with higher class families,
in either case studying possible barriers to effective behaviour
change at both ends of the socio—economic spectrum. This would be
important because one strident criticism of psychotherapy in general
is that it has beenldireCTed primarily at "squeaky-cfean middle-class
- bedwetters," and has no relevance to others.

Item 6, of the FSS indicated that the children of the. parents in
our sample were young, predominantly of pre-school or early elementary
school age. To the extent that the child's age had an Influence on
treatment outcome, this probably made for a more favorable prognosis.
It is simply easier for parents to control the social reinforcers in
the |ives of young children than it is with older ones. When a‘
child enters adelescence, for exaépfe, parental control of social

reinforcers typically becomes vanishingly small. ©
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Future research should compare the effectiveness of the DPC
program with different age groups. If parents are able 1o have
Iinl? impact on the behaviour of their children,‘fhe effectiveness
of the DPC program will probably be Impaired. This has obvious
preventive implications, since there may be a point beyond which it
is too late for the DPC program to have much effect, based on age
alone. That upper lMmit should be defined.

Item 10 of the FSS, parental involvement, initially indicated
that both parents would be involved in treatment. In practice, this
did not happen. As in mo§+ other research, it was again the mothers
w@g;carried the burden of therapeutic change, even In those intact
familles where both parents were ITving together. With the exc§b+ion
of one fafher who attended one session, and another father who
attended three sessions, fathers were not directly ipvolved In the
training program.

There was, however, no problem with opposition to training
from the fathers related to the treatment group. In addition, with
the exception of one family, there wére indications of a high level
of parental communication about the DPC program. We can thus assume
that in most of the families, fathers were actively, if not directly,
involved in the %rea+men? process. }

The importance of having both parents involved somehow in
Treatment cannot be over-emphasized. However, the problem of getting

fathers to be directly Involved seems a real one. No Innovative
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suggestions for doing that come to mind. Perhaps offering some age-
appropriate entrinsic reinforcers for direct participation would help.
Future re;earch shouid determine whether direct paternal parfiFipaTIon
s really necessary, or whether it is sufficlent 1f fathers are
acfive%a+ a distance from the Iocﬁs.of training.

#em i1 of the FSS, outslide influences, suggested that our
families were falrly burdened with outside controllers of the problem
behaviours of their children. These oﬁ?sfde includes fncluded such
people as teachers, friends, relatlives, neighbors, and so forth,
who controlled some or all of the reinforcers which maintained the
problem behaviour.

This was a major obstacle to an effective treatment oﬁfcome.

To the extent %haf control of reinforcers was outside the home, it

was also outside the immediate sphere of parental Influence. This
condition necessitated some external action on the part of parents

to elther isolate their children from those influeﬁces: or stop the
influences. Nelther of these were easy to do, and bofﬁ requlred

some fairly assertive action that most parents were not comfortable
with. The elimination of such extrinsic controllers of the reinforcers
was nonetheless necessary.

Items 4, 7, and 8 of the FSS, which related to the physical
environment, showed fhat most of our parents ITved In average stfi
‘room house with two children in all, and very few other re[aTlves”;r

extraneous people In the home. Most fit the nuclear family model very
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well, with the aforementioned Implications of such a family structure
for family stress. -

At the same +ime,‘+hey were relatively free of propinqul?y
stress from crowding by other family members. 1{f such crowding is
severe it can impose barriers to change, based on competing influences.
[+ remains to be seen which factor, nuclear stress or propinquity
§+ress, is ﬁosf prohibitive in terms of behaviour change.- Perhaps the
Iaeal would be a large and caring extended family with enough physical
space fo avoid excessive propinquity stress. - Future research should

.assess the Tmpact of family size and physical space on Téea+menf out-
come more carefully, since these were néf significant sfreséors {n
the present research.

[tems 5, 24, 25, and 26, which related to éh!ld mobility and
freedom of movement, indicated that our group did not place severe .
fimitations on their chlldren. Théy were not overly-restrictive
of childrens movement in the home. Res+rié+lons In terms of visits
by other children were moée severe, suggesting that the chiidren of
parents in our group were somewhat Tsolated from peer influences, at
least In the home situation. |

Somewhat |ess stringent restrictions were placed on chlldrens
movement outside the home, and the results Seémed rather age—appropriate
In this regard. |f the children of the pa;;nfs In our group had fey
visitors in the home , but freer access 1o the outside world, peer
contacts perhaps occurred either at other children's homes or on

the street. The results do not necessarily mean social isclation for
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for the child. |t is difficult fo assess the probable impact of
these data on treatment oqfc;;e.

The relative lack of restrictions on child movement in the home
would be seen as favoring a successful Treé+men+ outcome. The stress
which might be caused by restrictions on the chlild's physical move-
ment could pose barriers to change.

Barriers fo ouTsiae visitors to the child in the home are
éonslsfenT with the contemporary nuclear %amily description. In the
nuclear family si+ua+lgn; peopie fend to less spontansous vislting
in general than might be frue in a more open cultural setting.

We do not know what possible implicafiong this might have for the
OPC ﬁrogram. Future research might assess +he impact of a freer flow
of outsiders In the chlld's life on treaiment outcome than was
characteristic of our sample. Our families tended to be rather
Isolated.

Items 14, 19, 20, 21, 23, and 27 of the FSS dealt with parent-
child communication. Parents in our group did not generally fee!
wel |-l stened-to by. their children. This suggested a barrier to
communication with their children which would have worked neqatively
In terms of treatment outcome.

Consistent wlTH‘ThIs: parents In our sample did not Initially
do a lot of talking with thelr children, especially in view of
the young age of most of the children invoived. Similarly, they

did not spend a large amount of time with their children In view of

their age. These results suggest a rather peffuncfory mode of
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relating to +heir children by parents in our group prior to treatment.
Offsetting the perfunctory nature of their Interaction with
the ch!ld, however, was the data concernlng number of times per day
praise was given to the child. These data are inconsistent wlth
the o%hers concerning initlal parent-child Inferaction modes, but
if taken at face value, we must conclude that our parents did a falr
amount of praisé—glvlné. This was, however, true only In relation
+to those famtlies that never praise. |f the amount of pralsing
done-was as indlcated by the early results, fthis would have had a
positive effect on treatment outcome.
Fun-type family activities were inltially rather IimiTea for
our group, and indications were that +hése families did not "do"
much together. This was certainly consistent with the other data
on fhe FSS concerning initlal Iimitations on family Interaction, at
least wheré children were Included in the refated activities. The
implications of joint family activities for treatment outcome are not
too clear. The notion of families doing things together s certainly
a popular stereotype. Our families did not fit that stereotype well.
Items 9, 22, 29, and 30 of the FSS related to parental role
" stress. The perceived tension level in the homes of our famliies
was very high Inlflially, and as a group, These parents were very
tense. This tension was also reflected in the Soclal-Read]ustment
Rating Scale results, which will be discussed later. “The high SUD

"%

level reporTed by our parents would have a negative effec+ on treat-
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ment outcome, serving as a possible barrier to effective change.

At the same Time,'If.could be seen as méTFvaTTonal, in terms of
causing parents fo'seek help In the first place. To the extent that
the DPC program can be effective with parents who were this tense,
its clinfcal efficacy Is ernhanced. |

Our families had very llt+tle help from outside the home with
family chores. This was consistent perhaps both with their nuclear
family status, and lower-middle socio-economic class. Outside
help can be seen direct!y in relation to parental, especially
maternat, stress. As such, our group's relative Isolation, nlus
lack of rellef from daily chores, both of which meant excessive
focussing on the duties of the parental role, would have a negative
effect on treatment outcome. '

White i+ would probably be difficult to find many familles
wlth extensive outside help, future research could well address It~
self in com;arafive terms to the effect of this variqble on ftreatment
outcome. It could be stated In terms of confinement of parents
within the parental role.

Nonetheless, within the above restrictions, our pafenfs inttially
Indicated a falr amount of time for themselves during the average
week, to do with as they wished. This argued against the conflinement
hypothesis. Perhaps [+ argued for personal freepom within confined ’
[Tmi+s. The data on this polnt are not supportive Sf meaningful
interpretation. In general, however, to the extent that parents

feel deprived of time for self-maintenance and development they may
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risk personal depletion. Slqce our parents did not feel deprived,
this favored a successful freatment outcome.

Similarly, financial stress did not seem inltially very severe
for our families.. Thi; favored a positive TreaTménf ouTcome: While
money stress is a highly subjective thing, again within ceréain
basic I%mlfs, none of our familles were In obJective poverty elther.
Future research with the money stress variable might again relate it
to the research to be done with the DPC program on different socio-
economic class groups. Certalnly, groups of parents living in
objective poverty would be expected to define money stress differently
Tﬁan ours did. . ‘ e

ltems 33, 34, 35, 36, and 37 of the FSS dealt with TH; parental
fee!fngs of adequacy In the parent réle. In general, the initlal
responses our parents made to queries concerning their feelings of
effectiveness In the parent role were rather positive. As we shall
see later, they.nonetheless felt more effective In a number of ways
after +reafme&f.

Aparf from feeling fairly adequate as parents, our group also
LniTiaIly felt thelr spouses felt adequafe in the parent role as well
They tended to see thelr spouses as being rather punitive in handling
child behaviour, however, and also did not feel their children
responded very well to their spouses. An important omlssion in the
FSS ltems was the incluston of one or more items felafed to how much
parents, personally relled on punishment to conffol child behaviour.

This should be corrected in future revislons.
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The data suggest that perhaps our families Iﬁlfially made
something like the traditional division of labor where chTﬁd control
was concerned, with spouses, in this case fathers, since these responses
were by mothers, dispensing puntshment. To the extent that parents
use punishment as a primary means of control, they are |tkely to have
some guilt feelings about i+, unless it has sj}ong cultural suppo_;-+T
Such cultural support for punishment in child—rearing has been
disappearing 1n recent years. This might lead parents to minimize
their own rellance on punishment.

To the extent that our'paren+s as a group were punitive toward
thelr children, this would have acted as-a barrier to effective change.
Punishment tends to corrupt parenf-cﬁild relationships if used
excessively, anq it makes change less posslble. One goal of the DPC
program is to glve parents other mgdes of coping with child behaviour
which make it less necessary %or them to use punishment. While
punlshmenflcan be useful at times in causing the immediate cessation
of some behaviour, which may be dangerous to the chlid or others,
such as firesetting (Holland, 1969), it has |ittle effect on the sub-
sequent probabllify.of the behavliour occurring unless alternpative
adpative behaviours are relnforced as well. |ts exclusive use also
tends to establish avoidance behaviour on the part of %ké chlld
which makes constructive parent—chtld Interaction less probable.

We can conclude that initlally there was a falr amount of
punishing going on in our faml!ies, régardless of who did T+. As

we shall see later, this decreased fallowing treatment. At the
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time, our parents were probably not overly punitive, in that they
seemed also to have other personal resources avallable for coplng
with child behaviour. They were thus probably somewhere fn the middle
of a continuum of punitiveness. .

Future research might determine the effectiveness of the DPC
program with parents both more and less punttive than ours weré.
1f the DPC program could successfully decrease rellance on punishment
In a group of parents whose primary modes of child-rearing were
punitive, support for its potency would be” enhanced.

| tems 12,‘|3,l1;, 18, and 28 of the FSS dealt with parenTal‘
commun cation effec?[venes;, and the dmount of relational sharing
done, by pareﬁ?s in our group. |In a general sense, parents In our
group seemed initially fo have fairly good relationships with their
spouses, at least in terms of the amount of mutuality shown by their
patterns of communication. This mutuallty was seen before as well,
in the amount of communicating they did with thelr spouses about fhe
DPC program. The existence of such mutuallty was appreciated as a
positive element, probably favoring a successfu! ftreatment outcome.

The parents In our sample showed a fairly high degree of -

marital agreémenT on basic i;sues such as sex, ananciai_maﬁagean+h
philoséphical values, én& so on. They also felt well-listened-to

by their spouses, did a fair amount of conflding In thelr spouses,
and tended to feel undersToog when they did confide. The iInitial

results were very consistent in support of these relationship variables

N~
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between Tﬁese parents, Qur garenfs did not, however, have much Time
for each other without the children. This was consistent wTTﬁ the
other results concer;ing thelr lack of outside help, and general
isalation within the famliy untt. ’ |

A picture thus emerges of talrly Involved adults, with a fair
amount of mutuallty characterizing their maittal relationships,
who had pfoblems with their children. These characteristics were
favorable for the DPFC prbgram.In terms of successful treatment
outcomes.

This Implies that problems for our group tended to be limited
to parent—child relationships, rather t+han to family relationships
In general. The DPC‘program was never conceived to be marital therapy.
|¥ parents show a great deal of marital discord, i+ might confound
other treatment effects which the DPC prog}am could produce. On
The other hané, maEITaI therapy might be a by-produéf of DPC tfraining.
Presently, we have no way of knowing. At least our parents gave
every Indicatlon initially of being able to work together In famlly
problem-solving.

Future research should definitely explore the efflcacy of the DPC
program with barenfs for -whom marital problems-are more severe than
was T;ue of our group. Since marital dlscord was not severe hen
our group, the impact of such discord on DPC tfreatment outcomes is
sti 1! unknown. |

One Imporfénf’quesfion would be whether or not the DPC program

is. as effective when there is marifal discord as 1t is when there Is
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at least a fair amount of marital muTuallfy. I+ would be useful to
know whether extremely dlscordant parents might, for example, require
a. course of marITaIITHerpay before starting DPC training. At this
point, the efficacy of the DPC program under such dlscordant condi:
tions cannot be esfabl{shéd.

ltems 16, 17, 31, and 32 of the FSS dealt with the conjL;g_al '
rolé relationship between parents In our group. The ldeal conjugal
role refationship, In our vIeQ, is characterized by a sort of parallel-
fsm, in which roles are.nof.assigngd based on sex. The opposite.
would be segregated role relationships with "his", "hers", and "the
kids" dimensions, and very IﬁTTIe conjointness, (Bott, 1957; Ralnwates

1965},

In one respect this [s a social class variable, since ;arious
research efforts ﬁave established a sort of continuum of conjointness,
which is typically high, with I{t+tle social dis+ahcé‘befween
family members in upper class families, and typically Iéw, with much
separation via social distance in lower class fam!lieé, (Bell, 1960;
Bo%f, 1957; Rainwater, 196Q, 1965).. Lower-middle c{ass familles
typical ly show an intermediate améunt of conjointness. OQurs was a
iower-middle class:group.

tn the lower-middle class family, parents tend 16 place more
emphasis on the family unit as a whole, than istrue’of elther the -

upper or lower ends of the conJolntness continuum, (Rainwater, I965).:

They expect to be together much of the time, and;there is. |ittle
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separate soclal particlpation, as is frue of lower class families.

They are, however, together as husband and wife, father Eﬂg_mo+her,
rather than just as persons who share and value their lives together,
as is true of higher class familles. There thus tends to be a
subtle element of social distance between spouses in lower-middle
class families. |

The same mutuality that was seen in the results on marital
communfcafion also charaéferized +he data for conjoint role relation-
ships ln.our families. ConJoint decision-making was Indicated as the
favored decision-making mode by the majority of our familles. The
same was true of their problem-defining and problem-solving behaviour.
. The same conjoln+ne$s also characterized their willingnéss to share
in child management. .

This conjoinTneés of problem—-defining, solving, decision-making,
~ and child-management was a posltive factor, favoring successful
treatment oq?comes. As noted before, involvement éf both parents
boosts the power of the DPC program. The conjointness showed by our
group is -consistent with the: lower-middle class descriptlon of
conjugal role relationships noted above..‘ °

Our familles tended to be less conjoint in sharing Tﬁéézaily
work-load around the home. In this area, they reverted +ollower—class

patterns of "his" and "her" divisions of labor. Since this frans-

lates directly Into parental stress, partidularly stress for mothers,

it has implications for treatment. In the segregated work pattern
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suggested -here, mothers typically have responsibility for "the home"',
which is a pervasige term épptied to a wide range of domestic events,
from house cleaniné to childrens problems. To the extent Tﬁa+ fathers
do not shé}e such'dufies, mothers often +epd to be overwhelmed. There
also frgguénfly exists a kind of devaluing of the homemaker role In
'suc? situations, with the "work" of fathers being of somewhat higher
sféfus. This can be a major source of conflict between parents.
Traditionally, we have chosen not to understand. how arduous and

- stressful the homemakér role fs. Recenf}y, studies have begun

showing what mothers always knew, that belﬁg a homemaker is extremely
difficult (Ryder, 1974; Vanek, 1974). Maternal stress multiplies to
the extent that the job is not shared.

While the amount of conjointness shown by our parep+s in general
was seen as a positive factor which would favor successful treatment
outcomes, future research should be done wffh regard o a comparison'
of differences in such outcomes, and facto™s of familial mutuality.

‘ . /
This could be done as part of the other research needed on soclal \\\
e’

class variables.

The |14 FSS items whfch showed significant changes be%ween pre and
post-DPC treatment conditlons were 5, 9, 11, 14, 19, 20, 23, 25, 26,
30, 34, 35, 36, and'37. We shall dliscuss These changes as they relate
to clusters of item content. ‘

| tems 14, 19, 20, 23, and 34 dealt with parent-child inTergcTIon.

Fol lowing DPC treatment, parents in our group felt their children
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listened to them better, talked more often to their children, spent
less ttme dlirectly with thelr children tn the course of the average
day, pralsed their children more often, and felt their chiidren
responded more positively to their spouses. ~

These resul+ts suggest a clear change for the better in the ways
in which parents and children Interacted. Their perceptlon of their
children as being aversive apparently decreased, ‘making It possibie
tor them to interact gquantitatively more with them, and Tn more positive
ways. The dafa obtalned concerning parent—child fnteraction via the
FSS, thus can be interpreted as supporting é'posiffve treatment effecf
for +hé DPC program where such human interaction variables are concerned:

I+ems 5, 25, and 26 related To the physical mobiltfy dimension
where children of parents in our group were concerned Fol!owinq DPC
treatment, There were fewer rooms off limits to +he child in the home,
and mobility outside +he home was apparently incr;aSed parents
reporting grewter freedom for the child in leaving the home durlnq the
day, and staying outside I+ for longer perlods of time.

The above results seem to reflect greater +ru§+ on the part of
parenfs in our group toward +heir cﬁildren following +rea+men+. To
the extent that a child is trusted, he Is no longer deflned as a
problem, ‘and vice versa. Other data to be .discussed later also suppor+
changes In parental perception of thelr children along severa
dimensions supportiye of greater trust. The‘above FSS results are

Interpreted in that context.
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Qf the above three ltems, perhaps item 5, mobi Tty Tn the home,

i; most ImporTanT. While the parents in our group were not highly
restrictive in this.regard to begin wrfh, to the extent’ that they
were restrictive of the child's movement in the home at all, they
indice+ed a need fo protect certain aSp;ETS‘O% +hémsélves or their
property from the presumed predéfions of thelr children. It is seen
as Important that this need decreased following DPC treatment.

The other two items, which dealt with time spent by the child
outside the home, are more ambiguous. Time outside the home can.be
related elther to greaferracqep+ance lf The chi]d, or rejection as
expressed by the one hofher who wished her child would stay outside
all day and leave her alone. Still, since other results to be discussed
later did show a decrease in that parental attitude called rejection
after treatment, perhaps the current FSS results also favor greater
acceptance of Tée child.

Ftems 35, 36; and 37, which dealt with parental feelings of
effectiveness In the parent role, and reliance on punishment to manage.
child behaviour, also showed signiflcant changes. Parents felt that
thelir spouses relied less on punlshment in controlling childrens
behaviour following DPC treatment than they did before. This at least
indfcafes some decrease In general punitiveness in our fami | Tes, even.
though we lack information concerning punitive measures used by the
spouses who completed the FSS Items each time. |

There were also reported Increases in feelfngs o} effectiveness

in the parent role, both for spouses, and for the parents completing
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the items. Taken together with fhe results on decreased use of
punishment, the data suggest I:éreased reliance on modes of coplng

with child behaviour which ;ere different, and less punitive, following
treatment than had been true prfor to treatment. Training In such
alternate c;plng @qdes is one major goal of the DPC program. The

FSS data suqgest that this goal was reached.

(tem 9 of the FSS, related to tension Ievellin the home, showed_
a very large decrease; dropping almost in haif following DPC treat-
ment. This is reflective of a more relaxed home afmosphere after
treatment, as perceived by parents in our group. Wlthin such a relaxed
a%mosphere, fewer problems would be encountered.

[tem 11 of the FSS, which dealt with the number of outside
influences on childrens behaviour, |lkewise showed‘a marked decfease
following treatment. This-decrease apparent!y happened because for
the first time in thelr IIQes, parents were able to identify and defline
the affects of such outside ffluences, and eliminate them. This was
a direct result of the DPC program intervention. While most parents
do not think in terms of who controls The-relnforcgrs when they begin
treatment, this is nonetheless a very important dimension of behaviour
change. We must conclude that, as a result of DPC treatment, our
.parenfs moved to bring the reinforéers confroll!ng'+hérr childrens
behéQIours more under thelr own controi.

Ftem 30 of the FSS dealt with fhe stressfuiness of money. Following

Treafmen+, financtal stress decreased for our parents, even though
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there was no objective change in the number of dollars flowing into
their Iives. The results obtained were reflective of altered per-
ceptions of the importance of money by our parents. As such, it would
seem to be part of the general decrease in famlly tension noted before.
When tension level in the home Is high, stressor effects are multipli-

cative, and famillies tend to find more things to worry about than when

tension is low.

The Social-Readjustment Rating Scale

The SocIal—RéadJusTmenT Rating Scale (SRRS) was-used as a pre-
) +rea+ﬁen+ measure of adaptive stress. We found that parents in our
sample differed signiflicantly from normative expectations In the stress
value they assigned in terms og L{fe Change Units (LCU) to the life
changes whlcﬁ had occurred In their lives within one year ‘prior to
treatment. Differences were in the direction of greater stressfulness,
and more reactivity to stress, with consequently greater depletton of
coping reserves, according to the basic rationale far this instrument
(Holmes and Masuda, 1967, 1972).

The expected mean LCU value for'+he [1fe change events reported
by our parents would have piaéed them within the moderate range
(20Q to 299) of adaptive stress. The actually obgervedlvalues put
them [n the severely stressful (300 plus) range. Parents in +hel
treatment group did not differ slgnificantiy from those In the fotal
group. At one polnt Itwas thought such Aifferences might have some

hearing on. the a++fi?lon rate found.ln the total gréup, but they
apparent!y did not.
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As seen previously In the results concerning the percelved tension -
level In the homes of our parents, this was a highly stressed group
of people. Increased values for the SRRS are associated with a variety
of physﬁcal and emotional dysfunctions, and with 'decreased adaptive
efficiency where added new life demands are concerned.

The DPC program represented 2 new |lfe demand for the parents
involved. This would have had a negative effect on freatment outcome,
and on the abl{lfy of -our group to utilize the DPC program effeCTively.
A group of people this Tafféred and battered by |1fe demands might
be expected to have more difficulty making additlonal changes In their
lives, than would be true of a group less stressed.

The activity of coping can lower resistance to a variety. of
diseases, especially if coping strategles have been faulty. The fact
that many of our parents defined themseives as having problems with thelr
children, indicated faulty coping at least in one aiea. To the extent
that the DPC program was able to provide parents with new, more effective,
coplng s+;a+egies'1+ could be expected to reduce the amount of stress

experienced by these parents.

The Semantic Differential

The Semantic differentlal technique Is a means of measuring
the connotativermeaning assigned to different concepts at different
points in time. This measurement is accomplished vIa'Ianguage. In

this study we were concerned with possible changes In perceptual and
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conceptual discrimipation for seQen selected concepts related to fami]y
life, and parental perceptions of self, spouse, and child. '

I+ will be recalled that the semantic differential technique 1¢
concerned wlth changes in three factors, Evaluatlon (E); Potency (P);
and Activity (A}. Any concept one cares to mentlon can be factor
analyzed along the above three dimensions, and they will account for
about nlneiy-elghf percent of the meanina content related to the concept.
A'surprisingly large number of concepts have already been factor

analyzed and thelr loadings on the three factors reported (Osgood, 1957;

Snider and Osgoad, [969),

When any given concept changes 1n meaning over time, this change
can be concep?ua{Ized spatially as movemenfhalong ; horizontal plane
from one polarity to another. Technically, this Is called a shift in

semantic space. It locks iTke this:

MOTHER
Bad X - ) Good
versus
MOTHER
1]
Bad X Good

_In this example, the connotative, emotlional, and perceptual meaning

attached to the concept MOTHER changed at two different temporal poin+s.h
That basic real ity called mother need not have changed at all for

a ‘shift in meaning to occur. In this example, the meaning of that

baslc reality moved away from being defined as mostly "bad" to being

defined as mostly "“good," at two different points in time.
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When two concepts are compared with each other at different temporal

points, the same kind of shift in semantic space may occur, but now

there are fwo concepts shifting, which we shall label X and Y for
illustrative purposes. It fooks |ike Fhis:
MY CHILD IDEAL CHILD
Bad X Y Good
versus
MY CHILD IDEAL CHILD ~
f’ Bad | \ XY Good
’ | or even
MY CHILD IDEAL CHILD
Bad Y X Good

In this case, two concep%s can be seen as elther moving clo;er
+oge+her’+hrough semantic space untll they occupy about the same slof
in that space, In which case thelr meanings are néarly iqen+ical, or
as overtaking each other, in which case thelr Teanlngs are reversed.
When coﬁéépf meanings overtake each other, as on an Imaginary semantic
race track, thelr posltions completely crossover; and they come closer

to occupying each others' slot in that semantic space.

The above dlagraphics correspond to the two levels of measurement
for the semantic differential used In this study. |In the first ins+an;e,
we were concerned with changes in single concepts on the three fadtors,
E, P, and A. In the second anslysfs we were concerned with chandes in

comparisons between two concepts.
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It will be rec§lled that the Evaluation, or E, factor méasures
the qood/bad-meaniﬁg dimension. As used by Osgood (1957), the quality
'*Eﬁymgoodness" refers ?o such thimas as liking the stimulus In ques*!oa,
to approach-eliciting properties of %he stimutus, and somQTImes o
moral value judgments about it.

The Potency, or P, factor relates to the strong/weak meaning
dimension of concepts. |t refers to certain power and vitality
properties of the stimulus object embodied in the concept studles, In
a strength-valuing manner.

Thé Activity, or A, factor measures meaning along the active/
passive d!mensfon. I+ relates to certain kinefic qualities, such as
speed and tempo, of the stimulus object. In thls regard, the Activity
factor does not necgs;arily express posliftive attributes, since parents
may find such activity frustrating.

The results which we obtained via the semantic differential
+echnlque.lndlca+ed a number of shifts in semantic space, with several
crossover effects included. These corresponded In each lnstance to
changes in the meanings assigned to the various concepts studled under
the pre and post-DPC TrQaTmen? conditlons. |

The changes no+ed'help establish the value éf the DPC program for
a]fering Thét attitudina!l dimension related to emotiona meaning, or
connotation, for the parents in our treatment group. The results show
that the DPC prégram was effective changing the meanings which parents
attach to Themse!Qes,‘and their children. Changes along these dimensions

are very important, arid serve as one goal of DPC treatment.
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Of the seven single concepts studied, significant shifts in
connotative meaning occurred for three of the concepfs, MY CHILD, beAL
CHILD, and ME AS éARENT. The other four concepts studied did not show
significant changes. Those concepts were MY FAMILY, PROBLEM CHILD,
IDEAL PARENT, and M+ SPOUSE AS PARENT. ‘

We shall briefly discuss those concepts which did and did not
change. Some of the ones that showed no change are as interesting as
the ones that did change.

The lack of change shown for the MY FAMILY concept would seem to
act in suppor+ of the DPC program a§ a vehicle for changing parent-child

relationships, not necessarily reTaTionships between parents and the
.enfire family constellatlion. Tha* Is exactly what' the program was
Intended to do. I+ thus appeérs that the DPC program has a falr amount
of specificity, on a one-parent-to-one-child basis. The DPC program
is in fact structured in that manner, and the non—change seen for this
Item would seem to support the specificity of I+sh;;;roach.
The non-results obtalned for the IDEAL PARENT and MY SPOUSE AS

PARENT lend further support to the specificlty of effects produced by

the DPC program. Our parents were not able to percelve siqnificant

changes In their spouses as parents, nor In the hypothetical and abstract
. : » -
ideal parent. As we shall see shortly, they could clearly see changes

in themselves however.
I+ s more difficult to Interpret the non-changes shown for the
PROBLEM CHILD concept. Again, the concept problem chlld tended to be

an abstraction, removed from any persona! involvement for our parents.
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The resuf+s here may alsg operate In support of DPC program specificlity.

For the MY CHILD concept, which was ceéfalnl&'one of the most
crucial ones fn terms of establishling the efficacy of the DPC program,
the significant chaﬁges which occurred on all three of the facfbrs, E,
P, and A were very suggestive. They fnd!safe that parents in our
group tended to view their own children as being more "qbog", and as
being "stronger" in a strength-valuing way, after treatment than
they did prior to It. At the same time, they tended to see thelr
children as being somewhat less "active" fol lowlng “treatment.

The results of the semantic differential for this study can thus
be offered in suppo}f of _the DPC program as a means of changing parental
aleTudgs toward their own children. It is not necessarily effective
in changing attitudes toward other peoples chlidren, spouses, or families
In general.

The changes shown for the IDEAL CHILD concept are also Interesting,
since they seem to support changes which occurred in our parents per-
ceptions of their own children. For The IDEAL CHILD concept there was
3 sTgnifIEanT decrease on the Evaluatlon factor, an Increase on the
Potency factor, and a slight, but non-signiflicant decrease on the
Activity factor. Taken together, fh? results shggesf that followling
DPC freatment, parents tended to view the IDEAL CHILD connotation as
being somewhat {ess '"good" than It had been prior to +rea%men+. It .
was also sbmewha+ "stronger", which probably meant more aTTainabIé for

them in relation to their own child, that is, more real .

-,
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The fesulfs obtained for the ME AS PARENT concept are seen as
supporting the é%ficacy,of the DPC program in changing parenfaL
attitudes toward Themselves: The ME AS PARENT concept showed signifi-
. cant changes in all three factors, E, P, and A, Thus, it can Be_con-
cluded that followipg DPC treatment, parents 'In our group saw them-
"seives as belng more "good" than they.had prior to treatments They
also saw themselves as being "stronger" in a sTrenéTh—valuing way, and
as bei{ng more "active", which may indlcate something about Increased
energy lévélslfn them following treatment. -
The chandes found on the semantic differential for the single
concepts studied thus tend to supborf the efficacy of the DPC program
as a-means of changing the attitudes of parents. At+titudinal changes
were found‘wi%h regard +é how parents felt about themselves as parents,
and how they felt about their chlldren. These changef were all in
a positive direction. In addition, while of less direct imporTance
to the DPC program, there were also additudinal changes on the part
of pacents in our group with respect to the way they conceptuallzed
the Tdeal child, The ideal child concept was seen as somewhaf less
desirable fol lowing DPC Treafmenf; At the same ?Ime, parents in the
treatment group found their own children more des}rable, fol lowing
DPC fraining.
. For the six comparisons of'céncep+s, In which two concep%s were
compared with each other in the pre and posTEbPC treatment condition
In terms of possible shifts in semantic space, significant changes were

observed for three of the comparisons. Those comﬁarlsons were
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MY CHILD vs. IDEAL CHILD; IDEAL CHILD vs. PROBLEM CHILD, and ME A§ -

PARENT vs: |DEAL PARENT.

The MY CHILD vs. IDEAL CHILD comparisen showed significant i
changes an both the Evaluation and Potency factors, following DPC
treatment. The Iargés{ quanfifa*lve change occurred on the EValua+lon
factor, which decreased markedly under post-DPC treatment conditions,
though 1t still favored the ideal child concept. This indicates
that after TreafmenT,LThe ideal child moved closer, semantically,
along the good/bad co&Tinuum +o the meanling attached by our parents
+o thelr own children. There was, in effect, less connotative discrimina-
tion between the two concepts. In a practical sense, 11 became leis
possible for parents to distinguish ftheir own children concepTuallf
from the ideal child. _
| The Potency factor related to the MY CHILD vs. IDEAL CHILD COMPARI|-
SON displayed one of those aforemenflonéd crossover effects. In the
pre-treatment condition f+ favored the Ideal childrend of the semantic
scale, while In the post-treatment conditlon 1t went completely over
in the directlon to févoriﬁg own children. This Tndicates that parenfg-
In our groupssaw thelr own chlldren as being stronger Thén the ideal
child following DPC treatment, whereas prior fo freatment, the ideal

‘.
chlld had been assigned more strength, In a strength-valulng manner. <;
The above results again support the value of the DFC ﬁﬁbgram for
changing parental attitudes toward their own children. Once again,
the changes observed seem to argue for specificity of treatment effects,

which do not spread much beyond the personal level of Involvement for
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parents with thelr own children. The DPC program effects seem, however,

to Qg/;alrly pofe?T whare slnglayshlld-parenT Interaction unlts are
concerned. This does not necessarily mean that generallzatlon occurs

to other chlldren In the family, or to other chlldren in qenerél.- We
shall return to the generalilzation-of-effects question later. Presently,
+he‘resul+s are émblguous concerniné it. .

For the IDEAL CHILD vs. PROBLEM CHILD comparison, significant
changes occurred only on the Eva}uaTIon factor. The idea! child was
still favored folléwing DPC treatment, but siqnlfjcanTJy less so than
prior to treatment. This means that the ideal child and problem child
concepts moved closer together on. the semanfic'con+lnuum for the good/
bad dﬁmensiop following brc Treafmenf. Ifi a practical sense,.fhe

e

ideal éhild concept became'"lesg good" while the broblem child concept .
became "more good." Since‘Lofh of these concepts are abstractions,
removed from any concrete stimulus objects in our parents na’rural|
environments, the results for this cgpparison,can,gé Interpreted as

4

Ishdwing some generalizatlion-of-effects beyond the’ immediate fémlly

milleus - 4

For the ME-AS PARENT vs. IDEAL PARENT ;omparison, significant _
changes occurred on.The Evaluation and Potency factor. For both factors,
crossover effecTs were observed.

The Iérgesf change occurred for the Evaluation factor related to

fﬂe ME AS PARENT vs. IDEAL PARENT comparison. |t shifted from being

markedly In favor of the {#eal parent prior to tréatment for our parents,

<
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fo favoring themselves as barenTs fol[oﬁfnq Treafme;f. This indicates-
a marked shift in attitudes related to themselves as parents, for the
parents in our group. This Is reflective of a positively altered
self—concépf in relg¥ion to the barenflng role, as a re;ZI+ of DPC
training. Our parents tended to value themselves as belng "more good"
following treatment “than they did prior to It. i

The Po+eﬁcy factor related to the ME AS PARENT vs. IDEAL PARENT
comparison also showed a crossover %iféc+. I'n the pre-treatment
condition Thé ideal parent end of the semantic cont1nuum was-valqu
qsrbeing s+ronqer,-whllelin the posT—DPC'Treafmenflcondifion, parents
in our group vafued Themgelves'as being stronger, in a strength-valuing
waﬁ:
‘ Thé combined effects of +heAasov§ changes deica?e +hat the DPC
program is of value in chanéing parental attltudes toward +hemselvés
as parents. Thiswas so of lTking themselves more; and.iqfééﬁms of
seeing themselves as being stronger in the parent role.

The' results which we failed to obtain at a significant level for

the other concept comparisons may prd@fde some indicatlon of what the

‘@ DPC program does not do. -Suth norf-results were obtained for the

b

comparisons MY CHILD ;s. PROBLEM CH#{D, MY SPOUSE AS PARENT vs. ME. AS
PARENT; and MY SPbﬁSE-AS PARENT};S. IDEAL PARENT,

The PRCOBLEM CHILD concept showed }ess change'ln'meantné in rgia—
tion to M¥ACHILD than the IDEAL CAILD concept did. This means that
parents in the freafménflgﬁaup showed é-gre%igi amount -of .d1scr Imina-
tion. between their own chlildren and the problém ch_}d concept In both
the pre and pqu-DPC treatment condition

E:\hWhI!e as noted above, the
\ ' '

r
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the ideal child ?nd my child céncep+s moved closer together, with less

discrimination b;+ween them following +re;Tmen+, the probfem child/

my child comparison remained more distant In terms of seman%lc space,
This lack of change:}or the +wo(s$ncep+s Involved probably indicates

that parents were reluctant to apply the problem child label to their

wn children under efther pre or post-DPC Trea+men+_condi+lons, even

though in other respects their children had problems. They seemed to

s

.distinguish having problems from being a problem child, which suggests

something about the intensity of their feelings toward thelr own chllidren.

Being a problem child seems to Imply a more ipfal and severe judgment

. :
about a child, than merely having problems. Children and adults may. have

-
- ~

problems and stil! be regarded as basicafly good.' ~-
1t thus appears that the ﬁPC program was successful iﬁ helping '
parents define thefr ow; children as being "more good" following treat-
ment. At the same time, it did not cause them to see their own children
as being a problem In a broader ascriptive sense fol lowing treatment.
The two concepts comparisons, ‘MY SPOUSE AS PARENT vs. ME AS PARENT,
and MY.SPOU§§ AS PARENT vs. IDEKL PARENT, bOThJﬁelafe +o.paren+al per—
cep*[onslgf their spouses. Nelther of them showed significant chanaes
following DPC treatment. This agaln sﬁpporfs the conclusion fhaf the
OPC program is not necessarl ly effec{ive In changling interpersonal
perceptions where paFénT-#o—parenT relationships aré conéerned. The

o .
DPC program thus once again appears to. be ‘primarily effective in altering

varliables related to parent—child relationships. The DPC program does

”

r
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not therefore seem to have much potentlal as a veﬁigle for marital

therapy.

The Walker Problem Behavior |dentification Checklist -«

Four of The-ffve clintcal scales, as well as the total score,
sho#éd gignifléanT decreases fbr the Walker Problem Behavior Identifi-
catlon Checkllist (WP following DPC +re;}mé6+.‘-The'four scales
showing significa;+'décreases were ACTING-0UT, WITHDRAWAL, IMQATURITY,
and SISTRACTIBILIT?: each of whlich Is concerned with measurind
disturbed behaviour. $

The ACTING-OUT scale of the WPBIC primarily }eflecfs disrup*jyg,
nolsey, deflant, aggress!ve, and physically destructife behaviour on
the part of the child. [tem 4 is Illustrative: '"Becomes hysterical,
upset or angry when things do not go his way." Such behaviour on the
part of the chlld Ts most often motivated by anger and frustration.
it rarely comes from nowﬁere, and 1s most often a response on the part
of the child to frustration by external sources, such as parents, teachers,
peers or siblIngs. ‘ o

When our parents report Ie§s actling-out behaviour In Thélf children
following DPC treatment, it means either Thaf sucﬁ beﬁavlour océurs
less often, In a target behaviour sénse, or that there have been
changes In parental perception of, and ﬁerhaps tolerance for, behéViour
which might be labelled ?CTIHQ-OU#S}?AS noted earller, our major concern’
Is with parental changes, and with ;ércelved changes on'fhelpar+ of

parents, rather than with speclflic target behaviours. In that context,
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*he OPC program appears to be effective In helping pareﬁfs-perceive
tess acting-out behaviour in their children. As such, this change
probably relates to increased tolerance of chfla behaviour.

The WITHDRAWAL scale of the WPBIC reflects avoldance behaviour,
or restricted functioning on the part of the child. Item 15 Is
Illustrative: "Tries to avolid calllng attention %o himself." The
decrease In this withdrawa!.dimension reported by our parents for
" thelr chljdrén, would seem to suggest somethi'ng about the chlld
actTvity dimension. The data suggest that parents saw their chiidren
as belng more active following +réa+men+,.whléh would relate to being’
less wlthdrawn, and they also saw them as doing less angry acting-out.
This seems to indicate that our parents saw Their children éimp]y as
being more sponfaneously'acfoe in an acceptable way, followling bPC
treatment. They were, moreover, apparently pleased with the changes
they saw in this regard.

I+ thus appears that the DPC program may be effective In changingl
parental acceptance attitudes toward increased activity levels on
the part of theilr chlldren. This, in TyFn, could well leave the
children involved freer to behave In spontaneous ways. We suspect that
the results reflecf‘increased parental tolerance for child activity,

» as a result of DPC training.

* The IMMATURITY scale of the WPBIC reflects behaviour related to
excess|ve dependency on the part of fﬁe chlld. Dependehcy is defined
in terms of expectling parents dnd others to do thlngs for the chi]a

which he Is, or should be, capable.of doling for himself. [+ems in
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this scale tend to show content which depart somewhat from what the
author ;éys 't measures. The [tems are heavlly [oaded with somatic '
comﬁlalnTs and fear-based behaviour, which may be only Indirectly
related to dependency. |

Several illustrative Ttems will be quoted to help clarify this
ambfguify with regard to the IMMATURITY scale. |I+em 2 asks if the
-chlld is YListless and c;n+lnually tired." Item Il, "Apologizes
repeatedly for hlmself and/or his.behavior." Item f?, "Reacts to
s#res;ful situations or changes In routine with general body aches,
head or stomaches, nausea." Item 20, "Has nervous tics, muscle-
twitching, eye-blinking, nall-biting, hand-wringing." Item 22, "Has
enuresis." |tem 33, "Complains of nightmares, bad dreams."

While the content of the items on the IMMATURITY scale of the
WPBIC may bear some distant relationship to dependency and immaturity,
as the author clalms, it is a tenuous one at best. On the other hand,

L]

these [tems would qualffy quite nicely for an anxlety scale, or even

a psychosomatic disturbance scale.

Whichever the case may be, parents in our group saw sIgnlfIEanT
changes in thelr children on this scale of the WPBIC following DPC
,Treafmenf.l Based on the Item content for this scale, It apparenf!y
related to a percelved decrease In fear-based symptomatology In the
children of parenfg In our sample. |t may fhus.pe concluded that the
OPC program is an effective vehicle for changing parental perceptlons
. of fear—based behaviour In TQPIr chlldren, which the author of the

" scale chooses to call immaturity (Walker, I970)
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The DISTRACTIBILITY scale of the WPBIC reflects child behaviours
;;Iafed to -short attention span, poor study skills, and scho&l non-
attendance. 1+ems 9 and 10 are illustrative. Item 9 states, "Has
“difficulty concentrating for any length of fime," while ltem 10 states,

| "ls overactive, restless, aﬁd/or continually shifting body positlons."

‘ Parents in our group saw a significant change In thelr children
in terms of distracttbility following DPC treatment. This suggests
ThéT the DPC program may have some efflicacy in enrhancing parental
perceptions of calmness in their children.

- While the observafions reported by the parents in our treajment
group for the WPBIC remain one step removéd from concrete target
behaviours, the parents were nonetheless probably seeing some qénuine
changes in their chlldren.‘ The evidence suggests furthermore than some
changes occurred, while others did not. This would arque against
simple halo effects based on parenta! needs to believe that their
children had changed, especially when a number of ‘parents reported the
same changes. In the unlikely evenT.ThaT a number of parents Imaglned
together that they saw the same changeé In their chlldrens behaviours,
this might nonetheless produce positive changes In Itself, since children
do tend to act in terms of parénfal expectations. %hus, If parenis
expect decreases In disturbed child behaviour, and communicate those
expecfafioqs to the child, then follow them with appropriately reinforcing
beha*‘gur df their own, the decreases are apt to become reallty. (S
The DISTURBED PEER RELATIONS scale of the WPBIC was one dimension

which showed no significant changes In the post-DPC treatment condition.

&+
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As defined by Walker (1970), this scale reflects -inadequate soclal skills,

negative self—imagef and compulsive behaviour. I|tems 5 and 45 are
Iltustrative. ltem 5 states, "Comments that no one understands him,"-
while ltem 45 §Fa+es, “boes not initiate relatlionships with other
children."

The evidence dndicates that parents in our treatment group did not
percelve many changes In peer relafion; for thelr children.

These results may be due to the fact that child-to-child inter-
action Is much harder for parents to observe directly than any of +593
other bebaviours measured by fhé WPBIC. This would have been especiatly
true In view of the exclusion of outside chtld visitors from the home
.of our parents, as noféd earlier In this chapter. Thus, peeF-FnTeraCTIve
behaviour must, with %he exception of siblings, have taken place elther
at someone else's house, or on the s+re§+. ]H elther case It was more
removed from parenfal’glew. It Is thus fair to conclude that our parents
were simply not good observers of peer relations among thelr chlldren.
Had they been better observers, perhaps changes would have been

thought +o occur on this dimenslon as well.

The Child Behavior Rating Scale ’

- While the WPBIC Is an adequate Instrument in terms of reliability
énd validlfyf as noted before, The Child Behavlor Rating Scale (CBRS}
Is somewhat weaker. The CBRS-was included In thls study on an explora-

tory basls because 11 presumably does reflect something about the

Q@

"0
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checkl ist of speciflc behaviours.
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relationship between the rater who completes 1+, and Th; child to
whom [+ refers (Ca5§el, 1962). The criterlon varlables related to
"ad justment" were ln!fiarly also +hough+'?o reflec+ somethlng about

the child's broader adaptation to !ife than could be spec!fled by a
/J

r

Reviewing the 1tem content of the CBRS reveals that 1+ is
essentlally a behaviour ra+fng sca]e, however, which Cassel (léGZ) rela+e§
to the somewﬁa+ nebulous concept of adJustment, without clearly
ekpjalnlng the relaflonshfp.' There aré‘;lfficulfies with TheonncepT
of adjustment, théh félfs to achleve a unifprm consensual meaning for.

everyone. The CBRS [tems Include a mixture of specific behaviours

‘displayed by children which are detectable by dlrect observation, and

a number of items which require Inferences about behaviour from the

rater. The inferential. aspect of the CBRS can be seen as a weakness,

- since such Inference‘s are open to differing ln'l'erprefa‘rlohs. This

contrasts with the WPBIC discussed.pefore, which dealt only with point-
at-able behaviours. .

In the CBRS data, we again have parental rating or perceptions of
childrens ancfianlng along severa! dimensions rela+eq to each indlvidual.
child's adjustment. The scales of the CBRS again were, SELF-ADJUSTMENT,
HOME—ADJUSTMENT, SOCIAL-ADJUSTMENT, SCHOOL-ADJUSTMENT, and PHYSICAL-
ADJUSTMENT, plus a fotal adjustment score which reflects changes in

the other five scales.

All of the above scales, Including the tota! score, showed signifl-

. cant changes between pre andaposf-DPC treatment conditlons. This
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Indicates that parents in our group saw changes In thelr children along
the adjustmental diﬁenslons measured by the fnsfrumenf, following

treatment.

The SELF-ADJUSTMENT scale of the CBRS primarily reflects item
content related to the Individua] chl1d's behaviour Tn general. |tems
3 and 6 are Illugfraflveu |tem 3, which measureés a concrete behaviour,
states, hOfTen cries, and with !ittle or no reason." |Item 6, which
- calls for an Inference, states, "Often appears }o feel unwanfeq or
disliked." FEach of the items on this scale, as on the others, can be
In+érpre+ed as showing some disturbance in the chiid -being rated. ™

The significant changes found b?fween pre ang post-DPC treatment
conditions on the SELF-ADJUSTMENT scale, indicafg that parents saw
less of the di§*urbed behaviour measured by the scale In..their children
fol+owing'Trea+meh+.. The DPC program might thus be sald to be effective
in changling parental vlbws In this area.

- The HOME-ADJUSTMENT scale of the CBRS reflects a variety of
item eonfenf mﬁiqh Is‘preaumably'somehow related to the child's adapta-
tlon to home life. While the Items of the above Self-Adjustment scale
are at least cons{sfenf In relating +o‘+he chlld, the same conslstency
Is not found on the HOME-ADJUSTMENT scale. |tems on this scale range
from relative!ly relevant to probably irrelevant as measures of +he'

child's adjustment ?ﬁ‘The home . '( -
o~
tems 2|  and 32“?re Hlustrative. Items 2| states, "Often expresses
strong dislike for home and family" which could be relevant, while

Item 37 states, "Family lives In a multiple famlly dwelllng," which
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probably ﬁas nofhlng to do with child adjustment.

- The irrelevancies and weaknesses shown by the HOME-ADJUSTMENT
scale make_The significant results obtained for it somewhat suspect,
While parents in our group rqporTéd significant changes along this
adjustmental.dimension following DPC treatment, it is ot clear

v
hgrecisely what that Jimenslon is.

The same problems exist with the SOC IAL-ADJUSTMENT scale, ghich
also reflects a variety of item content only loosely relevant to social
adjustment. |tem 44, "QOften plays mean. tricks on-others," item 55,
"Often fends to have stage fright before a group," and ltem 60, "Often
does not attend Sundgy school ér church™ are illustrative,

Whiie the parents in our group reported significant changes on

this scale following treatment, we are again cautlous in interpreting.

_\The meaning of this change, since it is not really clear what the scale

meésures. At best it can be concluded that the parents did perceive
chénges in their childs social-adjustment in some global manner after
the DPC program,

The SCHOOL-ADJUSTMENT scale of the CBERS includes item content
which is-at least ;onsisfenf in reflecting behaviours which a child
'migH+ show in the school situation, and sometimes at home in relation
To school., Item 61, "Often expresses a strong dislike for schobl,"
[tem 64, "Often sedms afraid to spéak out in class," and Ifem'Tl, "Se | dom
works hard or long on school assignments," are illustrative, /’\\
_The SCHOOL-ADJUSTMENT scale of the CBRS is consTrucTeJ so that it

can be most reliably completed by teachers, or by parents if They have a
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fairly intimate knowledge of their childrens fhncfioning in the class-
rocom. Ail of the children of the parents in our group were in school..
They attended either public school, or a local pre-school nursery
e s ' .

school. All of our parents reported a high degree of parent-teacher
contact and mutual information exchange. Thus, Thé results obtained
on the SCHOOL-ADJUSTMENT scale can be accepted with éreafér confidence
as reflecting changes in parental perceptions of their childrens
classroom functioning fol lowing DPC Treafménf.

Since this apparent change in classroom funcfiohing probably did
not result from changes in teachers, it must have beeh reflective of

b )
changes seen by parents in their children. The DPC program can thus

. be seen as perhaps able to produce changes in parental perceptions of

~.

schoo! functioning in their children. ]

The PHYSICALZADJUSTMENT scale of The'CBRS reflects a variety of
‘item content related to physicai problems, ranging from simple matters
of hygieae to «congential defents., Moreover, there are only six ifgms
on this scale, far too few to adequately sample the universe of physical
problems it purporfs o do. iTem 73, "Génerally is in rather poor
health," |tem 75, "Teeth often are unclean;‘gnd Is unkempt," and !tem
77, "There is evidence of perceptual malfunctioning,” are illustrative.

Because of the limitations of the PHYSICAL—AbJUSTMENT scalf, the
significant changes found on it following treatment should be aécepTed

with caution.

The Mbther-Chiid Relationship Evaluation

This instrument provides an attitude measure for four aiTi;udes,
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ACCEPTANCE, OVERPROTECTION, OVERINDULGENCE, and REJECTION, which are
reflected in mother-child interaction. The ACCEPTANCE scale i$ seen
as reflecting a positive attitude, while the other three scales
reflect négaTive attitudes. |t was initially expected that the Tpree
negative attitude scales would show a decrease fo]lowing DPC treatment,
while %he ACCEPTANCE scale was éxpecfed to show a significant increase.

The results did not turn out as expected. Significant changes
were found only for the two scales, OVERPROTECTION-and REJECTION.

The item content of the Mother-Child Relationship Evaluation is
consisfently related to what it purportedly measurés. No inconsistencies

Ywere found. & | 2

The OVERPROTECTION scale reflects ETTiTudes related to parentdl
anxiety abaut children. It reflects excessive c;htéol of the child's
_behaviour, prolénged maférnal care, and prevention of indeéehdenf
behaviour on the part of the chi}d. fﬁis @%f[Tudé on the part of mothers
is gxpressed by an eiﬁessiQ; amount of worrying and obsessing about the
child's health, achfévemenf, adjustment to I?fe, and anTicipafory’féars
concerning "what will become of him" in the future when mother is no
longer around to help.

The reac%}onsaof children %o oyerpro?ecfive mothers can be rathet
severe. In general, such reactions invohye prolonged dependency for ¢
the child, and a fallure to develop responsible characteristics. Such ®
children also ané typically fearful, based on contagion effects derived

from the many fears expressed by their mothers. ’ -

in classiceirpsychodynamic terms, overprotection is often inter-
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preted as a reaction formation defense against feelings of hgstility’
in mothers. It may also result from displaced guil% feelings about

the rejection of another child. |t may also reflect other unhealthy

pu

.{fhings, such as establishing the child as a compensatory love object,

b 4

In less psychodyhamic'Terms,u?he neéd to be overprofqg:;;i:-no
matter where i% come‘s from, involves mothers in a lot of extra wark
with theip7children. |1 requires them to perform an excessive number
of extra operations with the child which become a needless, tiring, _§
and timg-eohsuming nuisance.

fhe significant changes shown in overprotegtiveness by the
parents in our grbup following treatment reflgcf ‘ncreased.wilifﬁgness
on their part to free their children of excessive involvement wf?h them,
ﬁs guch, it perhaps reflects the increased trust between mother and

-~

chiid which was also seen in the Family System Survey data. This is a

" positive indication of the efficacy of the DPC program in helping

parents be less protective of their children. Being less protective

in turn allows the parents to relax about their children, which also

_ allows children the freedom needed to grow. «

e .
The REJECTION scale of the CBRS reflects maternal attitudes related
' x

to withholding affection from childrén, as well aqloverf exbressions of
hosti l ity toward the child, such as neglect, harshness, severify,

brutality, and excessive strictness. Rejecting behaviour from mothers

ranges from simply forgetting to feed the child, to overt physical

abuse. The reaction of childrén to rejection depends on its severity.

Children may react with attempts to win affection which never succeed,

. ,
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with anenTion—geTTing Behaviour, with decreased self-esteem,-and
somet imes with counter=hostility.

The significant change found . fol lowing DPC Treafmenf on the
REJECTION scale for cur parents juggesfs The efficacy of The DPC

program in altering parenfa! attitudes related to rejecTion. Paradox-

ically, rejection and overprotection seem to be correlated with each

N,
S

other, i'n other than merely psychodynamic Qays.’ Overprotection .leads
to excessive parental stress, which may in furn produce parental
resentment of child demands, whlle at the same time allowing no freedom

from those demands derprofecflon is a coerciye variable which locks

parents info a pattbemoF behaviour which they feel compelied to perform.
3 :

When people are coerced, they usually end“up resisting_fhal which does

the coercing. This cad produce rejection of the child, based-on stress-

overload effects alone. ' B ) "

. , n
’ Thus,. to the extent ‘that overp;z;écfion and rejection are related
to each other, a decreaee in one sh Id be accompanied by a.decrease
in the other. This decrease is reflected n oum resuITs N

. The dafa do noT show a 5|gn|f|cant.change in elfher the ACCEPTANCE

or OVERlNDULGENCE scales. This needs to be exp!alned, since a+ least

to the extent Tha+ our parenTs were Iess reJecflng, They might be

expected to also become more accepflng -Atcepfance and rejection are,

after all assumed to be polar opposites.. _ ' T \[

[}

The ACCEPTANCE scale reflects maternal attitudes related to inTeresT

in«childrens pleasures, aCTIVITIes, general development, and the ‘percept-

ion of the child as belng a "good" child. It is reflected in such
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maternal behaviouts as a common-sense approach fo the child, identi-

L
fication wiTh the child, sincere emotional responses ¥o the child,

expRgssions of affection foward the child, ﬁroJiding order in the

b

daily | if§0f the child, and making reasonable demands on the child.,
As defined by this scale, most of our parenfs were already fairly

a?:épTing of .their children to begin with. While they were also in
some ways rejecting, they could not be Judged as having been severely
rejecting prior to treatment. This was not, for example, a child

{Pusing group of parents. Most of them expressed guilt about the

problems they were having'wiTh their chiidren, and they all seemed
. _

genuinely concerned with changing things.
In view of the a[ﬁpady fairiy high level of acceptance shown_by,
“our parents for their childréﬁ, large changes coudd prdﬂg ot be

eipecfed on the ACCEPTANCE scale of the CBRS. I+ remains to be deter-

e d

‘mined via further research whather the DPC program can be effective
in increasing parental acceptance as a specific attitude with parents

who showfiess of it to begin with.

i ad

[}

ddnflon, while This parTlcular scale did not show changes in

“acceptance, as def|ned by it, The resuITs of the FAMILY SYSTEM SURVEY

-~
and the Semantic leferenflal did show‘SIgniflcanT changes along

“dimensions related to greater accepfaﬁ%e_of the child. Those changes

were discussed earlier.
The OVERJMDULGENCE scale of the CERS reflects parental® behaviour
ending‘excessivg time with the child, constantly yielding

to the child's demands,lalQays.defending the child from criticism,
» o B

| y
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and giving too many material rewards TOIThe child. Superficially it
would seem 1'9 overlap The‘overproter?ﬂioP variable, fhougi iT‘appar‘ehTIy
measures something with enough qualitative difference to Justify a
separazg scale. | .

" The lack of significant change found on the E}ERINDULGENCE scale
could be due to the fact that, ifsanyTHIng, our Earenfs went the
other way following treatment, ag-shown by the }esulfs of the Family
System Survey. They spent more time with The;i’chlldren after treat-
ment, Wer; m;re praising, and related to them more posifive}y. Since
the OVERINDULGENCE scale of the CBRS would rate such changes negatively,
no decrease could be expected on IT; This perhaps merely serves as
further confirmation of-The fact that the changes noted on the Family
SyQT;m Survey were Indeed real. T

While Roth (196!) does not devote much time to discussing the

relafionéhiﬁs among the scales of the CBRS, except to say that reject-
ion corrglafes negatively with .acceptance, we mighT\specuﬂaTe that the :
Two remajning scales, OVERINDULGENCE and OVERPROTE&TION, both correlafe:
highly wifh‘ACCEPTANCE. This might be most true of OVERINDULGENCE,

which could be seen as a more direct expréssion of genuine caring for

the cifiid even Than OVERPROTECTION might.

It is, in any eQenT, difficult to be aggzonberned*wifh tThe paTﬁf
ologacal effecTs of the overindulgent behavuours described by Roth \<§\
(+961) on chlfﬁren as he seems to be. While such overlndufgence might, gf

as he suggests, impaKi_The child’s frustration tolerance a bit, it

VY . |

seems far preferable and LQ?S harmful than parental rejection. The DPC

-

-ﬂ
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program is of value in reducing parental rejection, which is probably -

the most impartant change found in the MCRE results.
. . ) -

The Child Cooperation |ndex

The Child Cooperation index (CCl) wés concerned wah measuring
changes in verbal control of chiid behaviour by pérenfs which might
occur as a result of the DPC treatment (Holiané énd Brown, 1973}, ""‘x\\\\\\\h_
Th(s instrument fouches upon a major stressor dimension of the ‘ .
parental role. This dimension is so basic and so ImporTanT that it
is surprising that it has been v1rfua||y ignored in other research
which has generally made unrealistic assumptions about the |imitlessness
of parental energy and frustration tolerance.
Parents must seek verbal control of their ch)ldreﬁs behaviour In
the interest of their own survival. Tradiflonélly, the favored means
of achieving such verbal control was via strictness, sﬁpporfﬁd by
prosaic wisdom to 'not "spare the rod and spoil THe child." This meant ’
.that paren%s had to fr{ghfen their children into compliance and sub-
missién» which are somewhat differénf than cocperation.” i
. With  changes In the child—rearihg ethic in the direction of
greafer'permisgivéness, this traditional approach has met with increasing
- ambi.valence on the part ::Vpé?énfs. However, }he_alferna+ivés have
seldom been clear. .The Iternative favored Ey the OPC pEogrem-is Ta
'achievé a mS?e Truty'cooperaflvé relationship between pérenf and child,
based not on punifive subm|55|on by the child, but involving gewardskpy .
‘parents for cooperaTive behavuour, while They withhold rewards de’/}s
. -

opposite. - o o/

1 -'>V:> 5 ] - | | - )
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We believe that ﬁosT parents wanT-To do a géod Jjob of being
parenfs.' Most parenT; do not want to deliberateiy harm their children.
However, each unpicked-up-toy, each _unbrushed tooth, each uneaten meal,
a?d every other ignored request for behavibur in The interest of the
child; represents a demsﬁﬁ on Qarenfal concern and ;nergy. Such un-
compleTed-Tasks,lwhlch parents dean; as things the child "ought Tg
-do” become discriminative stimull for possible bad consequences, which
respdngible parents must prevent. Each ¢hild presents thousands of

stimuli of this sort, from the time he begins'ambulafing, until he

passes finally beyond the realm of direct parental responsibility by

growing up and/or leaving home. -

. L.
The parental role involves a monotonously mind-numbing and nearly

endless number of such demands from children. They must be dealt.

gpeatedty in child training. Each repetlTidﬁ has potential

W-'Iue for parents, in terms of autonomic arousal and frustration.

’see the value of bru 'iﬁg teeth, why can!fjfhe-chil

e
The above stress multiplies w|+h parenfal caring and devoflon to
thég%arenf role. ConverseT;, It seems to decréése with child neglect.

. Parents who stop caring usually experience less ro;e stress, since they
'shifT most of the responsiBiIiTy for child-rearing to t§e chiid himself
r(HunT 1970; Lewis, [966; Malone, 1966; Pavens?edf 1964). - )

Faulty verbal confrol of child behaviour can force parents into a

f\‘34ress overload sl+ua?ion where they becdme ngglectful, and stop caring,

nged on their own despair. It is difficult understand why this

)}
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.simple fact of parental existence Is so often ignored by others

., . (Lewis, 1966). . - o~

if parents care, but Their verbal control of child behaviour is

nof adequate, they may be forced in*o.oqé of three response modes:

. They may begin doing more things for the child that he should
reasonab!y be ekpeéfed to do for himseif, thereby depriving
the child of responsibility, and exhausting themselves.

2. They may resort to punitive physical measures, such as yelling

,rd/or hitting, to force coopé?éfion.'

éj They may withdraw some of their efforts to nurture the child,
becom less dedicated to the parent role: . ‘

The results which we obtained concerning imcreased verbal control

of child behaviour on fhe:CCf<are certainly eqpouraging wHere this
crucial dimension of parent-child interaction 1s,coﬁcerned;‘.The results
for the five task behav{ourslsfudled showed a significant decrease for

ali of the tasks during the course of DPC training. Thus, it appears

that the DPC program is an effective means of increasing child coopera-

s

-

tion, as measured by The nuﬁber of .requests needed'by paren+;‘fo
elicit performaﬁ%e from the child of routine da!ly‘faék behaviours.
I+ shguld be explained that the five task behaviours studied via
the CCl occurred in a temporal sEquence throughout the déy: hThus,
Task I, typically occurred early in the day, and involved such things ,
as ea%ing breakfast, making beds, and so forth, while Task 5 typically
occurred at the.end of;;he day, ard Indolved-fhlngs I1ke picking up

. N\ . - ®
toys, getting ready for bed, or whaTever.“‘“\\

A B S~

v ‘\E\\H,) | : 54/. Tos
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I+ was presumab]y more difficult to elicit child cooperation later
in the day, due to the cumulative féTigue effects commonly observed in
families at the end of the day. Nonetheless, all of the tasks showed
a decreasing trend over ftime in the number of requests n;;ded to elicit
cooperation.. Task 5, whlch happened at the end of the day, showed "o
greater variability fhan the other tasks, « While it started higher in 4ﬂ§#
terms of mean number of requesTs, and ended higher, the rate of '
décrease in between was on.The same downward élope as fhe other tasks.

‘This suggesfs something about the efficacy of The DPC program in
Terms of enhancing parental verbal conTroI over child behaViour, even
under presumably stressful and +1r|ng conditions. It also supports |
the general ization-of-effects from one behavioural‘fask to another,
since parents were using the same means for eliciting c00pera+idn,
learned via the DPC material, in each of.the fasks.

The results obtained for the CCl éiso"sﬁbporf the changes reflected
in the Family System Survey on child-listening behaviour. It acts as a
convergent measure In-this regard, indicating that enhanced child-

LN

listening does carry-over Into the daily natural environment of the

home as a result of DPC treatment.

One-year Foltiow-up Résalts : |

The Improvemen*gﬁg:}ng Scale (Patterson, 1973} was included as a
sort of measure of consumer satisfaction. Responses tQ it were nearly
identical under ‘post-DPC treatment and one-yedF‘?bJIowdﬂ;'condifions.'

M thus appears that the consumers of Thsngc program sampled here

L3

- remained rathet well satisfied with the results of treatmént a year

- L

/rt—'
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after concluding it. | |
As noted before, consumer satisfactlon is one variable which

ﬁsychoTherapy has TradiTionélly Ignored, pe}haps to its own perile ‘
in view of the mounting criticism direéfed its way. The importance
of consumer satisfaction again relates to general ization-of-ef fects
from_fraining td®daily life, and from one situation to others in the
lives of parents. |[f parents are not satisfied with treatment, or
}} they do not fee!l 1t helped, or was ndt refevanf To Thgir probtems,
the experience of it is likely to bé quickly forgotten. Ff, on the
confrary, they are satisfied with the treatment experience, it will
be remembered and used i&\Vhe future.

| The results obtained on the Family System Survey for'fhg fourteen
items which showed significant differences between pre and post-DPC
conditions also he{d well on one-year follow-up. Nine of %he fourteen
items showed no significant change twelve-months later, and five of
the fourteen items showed‘éfill;moéé stgnificant change on one-year
follow—ﬁp. L : o ‘(

Those ifams which changed and those which did not are equally

important, but in different ways. In al! cases, the %SS was admin-
isTeregawiTh the original probiem child, for whom parefts.sought help,

in mind. They were asked to resgohd'fﬁ‘relafion tTo Thaf'origipal child
with problems,

The results Indiba%e that lItem 5, number of rooms offfIiMiTs, | tem
9, Tensiog Ieve1'ih %he home, lTem 11, outside influences on child

behaviou‘jﬁlTem 14, how well child listens to parepts, Item 25, how

<

\
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» offen the child leaves home each day, |tem 26, number of hours spent

by the child ocutside the home d&li{, [tem 34, r?égw well child responds

. L J
to spouse, |tem 36, parenfa} feelingk of effectiveness as parents,

L L. \
and ftem 37, effective oflfpouses as parents, all remained unchanged

4

on one-year follow-up. . o
Of The FS5 items which showed no significant change on one-year
fol low-up, we can say that at least they shpwed no deterioration.

The changes found one month fdllowing treatment were still holding

oqg'ﬁear later. The evidence that the variables measured by these

i tems %id not revert to pre-treatment baseline cgnditions within the
t .- '

tirst year after treatment is seen as providing support for the

efficacy of the DPC program in producing changes in parental function-

ing which endure over time, for the variables invelved.

The five FSS ifems which showed still more significant change on
one-year follow-up were, |tem 19, number of times daily parents talk
to the problem child, Item 20, number of hours per day spent with that

1

. child, Item 23, number of times daily praise is given to the problem

child, |tem 30, money stress, and |tem 35,fﬁgren+al rgliénce on punish-

ment.

~ i * - .
items 19, 20, 23, and 35, reflect variables related to parent-chiid
interaction.” They all showed still further positive changes one year K

following conclusion of treatment. Item 20 showed a slight, but sig-
nificant decrease one year later. This indicated that parents spent
somewha® less time in the average day with the problém child. Items 19,

. . . | < b N
23, and 33 all showed significant increases on one-year follow-up. - ,

——
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Tagen together, this may reflect certain qualitative changes in paren+—
child interaction during the infeﬁvening year. While parents may have
spent somewhat less time with their children each day, perﬁaps,because
the children were still freer to do other things beside sit around the
home under the anxiocus eyés of their parents, pareﬁfs taiked to their
children more, gave more praise, and used punishment still less on
one-year follow—ugﬁ;han they had at the conclusion of treatment.

The above results offer subporf for the é%ficacy of the DPC
program for not only producing changes which ehdure over time, but

also in continuing to produce chahges in those variables related to

pacqnf—child interaction measured by the indicated Items, This, in

turn, offers further support for a generalization-of-effects far

beyond the immedigfe modification of the problem child behaviours
which brought parents to treatment in the first place.

The Survey of the Fate of Presenfi&g Problems done on one-year
follow;up dealt with the specific presenting target behaviours which
brought our parents fo treatment some fourteen months earlier. - These
were the problem behaviours of their children which our parents were
taught to-modify via the DPC program. However, not all were ingluded

as the speciffc focus of Treafmén?.- As discussed.earlier,:parénfs

- were taught fo modify one or two selected problem behaviours, and were

then expected to apply the DPC principles they had learned,"to other

. problemlchil¢.behaviours oh their lists. Again, Yhe DPC progran relies.

- —

on a'generalizafion-of-effecfs of its principles fromPone particular

behaviour which acts to focus training} to other broblem behaviour%

which may be shown by the child. o
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Of the 25 presenting problem behaviours shown In Table I8 of
Chapter |1, only six behaviours were ever actualiy dealt with during

active DPC training sessions. Chan®es found on one-year fol low=-up

for the rema}ning |9 problem behaviours represeHTed either general-

»

ization effects ffom training, or spontaneous re;hsslons of Tﬁe
behaviours involved.

0f the six behaviours dealt with during fralﬁing, four were
"non-existent" on one-year follow-up, and fwo were reported as being
"much better" by barenfs, 0f the 19 behaviours not dealt with in
training, eleven were reported as '"non-existent", six were "much
better", and two were “The same" on o;e-year fol low=up.

The above changes in target behaviours are presented quite :
: tentatively, since it is not ;ossible to draw many inferences from
them with any confidence..;rhe behav}our repertoire of small chi!dngn
is quiTé subjeéT to change over Timﬁlin any e@énf, and'There'is no way
of knowing how many of the indicated changes woujd have occurred
spontaneously. Unfortunately, nowhere in the ‘literature has anyong
done ‘the rather mundané,research needed fo generate baseline change
rates for child beﬁaviours over time. This is seen as yet another

N

need for future research. r
i

We might speculate that ‘some of the remissi;;j7in target behaviours

. 1
were also due to parents specifically and delibenately alferating the

_ . o
reinforcing contingencies related to them. Th?@ﬂmighf be-especially’
true for certain of the behaviours which tend to become fixed and

patterned after a time. Manlpdlafion of paEen+aI_guil+ by the child,

.
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for example, tends to become an habitual pattern, but it became non-
existant for our patients on one-year fol low-up.
Simi{arly; somatic stress reactions as a function of the child's
‘general fension leveI'Tend'To.become established sarly in Iife; leading
later to psychosomatic disease {Lang,. 1966; Meredith, 1973). Such
somatic reactions are notoriously resistant fo spontaneous remission,
and becore wel | condl*ioned visceral responses. Qur data show four
soma?icajly related behaviours, two cases of Ritalin Hydrochloride
‘ ,use. one case of hyperactivity, and one case of specific soma%ic"
complaints (stomach aches and hyperventilation) which were either non-
existant or m better on one-year follow—uﬁ. _
~ . “
While this still does not clearly establish these changes as the
résulf éf-DPC treatment, it may suggest alterations in child hehaviour

2 :
Le e
which weré the result of something, besides sponfaneous remission.
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- behaviours, which it was already knowy could be broduced by the

- > .
S 'S Y
CHARTER V
SUMMARY AN CONCLUS IONS \

This study wag undertaken in an attempt to define some of Tﬁe
many extra-conditioning variables which might be related to the
Directive Parental Codnselljng training program. The potential
un}verse of such variables Is indeed very Iarge,‘and at this point
can only be guessed at, This study is }he first egplorafory attempt
to ﬁap that universe,

Exfra—condifionlng variables were defined as those events
influencing treatment, and being influenced by it, which are not
specific target behaviours. Our concern was with what other effects

were produced by the DPC program, besides changes in specific farget

pregram. In defining ex+rai§§g§ijioning effects, in a whaf—elsgtcan-

it-do manner, we also hoped 10 define a bit more clearly the limitg

. <

of the program. - o 7

Every freatment program has its Iimifé,‘buf-few attéempt to -
specify them. When the limits are not specified, needless failures
may result. In defininq Qhaf a treatment p}ogram'can and c;nnoT do, -~
need |ess failures may be avoided.

We found that the DPC program is valid in producing changes in
parent-child, interaction with lower-middle class families who have
pre=school and early-elementary schoo& age children. it Is also i
effective with familie; who show a high level of tension in the home, ,

' 179 . £
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and experience much nucléar family stress in terms of relative
isolation from external community supports. The parents we studied
all had marital Eélafionships characterized by a'féirly high degree of
mutuality along several dimensions. Thelir péoblems seemed |imited,
for.fhe most part, tfo The}r chiidren."These problems showed Themselves
in a number of ways reflecting disturbed interaction with their child-
ren. Qur parents were alsc troubled by a iarge"number of influences
on the problém behaviour of their children from outside the Immediate
family. They alsc tended to be moderaféfi punitive=foward their
children, -and restrictive in other ways.
A number'zf changes occurred which wére attributed to the effects
of DPC Treafmeﬁf. Tgose'changes help defiﬁe'some of the limits of ’
effectiveness of the DPC program.
‘SignifiQanT changés jn parental attitudes, and_i; parent-child
inferaction were found. - As a resulf of TreaTmepT, parents ﬁep;:;ed ! '

that their children listened to them better, that they spent more time

with their children, that they praised their children more, and that

. ]

they punished them less. They also reported a significant decrease’

in tension level in the home. There was an increase in verbal control K
\

of their childrens behaviour by the parents who were treated, and a- ‘ -

related increase in chiid cooperation with parental requests.

Parents saw their children as&Iess disruptive, Iegs anxious, less
withdrawn, less distractible, and fore outgoing, fallowing treatment.
They also permitted their children more freedom in terms of

mobility, both within the home and outside it, as a sult of treatment.
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a

~This was seen as.reftective bf greater TruéT between pafenfs and thelir e

children, and of decreased tension in parénf-chlld relationshifgs.

There was evidence of attitude change inlbaren+5w+oward their

. ) U ! -
children along several dimensions.’ They, became Iesé-profécfive of

1]

their children, and also less rejecting of them, as a resul? of treat

ment. A related increase in terms of grgaTéF acceptance of their

r

children was reflected in several different results obtained by this

-

study. Parents also defined their children as being more "good", as
well as sfronger, in a sTEengTh—vaIuing;way, q% a-resuif of treatment.

. Changes in parental perceptions of themselves were';!so noted
fol lowing treatment. Parents reported increased feelings 6f,§ffecfive4\-
néss ié the parent role, and felt better ablg'fo'cope Wwith the demamds |
of parenthood. They liked themselves beTTsr as parents follow[ng:ﬂ
TreaTménT,"raTing Theméeivgs és more "géoﬁ"}énd also "éfropgef“ in the
parenfél role than they had prior to treatment. | .

. The number of outside influences on the' behaviour of the children

of the parents ‘in the study decreased fol lowing Jreafmenf, as parents =,

-

k3

moved to bring control of reinforcefs more wfthinfTheig\i;mediaTe theref .

of influence. Parents also reported decreased financial 4tress fol ok

" ing treatment, though there were no objgctive changes in their incomes.

. A ome-year follow-up study was done, focussed on current igteraction

-

with the child who was originally presepfgd’as havfng problems. Some of

the same measures which were used one month afTeriTréaTmen¢ were adain

’ . M - -
' . : -

emp loyed.

I+ was. found that consumer satisfaction with the effects of DFC

T e
\‘_---
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training held well on one-year follow-up. Thijs was interpreted favor-
ably in terms of parents continued willingness to apply the principles
of the DPC to their lives, based on the apparent conTlnuedjrelevance
which those principles had for them.

The positive changes related to tension level in the home, parent-
child interaction, the child's response to the other parent, parenfal
feelings of effectiveness, both for themselves and Thefr spouses, child
mobility, and ouTeide influences on child behaviour, also held well on
one-year follow-qp. This was interpreted as supporting the efficacy
of the DPC program in producing e ndub g changes.

In addition, the one-year follow-up results showed continuing sig-

nificant changes in the amount of time which parenTs spent with the
‘former problem child, which decreased, while the amount of talking done
with the child, and the amount of praise given to the child, both
increased., Parents also reported’'still further deereases in their use .
of punishment to control child behaviour on one-year follow-up. Money
stress also continued to decrease one year following‘*reafmenf.

A survey.on the fate of presenting problem target behaviours one
year after treatment showed that around sixty per cent of the initial
" farget behaviours were non-existant cne year later. Another thirty-two
‘per cent were reported as being much better. This Is suggestive of
continued generalization of effects from the DPC program, but could not
be interpreted as being so with much confidence, since base!ine data
for spontan€dus behaviour change rates was not available.

The effecTs of DPC Treafmenf?appear falriy specific, For the

i

e
+
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most part they a;e confined to specific-parenT-chifd interaction units.
They do not seem to generalize to the larger famity unit, to children
in general, or to other abstractions related %o parent-child interact-
on. Generalization of effects related to gpecific parent-child inter-
active units were abundantly demonstrated however.,

The efficacy of the DPC program with parents showing different
configurations of socio-economic variables has not been established.
Future research needs to establish its power parTic;lar!y with [ower-
class families which show more discordant patterns of conjugaiity than
was shown by the group sTudiéd here. .

Therapeutic power is a function of two factors, (1) therapeutic
efficiency, and (2) therapeutic effecfiveness, (Brown, 1964). Any
system of therapy may be efficient but not effective, effective but not
efficient, or both effective and efficient.

As here conceived, efficiency refers to the element of parsimony
of the system, in terms of how quickly it can in+eryene in human lives,
~ create conditions for change, and then get 5u+ again. The ideal would
probably be the mythical ”ong:shof cure,"

Many systems of behaviour‘Therépy are efficient. Theiﬁ efficiency
is enhanced by focussing only on fairly limited and specific targets

change, such as enuretic episodes, sexual dysfunction, or whatever.
Tﬁe same efficiency is true of psychosurgery, electroshock fherapy, or
a dose of curare.
Effectiveness, on the other hand, refers to the number of different

kinds of problems a system of therapy is able to deal with efficientiy.
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The term problem does ndt refer TS nosological categories, such as -
schizophréhia, marital dysfunction, or whatever, but rather to the
specific difficulties people may have within whatever diagnostic
categories they are placed by imaginative clinicians.

Some human ‘interventions, such as supportive Therépy via hand-
holding aﬁd encouragement, are broadly effective in terms of helping
most people feel be%fer,rbuT grossly inéfficient in terms of rapidly
changing specific problemé. " The same would be true of psychoanalytic
or client-centered therapy, which are sometimes effective. in npn~5pecific_
ways, but hardly efficient, since they require large amounts of time to
produce their unspecific effects. .

The DPC system is seen as being both efficient and effective. in
terms of efficiency, it produces changes inATwere weeks or less. In
terms of effectiveness it creates change conditions along four main
dimensions related fo helping parents be therapists for  their children:

. The DPC system produces significant changes in parent-child

interaction, in a positive directlon.

2. The DPC system produces changes in parental affifudestToward

their children, in positive directions.

3. The DPC system produces positive changes in parental feelings

.of effectiveness in the parental role, with incréased Iikiné
of Tﬂémselves as pérenfs on the part of parents exposed to it.

4, The DPC sys{em helps parents achieve more effecTiQe conTrel

over the reinforcers which control child behaviour in their

lives.
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In terms of limitations for the DPC program which we found .in
the present study, there were two main effects.

‘ 4
. The DPC program is limited in altering the parents role

percéﬁ?ipn of their spouses or their attitudes to the general
family s;¥u§Tion.

2. Thg DPC prog?ém produces e%fecfs which are limited to specific
parenf-child interactive units, and which ao not necessarily
extend to the rest of the family unit. However,_we obtained

_ho direct information on possible effects direcfly from
sinifings.

Successfullf nurturing a tamily is perhaps the ultimate test of a
human beiég's ab?lify to endure, franscend, and |ive beyond, while at
the same }ime remaining a loving being. Doing it well requires immense
pa+*énce within an endless prb;ess of creative problem-solving.

Mundane Talénf, wealfh:'an% social position are of little help. Intel-
IiQence has no valué %or the task unléss it is balanced by compassion.

Being an effective parent means struggles over the breakfast table,
the sickbed, and iﬁ the middle of the night, if family inTegriTy.is to
be preserved. It often means few rewards beyond the doing, and the
sharing of human bonds. Of all human relationships, the famify perhaps.
comes closest to the transcendent, or the divine. I+ either ennobles
people, destroys them, or is itself destroyed. It continually asks the
ancient question posed by philogophérs and theologians, how can human

-beings stand together so that |ife flows between them and permeates the

work they do together. The answers are always difficult, Sometimes
v )
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there are none. -
If the results of our. work with the DPC program can be used In
some way as a guide to future applications of Tﬁe program to help

: - )
parents with creative problem solving, they are justified. Parents

obviously need all the help they can get.

T
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APPENDIX A

COPIES OF THE MEASURING INSTRUMENTS USED



FAMILY SYSTEM SURVEY

The following questions are to help us understand something abogf your
family’sifuafion. The information you give is for treatment and
evaluatién pruposes only., It will not be shared by us with your.spouse.
It will not be shared with oThef oufsid? persons except in the }orm.of
statistics in research reports from which all personal identification

-

has been removed.

Name:

.?;f"\ | Age:
<

\Q\hFiving with spouse: Yes No
—

I. Your educaffon (check one)
Graduate professional training with degree
Col lege o% univeréify gradiafion
Partial co[lege Training
High-school g;aduaf}on :
Partial high-school, grades 10-13
High-school, grades 9 and |0
Lesslfhan 8 years of school
2. Your occupation {(check one)
Homemaker
General labor, unskilled work
Semi-skilled work
gk{lled trade (such as carpenter, welder, tool & a

‘die, etc.)

187
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Owner of small business, clerk, salesman, technician
- Administrator of large buéiness,‘semi—professional
Manager or proprietor of medium-sized business
Executive or owner of large business, professional
' person (such as doctor, teacher, lawyer, etc.)
3. Your gross' family inéomé yearly (check one)
hnder $5,000 | ‘\\\\
5 to $10,000
10 to $20,000
20 to $30,000
Over $30,000l
4. Number of rooms in *ourﬁhéuse (circle one)
12345678910, qur 0= - rooms
5. How many of Théselrodms aéé off-limits to the child you are
-« having problems with, or his entry restricted in some way
(c;rcle one) .

01 23456 7'é 9 10, over 10 = rooms

6. Age of the child you are having problems with: | to 3 years
4 to 6 vyears
7 To‘ 9 years,
10 to 12 years

Over |2 years

7. How many other children live in the home {circie one)

01 234567891011 12, over 12 = children



{89
Other people IiQing in the home "(such’as in-laws,
relatives, roomers, etc.)
o123 4 56 # 89 101l 12, over 12 = others
How fense is the gegeral atmosphere at home, shown on a (00 point
scale of tension, with O being no tension at all, and 100 being

the most tension you can feel. Draw a line.

90
0 a : 100
Tension
Will both you and your spouse be involved in the treatment of

the child's probiems? |If not is he or she opposed to treatment?

Treatment means at home and in the clinic,

Both parenfs involved
One parent involived
One barenf opposed
How many people oufsidel*he family contribute to the problem
behaviour of the child in quesfioh, such as. grandparents, other

relatives. Include influences in the child's life ocutside the

home, such as teachers, neighbors, friends, etc.
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No outside influences

" One outside influence

Two outside influences

More than two -
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Note the approximate amount of agfeemenf or disagreement between

you and your spouse on the following items. Plegase check each

item,
) .
Almost| Sometimes| Often- [ Almost
ITEM Always] Alw we we Always | Always
Agree | Agree "UTsagree Disagree|Disagree|Disagree

Handl ing family f inances

Matters of recreation

Showing affection

Friends

Sex Relations

Conventionality {(right,

good, proper, conduct)

Philosophy of life

-

Dealing with in-laws

How well| does your, spouse listen 1o you when you really have

something to say? (Check the dot on the line below which best

describes the situation).

Rarely

Always
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4. How well does your child |isten To you when you have something
to say? (Check the doft that best describes the situation).
r, . .
\? . -~
Always Rarely:

15, Do you confide in your spouse? (Check the most appropriate dot).

!

Rarely o e . N\ Always ¢
6. When major decisions are made in the family, how often do you

make them alone? (Check the most appropriate dot).

L
\

-

Always ] Rarely
7. hhén 3 famil; progiem comes up, who usually discovers it first and
starts action to solve }T? {Check one) > ‘
i always do __ | do mostly — Abou% equal

Spouse mostly  Spouse always dogé
|8. When you and your spouse communicate, how often do you really

’

understand each other? (Check the mgéf appropriate dot).

Rarely ~ ‘ Aiways
9. About how many times it the average day do ybu talk with your;

child for 2 minutes or mora? (Check one).

I to- 5 times.



. 6 1o 10 times
Il To 15 times
B0, Over 15 times

About how maﬁy hours in the averagﬁ day or evening are you with >

-~

the child who has the problem? (Check one). Don't count sleep-

ing time.

N

1 23456789 1011121314 1516 17 18 9 20
Is the child's probléh cpnfjnéd to him/ﬁer. or has the same

problem been found in other children 'in fﬁe family too?

-
~

(Check one). . .

This Ghild only @ \ ‘
! ojﬁer Ehild

2 oTher'chiIdnen\\
3 or more children
Abogfﬂhow many hours in the average week does someone from outside

the home belp with the chores of the family and child-rearing, such

r

. as domestic help,‘babysifférs, grandparents who often take the *
"children, etc.? (Check one): ' . . = |
0 to | hr.
3 to 4 hrs.
5 to 6 hrs. .
¢ .
' . 6 tfo 7 hrs.
8 to 9 hrs. . -
. i0 to I5 hrs.

. 16 to 20 hrs.
- - "



23.

25.

26.

27.

28,
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2! to 30 hrs.
Over 30 hrs.
How often in the normal day do you praise your chjld? (Check one).
01 23456788910, over 10=___ times.
How many times in the avérage week do other children enter your
.

home to visit your child? (Check one).

01234567, over 7 = visits weekly

Visitors every other week Monthly
Less than monthly Never

How many times a day does your own child leave the home, including
school? (Check one). Include play, trips fo the store, efc.
012345678910, over [0=__ times.
How many hours in the average day does your child spend outside
the house? DO NOT IWCLUDE SCHOOL. (Check one).
| 0 to 2 hrs.
3 to 5 hrs.
& ’ & to 8 hrs.
9 to Il hrs.
- More than || hrs.
In the average week, about how many times does your family do
things together for fun, such as goiﬁé to movies, walks, etc?
(Check one}.

012345678910, over 10 = t+imes,

About how many hours a week are you and your spouse fogether

without the children? (Check one).



29,

30.

3).

32,

33.
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01 234567891011 121314151617 18 19 20,

over 20 hrs, - .

About how many hours a week do you have for yourself, to do
whatever you want? (Check one).
012345678910, over 10 = hours.

How stressful is the issue of money in your family? (Check the

dot on the line below that best describes the situation).

Very Not at
Stressful _ All

How well do you and your spouse share the work load around the |
home, such as cleaning house, getting the children to bed, pick~

ing vp the clutter, etc. (Check the most appropriate dot),

Always Rarely
Share Share
How willing is your spouse to take responsibility for managing

" The children and setting rules? (Check the most appropriate dot).

Rarely . Always '
does does

How effective is your spouse in handling your child's {children's)

behaviour? (Check the most appropriate dot).
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Very Rarely
ef fective effective

. How does your.child respond to your spouse's way of hand!ing

problems? (Check the most appropriate dot),

Very Very
poorly ) well

To what extent does your spouse rely on yelling, spanking, or
other forms of punishment to control the child's behaviour?

(Check the most appropriate dot).

Always Rarely

In general, how effective and strong do you personal.ly feel most

of the time in the job of being a parent? (Check the most

appropriate dot).

Very Rarely
effective effective

About how effective do you think your spouse feels most of +he

time in the job of being a parent? (Check the most appropriate

dot).

Very Rarely
effective . effactive



PERSONAL EXPERIENCE RATING SCALE

\

Name ;

196

Please rate each of the following upsetting events which happened in

your life in the past 12 months in terms of the amount of stress and

upseT iT caused you, on a scale from 0 (no upsef) to 100 (severe upset)

and the changes in your |life situation which resulted from it.

Life Event
Death of spouse
Divorce
Marital separation
Jail term
Death of a close family member
Personal injury or illness
Marriage
Fired at work
Marital reconcilliation
Retirement
Change in health of family member
Pregnancy
Sex difficulties
Gain of new family member
Business readjustment

Change in financial state

Stress Value




Death of a close friend

Change to differenj line of work

Change in Aumber of argquments with spouse
Mortgage over $10,000

Foreclosure of mortgage or loan
Change in responsibilities at work
Son or daughter leaving home
Trouble with in—laws

Outstanding personal achievement
Wife begins or stops work
Begin-or-end school

Change in living conditions
Revision of personal habits
Trouble with boss

Change in work hours or conditions
Change in residence

Change in schools

Chaﬁge in recreation

Change in church activities
Mortgage or loan less than $10,000
Change in sleeping habits .
Change in number of family get-togethers

Change in eating habits

Vacation

197

Stress Value




Life Event
Christmas

Minor violations of the law

Others:

198

Stress Value

Y
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SEMANT|C DIFFERENTIAL

The purpose of this scale is to measure your emotional responses to
several factors concerning yourself and your family. This®is done

by having you judge some items on a series of descriptive scales.

Please make your judgments based on what the item means Yo you. Do

not worry or puzzle over individual items. It is your first impres-
sions, your immediate responses, that we want. On the other hand,

please do not be careless, because we-want your true impressions,

There are 7 positions on each scale. |f you feel that an item is

very closely related to one end of the scale, put your check mark

next to the appropriate adjective:

Sweet 'x i i { { { i i Sour

Sweet 1 t { 1 ’ 1 1 i X [} Sour

I'f you feel that the concept is closely related to one end of the

scale (but not extremely so), place your check mark as follows:

Sweet | (X l i | ] | Sour
or

Sweet i | [ | | X Sour

1t the concept seems only slightly related to one side as opposed to

the other (but not really neutral), then you should place your check

mark as follows:

Sweet | i 1 X | L | Sour

Sweet i | i i 1 X’ i ] Sour
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1

The direction toward which you check depends on which of the two ends
of the scale seems mosT accurate or characteristic in describing the

concept,

I'f you feel the item is neutral! on the scale, or if the scale does not

apply at all to your life, place your check mark In.the middle space.
. J
Sweet L [} N { X t ) 3 i i Sour

-



Worthless

l.

2. Difticult

3. Scientific

4. Passive

5. Important
. B6. Disreputable

7. Weak

8. Wise

9. -Interesting:
10. Flippant

Bad

12, Severe

I3. Responsible
14, Traditional
15. Broad
16. Useless

|7. Subdued

|18. Varied

l19. Practical
20. Mature

2l. Beautiful
22, Serious

23. §Sick

24, Slow

25. Personal
26. . Fair

27. Feminine
28. Sad

29. Hot

30. Naive

MY FAMILY

L L

L

-
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Valuable
Easy
Unscientific

Active

Unimportant

Reputable
Strong
Foolish

Dul |

Earnest

Good

Lenient
Irresponsible

| nnovative

" Narrow

Useful

Flashy

Monotonous

" Theoretical

Youthful
Ugly
Humorous
Heal thy
Fast
Impersonal
Unfair
Mascul ine
Happy
Cold
Sophisticated
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22.
23.
24,
25.
26.
27.
28.
29.
- 30.

Worthiess
Difficult
Scientific
Passive

Important

Disreputabie

Weak

Wise

Interesting

Flippant
Bad

Severe

Responsible
Traditional

Broad
Useisss
Subdued
Varied .-

Practical

_Mature

Beauti ful
Serious
Sick

Slow

Personal

Falr
Feminine
Sad

Hot

Naive

THE JDEAL CHILD

-
1 ' L 1
| ) r i
. .
! | t 1
| ! 1 1
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Valuable
Easy
Unscientific
Active
Unimportant
Reputable
Strong
Foolish
Dul |
Earnest
Good

JLenienf

Irresponsible
Innovative
Narrow
Useful
Flashy
Monotonous
Theoréfical
Youthful
Ugly
Humorous
Heal Thy
Fast
Impersonal

Unfair

. Masculine

Happy
Cold

Sophisticated
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4.

i5.

l6.

7.

18.

19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.

‘Worthless

Difficult
Scientific
Passive
Important:
Disreputable «
Weak

Wise
Interesting
Ftippant
Bad

Severe
Responsibie
Traditional
Broad
Useless
Subdued
Varied
Practical
Mature
Beautiful
Serious
Sick

Slow
Parsonall
Fair
‘Féminlne
Sad

Hot

Naive

MY CHILD
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Valuable
Easy
Unscientific
Active
Unimportant
hepufabte |
Strong
Foolish
Dul |
Earnest
Good

Lenient .

-

-

Irresponsible
| nnovative
Narrow

Useful

Flashy
Monotonous
Theoretical
Youthful 7o
Ugly

Humorous
Healthy

Fast
Impersonal
Unfair
‘Masculine
Happy

Cold
Sophisficafed
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6.
17.
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9.
20.
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22.
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24.
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26.
27.
28,
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30.

Worthless
Difficult
Scientific
Passive
Imﬁorfanf
Disreputable
Weak
Wise '

Interesting

P

Flippant
Bad

Severe
Responsibie
Traditional
Broad
Useless
Subdued
Varied
Practical
Mature
Beautiful
Serious
Sick

Slow

Personal

L3

‘Fair

- Feminine

Sad
Hot

Naive

-~

A PROBLEM CHILD
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Valuable
Easy
Unscientific
Active
Unimportant
Reputable
Strong
Foolish

Dul |

Earnest
Good
Lenient
Irresponsible
[ nnovative
Narrow '
Useful
Flashy
Monotonous -
Theoretica!
Youthful
Ugly
Humorous
Heafthy
Fast
Impersonal
Unfalr
Mascul I ne
Happy

Cold

"~ Sophisticated
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17.
8.
19.
20.
2i.
22.
23,
24,
25.
26.
27.
28,
29.
30.

Worthless
Difficult
Scientific
Passive

Important

Disreputable

Weak

Wise

Interesting

Flippant
Bad

Severe

Reéponsible

Traditional

Broad
Useless
Subdued
Varied~
Practical
Mature
Beauti ful
Serious
Sick
Slow
Personai
Fair
Feminine
Sad

Hot

Naive

THE IDEAL PARENT

-

-

T

—
-

Valuable
Easy
Unscientif

Acfive-
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Unimportant

Reputable -
Strong
Foolish
Dull
Earnest
Good
Lenient
Irresponsi
I nnovative
Narrow
Useful
Flashy
Monotonous
Theoretica
Youthful
Ugly
Humorous
Heal thy
Fast
Impersocnal
Unfair
Mascul ine

Happy
Cold

ble

Sophisticated
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‘3.

4.t

5.
6.

13.

4.

15.

16.

17.

18.
19.
20.
2.
22.
23,
24,
25.
26.
27.
28.
29.
30.

.
-

Worthiess
Difficult

. Spienfific

Passive
tmportant
Disreputable
Weak

Wise
Interesting
Fiippant

Bad

Severe

Responsible

.TradITionai

Broad
Useless
Subdued
Varied
PracTicél
Mature
Beautiful
Serious
Sick
Slow
Personal
Fair
Feminine
Sad

Hot

Naive
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Valuable
Easy
Unscientific
Ac%ive
Unimportant
Reputable
Strong
Foolish

Dutl

tarnest
Good

Lenient
Irresponsible
InnovaTiQe
&arrow
Useful
Flashy
Monotonous
Theoretical
Youthful
Ugly
Hurmorous
Healthy
Fast
imperscnal
Unfair
Mascul ine
Happy

Cold
Sophisticated
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Woerthless
Difficult
Scientific
Passive
Important
Disreputable
Weak

_Wise

Interesting
Flippant
Bad

Severe
Responsible
Traditional
Broad
Useless
Supdued
Varied
Practical
Mature
Beautiful
Serio@s
Sick
Slow‘
Personal
Fair
Feminine
Sad

Hot

Naive

MY SPOUSE AS PARENT
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Valuable
Easy
Unscientific
Active
Unimportant
Reputable
Strong
Foolish
Dull
Earnest
Goed
Lenient
Irresponsible
Innovative
Narrow
Useful
Flashy
Monotonous

Theoretical

‘ Youthful

Ugly
Humorous
Healthy

" Fast

Impersonal
Unfair
Masculine
Happy

Cold
Sophisticated
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PREVIOUSLY COPYRIGHTED MATERIAL,
IN APPENDIX A, ‘
LEAVES 208-217,
NOT MICROFILMED.

"Walker Problem Behavior Identification Checklist",

by Hil1 M. Walker, Ph.D.,"The Child Behavior Rating
Scaie", by Russell N. Cassel, Ed.D., "The Mother- :
Child Relatjgnship Evaluation" by Robert M. Roth, Ph.D.
A1l published by Western Psychological Services,
Publishers and Distributors, 12031 Wilshire Boulevard,
Los Angeles, California, U.S.A. 90025.



218

*2

ST T g [TI51T]F

L1916 ¢ %
#3oTdm0; 0F weynuTN peIsen

6 8 L 9 GV Nm 0
v ¢/% ¥ ¥ o

P
S0uT],

L
T

PeI9TdW0) W] JO juncuy
sautod IwrnoijIed Lue 3w esouwwmIozIed ®,pTTHO €43
pecuenyJut samy Ayw YOTYR fuseurTy v gons ‘Awe JT ‘suopifpuoo [wiceds ejou osTw
‘aoreq sowds eyl ul *PIEISS0d JI ING XHSAY S0KO MO¥L EOVI SI¥H ‘43I0 o8 puw
45 9q PINOA ©J00S 943 ‘umime ST Tweu STOGR o4} JT "2 JO #X009 ¥ 388 314ftE pool
JO W3Iq @9IY3} JO OAL °0 ©q PINGR #1008 UOoT3eTdmoo w3 eyy ‘LreITiue OTqw:
#Y} SPTOA 9US JO ©Y puw 3PRJYWPIq 3we 03 PLIYC o4} Xwe noi JT ferdwexe Io4

*G 03 O WOij e[woN © WO
‘dn sATF qioq nof sIogeq seseTdwoo LITWUTJ 9Ue JO eg XWe3 o4 Jo juncww oU3 (f)
PUR ‘ywm) #Y3 USTUTS O3 PTTRO oW SeXwl 37 ‘sejnuim up ‘ewr; eqy (2) fxwey eui
9QJI¥38 eYE IO oQ 8X0Jeq JwE 3FNE nol sewy; Lluwm Aoy :w 1005 °sBuyg; eseqs; op
0% ®m3menbeI Inol 01 83098 PTIYC 943 AOY @ATesqo ewweTd ‘peeiw dYeea ey} BupIng

eqidog o8 pum épeq I037 Lfpwes 108 fxxonewoy op
ésfoy dn YoId ‘gymq ¥ edwy ‘wiwem jwe ‘Miec; anaq ‘Sutuxow eyqi uwy dn 4eF eIy
afuryl *dwp yoes op 03 PIIYe Il xee nof sSurgs SUTINOI G AOTeq 3BTT eeweld

mey
YHORT ROIEY844000 TIIHD

*T



219

IMPROVEMENT RATING SCALE

Please check below the items that most closely describe the current

situation with your child at the end of training.

. As a result of freatment, your child has:
Become much worse
Become slightly worse
Not changed
Improved slightly
Iﬁproved markéd!9
2. In regard to the effect of this treatment, you feel:
Much more negatively toward him/her
Siightly more negative toward him/her
About the same toward him/her
Slightly more positive toward him/her
Much more: positive toward him/her
3. As a result of treatment, my family has, on the whole, begun to
function: ‘
Better
About the same
Horse
4. On the whole, | think treatment was:
Harmful

Useless



220
Stightly effective
Very e{fecfive
The effect of freatment on my child was:
Better than | expeETed
About what | expgcted
Worse than | expected
As a result of treatment, my child seems:
Less happy at home
About the same

More happy at home

¢

.- How tense is the general atmosphere at home now on a (00 point

scale. Draw a line.

40

100




APPENGIX B
PARENTS MANUALA

FOR THE DIRECTIVE PARENTAL COUNSELLING TRAINING PROGRAM



Name:

[« TR+ RN o+ BENEN B o LR W B S O Y

.Select one: two aspects—-——---—--——o

Withholding: sometimes/never--=-----

DIRECTIVE PARENTAL COUNSELLIL\IG'

(RCC - |ODE HOSP.)

*

Cornelius J. Holland, Ph.D.

University of Windsor

Windsor, Ontario

Group:

Week

| 2 3 4 56 7 8 9

10

List the problems———-—-—-m—me—mem—m

Know the positives—————ecom—mmecaanad

Know the negatives-w=—m=ec—a—maao—e—o

Making words matter--—————-———ec——e—od

Making rules————-~——=m=mma—m- ]

How to decrease: where or when----~-

How to decrease: explore C Afl-=-—---

How to decrease: 3 possibilities—--—4

How to decrease: punishment--————==qg

How to decrease: |0S§————————m——meeo

How To decrease: withholding====m===

Withholding: who else controls—---—--

Decrease solution: rehearse ABC-----

How to increase: where or when=~=---

How fto increase: explore C A#2---——-

221




zi.
22.
23.
24,
25,
26.
27.
28,
29.
30.

How fo increase: where or when

Reward:
Reward:
Reward:
Reward:
Reward:
Reward:
Reward;
Reward:

Increase solution:

immedfaCy-

what is right-—————=———-

13

step-by-step-—————=—-—-—-
structuring or urging----
vary type--—---——--=ceme—u-
vary amoynte———me———————.
deprive————c—emm—e

not all the timg--———-—-~

rehearse ABC

222
Week

| 2 3 4 5 6 7 8 9
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List the Problems

Make a list of the separate problems you wish to deal with.

Write here:

Now consider egeh of these in terms of what you can-see or hear

about them. That is, what is the child doing or saying when he

is acting out the problem?

Start getting in touch with what you can see or hear the child

doing or saying. How is the child acting?

Again consider the problems you have listed above and try to
state them, or at least one of them in a way that would tell

how the child behaves, or what he does or says.



Write here:

224

L:I"
-
o
- 7
e
. X
;

o

-



-
i

2.

225

Select One to Work With

Select one of the problems and forget al! the other for a while.
[f you can work your way fThrough one you can work your way
through others,

Write it here: e

Now look at the problem you have selected from two aspects or
two points of view,
A. From one point of view (asﬁecf #!) some behaviour.which

is undesirable is occurring too oftfen.

. B. 'From another point of view (aspect #2) some behaviour which

is desirable is not occurring often enough.

We are going fo try to decrease systematically the undesirable
behaviour which is occurring toc often and to increase system-

aTicaIIy'The'behéviour which is not occurring often Qnough. N

State the problem you have selected (remember, whafljs it that

' v
you see or hear):

_A. What is the too frequent aspect?
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Write it here:

—— N\

B. What is the too Infrequent aspect?

Write it here:




'
S
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3. tstimate Strength

{. For any given time period that you choose, how often:
. A. Does the too frequent aspect occur?

Estimate here:

B. Does the toc infrequent aspect occur?

Estimate here:

2. How serious do you think the problem is, frem your point of
. » . ;
view?

Mark your estimate below: .\\,_,
Not serious

Extremely
at all

serious
- . 100
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Set Reasonable Goals

Again we want you to consider the problem from each point of
view, “

When you are successful in changing both aspects of the problem,
we want you fo know this success as clearly as pogsible.

What is a reasonable goal to expect from your child ﬁéncerning

the behaviour that is now occurring too offen That is, to

. what extent should_ij_decrease?

Write your estjmate of the goal'of aspect #l| here:

What is a reasonable goal to expect from your child concerning
the behaviour that is now not occurring often enough? .That is,

te what exTenT-shoul‘i it increase?

Write your estimate of the goal of aspect #2 here:




il
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. 9. A-u-C (the.core of the programme)

A

. [
There are three basic things we need to know: what happens

before the behaviour occurs; what is the behaviour; and what

happens after the behaviour occurs. Each of these will be

L ol

treated in turn. (Some parents find this easier to do if
d

they read through the entire point, then start with B, go to
: -~

C, and then return to A).

]

the ANTECEDENT of '"that which precedes the behaviour"

o
1]

A = The environment the child is experiencing immediately
before or during the behaviour

A = the signal for the behaviour

A = the conditions under which the child's behaviour occurs

A = where or when the child's behaviour occars

A = the occasions under which the behaviour takes place

A = "look before". Discover what happens before.

(Atl of the above mean the same thing)

What is the A for the problem you selected?

Write here:
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4. B = the BEMAVIOUR of the child which you are concerned

about

B = describe what the child is doing or what the child
should be doing but isn't

B = describe the problem from the two points of view:
what is occurring too often; Qhaf is not occyrring
often enough

B = describe what you see and hear the child doing or
not doiég

B = the action or lack of action of the child

B = describe what your eyes and ears bring to you

B = don't guess about what is going on inside your child;
instead see or hear what is going on

8 = don't confuse your own fear, anger, or disappointment
with the actual behaviour of the child

B = for example, it you were To-say your child is angry,
describe what you‘égg and hear the child doing or
saying that makes‘you think he is angry

B = for example, if you were to say your chiid is spiteful
or.hyperactive or shy, what would you be seeing_or
heéring?l s

5. Describe the B for the problem you selected.
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Write it here:

the CONSEQUENCES of the behaviour FROM THE CHILD'S POINT
OF VIEW

What hapﬁens atter the beha;iour occurs

The rgsulfs of the behaviour for the chiid

the reason a behaviour is occurring foo often or not
often encugh ]

why the behaviour is present or ;Eéen+

the change in the environment that Thé behaviour brings
about

the most important thing we are looking for

whether a behaQiour occurs more or less often

the thing that CONTROLS the behaviour

CONTROL ' y

5 possible GONSEQUENCES or CONTROLS:
A CONSEQUENCE of a behaviour can be positive or pleasant
for the child. The behaviour then will INCREASE or occur

more often or get stronger. We will call this REWARD.
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[t's abbreviated (S+).
A QONSEOUENCE of a behaviour can remove something negative
or unpleasant from the child. As'jn reward the behaviour
then will INCREASE or occur more éffen or get stronger.
We will call this RELIEF. It's abbreviated (-S-).
A CONSEQUENCE of a behéviour can be negative or unp leasant
for the child. The behaviour then will DECREASE or occur
less often or get weaker (but usually only for a short
while). We will call this PUNISHMENT. It's abbreviated
(5~).
A CONSEQUENCE of a behawiour can remove someThing'posiTive
or pleasant from the child. The behavipur will DECREASE
or occur less often or get weaker (but usually only for a
short while). We will call this LOSS. |f's abbreviated
(-5+).
A CONSEQUENCE of a behaviour can be neutral for the child,
neither positive nor negafive, neither pleasant nor un-
pleasant. Usually behaviour will in time DECREASE or
weaken permanently. We wiil call this NEUTRAL, It's
abbreviated (So). |

Summary of point #5

Antecedent Behaviour Conseguences Results on B
Where Behaviour Reward { S+) Increase
or - Action Relief (-5-) Increase
When Doing Punlshment ( 5-) Decrease
Loss ‘ {-S+) Decrease
Neutral ( So) Decrease
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Know the Positives for Your Child

We must discover what is considered pleasant or positive from
the c;ild's point of view.

The first reason.for this is that the child may be obtaining
as a CONSEQUENCE something that is positive or pleasant t5+)
from pehaviour that is now occurring too often. Here the
CONSEQUENCE must be changed to an (So) by withholding the

(5+) so that the behaviour will occur less often.

A second reason is that likes or wanfs which the child already
has may be removed as a CONSEQUENCE for behaviour that is
occurring oo often in order to make the behaviour occur less
often (-5+).

A third reason is that-the child can be given something that
is positive or pleasant as a CONSEQUENCE of behaviour that is.
not occurring often enough in order to %ake iT occur more often
(S+).

How can we tell what is positive or pleasant, from the child's
point of view? There is only one suée way: [|f the CONSEQUENCE
occurs and the behaviour occﬁrs as often as before or more
often, then the CONSEQUENCE is positive or pleasant.

The following may help you in searching for those things which
are likely to be positive and pleasant from the child's point

of view,

Sgme (S5+) are physical in nature, like coins, candy or toys.
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&
8. Some (S+) are socizl in nature and come from people, I'ike

praise, smiles, compliments, hugs and kisses,
9. Some (5+) are activities like watching T.v., going swimming,
playing with friends.

10. Some (S+} are so because the child is like all other children.

Food when hungry, drink when thirsty.

Fi. Some (S+) are so because the child is like many other children,

A hockey stick or a BarbIe_poIl.

12. Some (S+) are so because the child is an individual, unlike in
some ways fo other children. Books on superstition.

3. THE FS+) ARE ALWAYS FROM THE POINT OF VIEW OF THE CHILD.

14€ A chart to gather (S+) ideas looks |ike this:

All children Many Children Individual Child

Physical

Social

Answering the

- phone
Activity . Doing the dishes
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16. List these likes or wants which seem 1o be so for yeur child,
and which are convenient for you to use,

Write here:
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7. Know the Negatives For Your Child

. We must discover what is considered negative or unpleasant
from'your child's point of view.

2. The tirst teason for this is that your child may be obtaining
as a CONSEQUENCE something that is negative or unpleasant (5-)
from behaviour that is not occurring often enough. Here the
CONSEQUENCE must be changed to an (So) by withholding, or an
(5+} by rewarding so that the behaviour wiil occur more often.

3. A second reason is that dislikes which the child is already
experiencing may be removed as a CONSEQUENCE for behaviour
that is not occurring often enough in order to make the
behaviour occur more often (-5-~).

4. A third reason is that the ch}ld can be given something that
is negative or unpleasant as a CDNSEQUENCE of beﬁaviour that
is occurring to order in order to make it occur less often
{S-1.

NOTE: THIS IS USED ONLY |F NECESSARY.
5. THE (S-) ARE ALWAYS FROM THE POINT OF VIEW OF THE CHILD.

6. A chart to gather (S-) ideas may look like this:
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All Children Many Children Individual Child .
Physical -
Social
Activity Doing Dishes Answering the
Doing Homework Phone

7. List the dislikes which seem to be so for your child.

Write here:

S
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Making Words Matter

I. MuchZof what you do when you attempt to change your child's
behaviour will invelve words.

2. In order for your child to realize that your words have real

ronsequences, you must carry out any threat of punishment

(5-) or loss (-S+), and fulfill any promise of reJ}ef {-5-)

or reward (S+).

3. If you made a threa+, mean it and back it up with the conse-
quences contained in the threat. It then becomes a real
thing to the child.

4. |f you make a promise, mean i+ and back it up with the
consequences contained in the promise. |t Then becomes a real
thing to the child.

5. Therefore watch your threats and watch your promises, and
when you make them, méke them real,

NOTE: Threats are used only if and when necessafy.
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Making Rules

I

Much éf what you do when you aTTemp+ to change your child's
behaviour will involve setting down rules for your child
to follow.
Rules should confain‘a behaviour you want the child to do
and a conseguence.ThaT will occur as a result pf the behaviour,
Rules should be stated pdsifively i f possjbie. This means
the behaviour you want is in the rule as we!l as the positive
or pleasant consequences, rather than the beha;iourfyou don't
want and the negative or unpleasqnf consequences.

- r
Be sure the child c?n carry out the behaviour in the rule,.
I'f the child can't, then adjust the rule to fit what the
child can do. |
Be as simple and clear and a qirecf.as possible.
Be sure the child understands the rule,

Give the rule firmly and calmly.

Do not argue the rule.



240

L7

10. How to Decrease: Where or When of Aspect #l

Remember: A is the antecedent or the environment the child is
experiencing before or during the behaviour which is

.occurring too often.

|. ' Therefore consider where or when does the behaviour you
wish to deﬁreasé-accur?

2. EP%S information is important because it lets you know when
to expect the behaviour so that you will be ready to withhold
whatever the child is getting, a positive or pleasant
consequence from the undesirable behaviour that is now
occurring too often.

3. It is also important because it lefs you know when to punish
most effectively by giving something negative or'unpleasant
as soon as possibleafter the behaviour occurs.

4, Further it lets you know when to bring about a loss by taking
away something positive or pleasgﬁf as a consequence.

5. So be prepared for what you want fTo do by discoverihg where
or when the behaviour you wish to decrease is likely tTo occur.

6. . Now what are the antecedents for the behaviour that is occurring

too often:



Write here:
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. Decrease: Exploring for a Solution to Aspect #|

Remember: Behaviour has five consequences which control whether

2.

-9

7.

the behaviour will occur too often or not often

enough.
N

You have selected your problem and for one aspect of this
ﬁrob[em, some behaviour is occurring too frequently.

Now consider what happens immediately after this behaviour

occurs from. the point of view of the child. What is the
immediate consequence? .

Does the behaviour result in sdmeThing positive or pleaéénf
from the child's poinT-of view (5+)7

Does the behaviour remove something negative or unpleaganf
from the child's point of view (lS—)?

lf so, The.behayiour will persist or occur more often than
you want it to.

Frequently the 'soiution to the aspect of the problem that

occurs too frequently can be discovered by seeing that the.

.}
child has found a way of gaining something positive (S+) or

of removing something negative (~S5-), even though this may

not seem so from the parents' point of view.

Therefore what happens now at aspect #1?

‘.
-
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Write here:

»




.
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I2. How to Decrease: Three Possibilities for Aspect #1

Remember: There are three ways of decreasing behaviour that is

occurring too often: withhold, punish, and loss.

I+, 1f the behaviour is now receiving from the point of view of
‘ s
r
the child a positive ?ru1§+) @5 a consequence and this is

', . .
withheld (switch to So), Tﬁh\behaviour will occur less often
; ‘ .

or disappear. ' ' -
A

2. |f from the point of view of the child the behaviour results
ina sufficient phnishmenT (S-) as a consequence; it will
decrease at ieast for a while.

3. If from the point of view of the child the behaviour results
. i ]

™

in a conseqhenée that is not negative.nor sufficient punish-

ment, it will not decrease. .
=2
4. If from the point of view of the.chiid the behaviour<results

in a sufficient loss (-5+) as a consequence, it will decrease

éT least for a while.

5. If from the point of view of the child the behaviour results
in a consequence that is not a sufficient loss, it will not
. . .
decrease,

*+

6. Decide if you can withhold: Circle one if-possible.

Yes No. ?

7. Decide if you can and wish to use punishment., . .

Yes . 7 NO— . ? ) s

8. Decide if you can and wish to use loss,

Yes . No o ?
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I3. How to Decrease: Punishment or Threat

Punishment or threat (S5-) is used when behaviour must be

decreased in a hurry at least for awhile unti! other

.behaviour which is desired can be rewarded (S5+).

Therefore if you feel punishment is neceésary, we will

never use it alone but always in combination with rewarding
another behaviour. ’

I f you feel punishment is necessary, punish swiftly, justly,
and without anger if possible. ,

Choose the weakest (S5-) that is sufficient to decrease the

undesired-behaviour at least for a while.

."POinTI#T gave you some idea of the (5-) that may be used as

a consequence of the behaviour that is occurring too often.

Point #11 gave you some idea where.or when the behaviour

can be expected to occur.

Therefore, whenever or wherever ThaTAaspecT of the problem
which is happening foo frequently occurs, punish or threaten
to punish it in order to decrease it.

New rehearse this to yourself. Say:

"When (aspect #| of the problem) occurs which

will lfkely happen (where or when) - " will

immediately (apply the negative) by  (how)

n"
.



Now write out what you have rehearsed:

&
Write here:
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-14. How to Decreaée: Loss

l.

Loss (~5+) is used when behaviour which is not desired is
occurring too persistently and we want to emphasize the
undesirable nature of this to the child by bringing about a
cost. for the behaviour:

Therefore, 1f you feel loss is necessary we will never use
it alone, but always use it in combination with rewarding
another behaviour.

If you fgel loss is necessary, effect it swiffly, justly and
without anger if possible,

Choose the weakest (-5+) which you think wiil decrease the

’

behaviour at least for a short period of time.

Point #6 gave you some idea of the S+ that may be taken away *

as a consequence of the behaviour which is occurring too
affen. .

Point #11 gave you some idea where or when'the behaviéur is
expected to occur.

Therefore, whenever or whereever'fhaf aépec+ of the problem
which is happening too frequenfly occurs, effect some loss
in order tc decrease’'it.

Now rehearse this to yourself. Say:

"When (aspect #1 of the problem) accurs which will

’

likely happen (where or when) I owill

imme&ia+ely . (remove the positive) by (how)

it
.



9. Now write out what you

Write:

have rehearsed:
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I5. How to Decrease: Withholding

Remember:

t. |If the too frequent behaviour is resulffng in a positive (5+)
or in having a negative removed (-5-) it will not decrease;

2. |f the positive (S+) or removal of the negative (~5-) is not
forthcoming, the behaviour that is now too freéuenf will
decrease. 4

3. “Point #10 gave you some idea of the (S+) that the child may
be obtaining as a consequence of the behaviour which is
occurring too often.

4, Point #11 gave you some idea where or when the undesired
"behaviour can be expected to occur,

3. Therefore discover the immediate consequences of the behaviour

that is occurring too often and decide how to change this into

a neutral (So).

Write here:
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When wiThhoIdiég is used, the behaviour that is now occufring
too ofTen becomes less and less. However at first i+ may
occur more often as the child‘fesfs whether or not you are
really going to withhold. X

Simple withholding of the (S+) often takes a long time for

the behaviour to decrease. Therefore we will use this in

combination with increasing other behaviour that is desired.

\
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6. Withholding: Who Else Controls the Positives?

What happens if other péople in The child's environment,
friends, brothers and sisier53 grandparents, neighbours, are
giving the child as a consequence of behaviour that is occur-
ring too often the same (S+) the parents are trying fo with-
hold? If.fhis is the case these people will be causing the
behaviour to remain at the too frequent level.

Therefore, when withholding is dsed, the parents must influence

to every extent possible, anyone around the child who is

giving the (S+) for behaviour that i's occurring too often.

. Who else may control the (S+)s which must be withheld?

Write here:
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I{. Withholding: Sometimes vs. Never

To withhold means never giving the (S+) as a consequence of
the undesired behaviour. This is very imporTanT because it
the child sometimes receives an (S+) as a consequence:-and
sometimes doesn't, the behaviour becomes more difficult to
dec}ease.

However To-wi;hhold complefély is easier said than done. |t
is aften Qery difficult for many parents to.withhold the (5+)
entirely over a long period of time..

Therefore we will withhold as m;cﬁ as, we are able but also
inctease other desired behaviour in order to bring about.the

desired results.

i""
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AN
. Decrease Solution: Rehearsal ABC
When my child does or says B (Aspect #1)
- under the where or when copditions of '
A
| am gofng to C (punish and/or effect loss and/or withhold)
by’ (describe)
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19. Increase - Where or When of Aspect #2

Remember: A = ANTECEDENT or the environment the child is
experiencing before or during the behaviour which

is not occurring often enough.

|. Where or when do you want the behaviour you wish to increase
To occur. |
2. This information is important because it lets you khow where
or when you waﬁf fﬂe behaviour to increase so that you will
be ready.To give Thé child someThing‘bosiTive or pleasant as
! a consequence (S5+).
‘3. 'So be prephreq by deciding where or @ﬁij/jhe’pehaviour you
" want Tolincrease should occur. ii
4. In most cases this should be the same as the infermation

obtained in point #I1.

. 2. Therefore where or when should the desired behaviour occur?

Write here:
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20. Increase: Explore for Solution to Aspect #2

Again consider the problem selected at point #2.

Now consider the behaviour of the problem that is not
6ccurring of%en enough and look for the immédiafe consequence
trom the point of view of the child.

Does {he behaviour ever result in something negative or
unpleasant for the child«(5-)7 .

Does the behaviour result’ in something positive or pleasant
for the child being removed (-5+)7

If so the behaviour will not occur as ofTeH as you want it to.
Frequently with behaviour that doegn'f occur often enough the
child has found that the behavfpur results in an (S-) of some
kind or a (-5+) even though from the pérenT's point of view.
the consequences seem negative or unpleasant.

Again consider the behaviour of the problem that is not

occurring often enough and again look for the immediate

consequences from the point of view of the child.

Does the behavioqr result in something neutral for the child’
(50)7?

If so, there will be no reason for the behaviour to occur
more often,

Very frequently with behaviour that doesn't occur often

enough, the child has found that the behaviour results -in an

A

(50) either because the parents forget to make it stronger by
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giving an (S+) or because the parents think they are givin'g
an (S+) when actually they ar"e not,

Therefore what happens now at aspect #2?

Write here: M : . .
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How to Increase: Two QOperations, Reward and Reljef

Remember: From point #4. There are two ways of increasing

- behaviour that is naﬁ not occurring often enough.

A Y
%

A. By giving a positive (S+) consequence,
B. By removing a negative (-5-) conseguence,
. ,;‘ -
I. If the behaviour that is not occufrfng often enough results

i ‘ .
in a sufficient (S+) consequence ,from the point of view of

.1 the child it will occur more oftkn.

2. If the behaviour that is not occurring often enough results’

o

ina 5u3jicienf (-S-) consequence'from the point of view of
1"' -

“Fhe £hild, it will occur more often.
y

3, If from the point of view of the child the behaviour results
ina cénsequence that is-not positive nor sufficient, it

will not increase.
— . .
4. If from the peint of view of the child the behaviour results
.- o

[§

L .
in a consequence that is not a-removal of .a* negative nor
> sufficient it will not increase, o
- . . -
5.7 Decide if you can use any'removaJ of a nqéafive (-5-) to

\w increase desired behaviour, v

4
Yes = No?
6. The single most powerful and important hay known to “increase
desired behaviour that is not ogcurring often enough is 1o

give something positive as a consequence when the behaviour

occurs (S+).

’
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Whether something is an (S+) is always from the point of view

" of the child.

Whether something is really.an (S+) to the child can be tested
by what ef%ecf it has if it's a consequence of a behaviour.

i the behaviour increases, it is an (5+).

G[viﬁg a posifivé or (S+) for a desired beﬁaviouf is the
single most important way of lebting your child know he or
she is doing the right thing.

Much of the remaining pregram will be dealing with ways of
giving a positive (S+) in thg most effective way possible.

-
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22. Reward: What is the Child Doing Right?

|. Begin to attend to everything that your child is doing right

u -

with regard to the problem.

2. This is ﬁecessary in ordér to get into the habit of giving
an (S+) whén %he béhévioun you desire occurs.,

3. Therefore: what is your child doing right with ;egb;d to

LY

The problem?

.

£ Write here:'

’
»
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23, Reward: Immediacy

The second most powerful and impoﬁTanT way known to increase
desired behaviour is to give something positive or bleasanf

immediately after the behaviour occurs.

Sometimes the child is too far away to give a physical (S+)

immediately, .

»* Also sometimes the child won't be able to receive the physical

(S+) ‘until IaTerk

However there are secondary ways of giving (S+)s which often
work just as well as physical (S+)s a; IeasT-fo; a time.

One way of giving a secondary (S+) is by developing a signal
system with the child. The signal, it may be a word or a

gesture, teils the child that an S+ is available sometime in

The future.

- . Another way of giving the secondary (S+) is by developing a

charting system with stars or markings. These star or mark
systems are designed- to tell the child that an (S+) is
available sometime in the future if enough é#e earned.

A charting system is important because i+ makes available

many easily used (S+)s,
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Reward -~ step-by-step

v

Sometimes it is easier to increase desired béhaviour ina
sTepfby-sTep fashion, than in an all-o}-none fashion.
Therefore if necessary and‘possible, break the behaviour
down into a series of steps and give an (S;) each step along
The way. |

Even Th;ugh this may seem too siow a way to proceed, it is
usual ly much faster in the long run.

A]so a first small step if successfully achieved will let

you know some progress is being made.

. Finally by breaking the behaviour down info a series of

smaller steps, you may discover that much more of the
desired behaviour is present than is first thought.
Therefore if you can, break the béhéviour down so that you
can know the first few steps of progress toward the eventual
goal behaviour:

Step #1

Step #2

Step #3
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Reward: Structuring or Urging Behaviour to Occur

some behaviours that are desired don't occur often enough to

be given an (5+) and therefore must be urged to occur.

-

One way of urging may be through close encouragement or
lsgiE

pervision of the desired behéviour or some first step of
iT. This behaviour or first step is then given an {5+).
Another way may be by ac}ively encouraging the child to
imitate a desired behaviour or some first step of it. This
behaviour or first step is then given an (S5+).
When the behaviour occurs by urging, any attempt toward the

goal is given an (S+). Then the second step, then third and

"so forth. v

This point is very close to point #24 except that here the
desired behaviour occurs so seldom that a more active effort

is necessary to get it to occur.
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26. Reward: Vary Type

We wish the (S+)s to have as much influence as possible on

the child's desired behaviour.

J .
One way of doing this is to have many convenient and

realistic (S+}s as possible available to you, and to varf
the type of (5+) you give. |

Therefore tell the child he may not receive %he same type
of reward each time the desired beh;viour occurs.
However,'no‘maTTer what type of (S+5 is given Tn.addiTion

to the social (S+) always give the social one.

"'
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27, Reward: Vary Amount (more or |ess)

I. We wish the physical (St)s at first to have as much influence
as possible on the child!s desired behaviour? | :
2. :One way of doing this is to vary the amount of the {(S+) each
At ime the behaviour is rewarded, This tends to strengthen the .
behaviour more than if the same amount is given each time.
3. Therefore teill the child he will not receive the same amount
of reward each time fhe deStred behaviour ocgurs.,

4, However, no matter how much of The phy51cal {(S+) |s given, *

always give the social (S+) or praise.

.~

Yy
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28. Reward: Not All the Time

Py Evenfuélly we wish The\chfld's behaviour to come under the
infldence of your social (S+} or praise rather than a
physical (5+).

2. Howeve} we wish the phys{cat (5+)s at firéf fo have as much
influence as’ possible on the child's desired behaviour.

3. We can bring about both of these ends by giving a physlcal
(5+) every time the d95|red behaviour occurs until it becomes
strong, 'then giving the physica! (5+) only occasionally

4. This will not only make the desired behaviour a very sTrong
hab|+ but will also accustom the child Té not receiving a
physical (S+) every time.

5. Therefore TefI'The.child he will not receive a physical (S+)
every time. ; ..

6. However, when you do not give the physical (S+), always gfve

the social (S+) or praise.



29. Reward: Deprive

I. Sometimes if a child has all the (S+)s he desires it i

necessary to deprive him in order to make the (S+)s mors\
Y

¢ ‘
important.

‘

2. This is seldom necessary to use and is employed only when

—

necessary.,

266
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Increase Solution: Rehearse A B C
When my child does or says B (éspecf #2)
under the where or when conditions of A
| am going to C .

(remove a negative or give a positive)
by {(describe)

«




APPENDIX C

PRESENTING PROBLEMS OF CHILDREN



PRESENT ING PROBLEMS OF .CHILDREN

Descriﬁfiqq of Behaviour

Number Reporting

Hypefacfivify

Parents Unable to Make Rﬁles} Enforce Limits
Child Dominates Parents o

Child Tunes-out, Refuses to Listen

Child Too. Slow and Pokely -

Whining Behaviour

Temper Tantrums, Rage, Gross Motor Type
Argumentative, Loud and Bossey

Parental Guilt Due Yo Punitiveness

Child Behaves Poor Iy in'Publjc

Child Behaves Poorly Whenever Parents are Busy
Mealtime Problems, Child Refuses Food, Plays; etc.
Child Listens To‘Paren}s, but Won'+t Comple%e Tasks
Bedtime Probléks, Resists Bed, Sleep, etc.
Sel|f-care Péoblems; Child Won't Dress, Batphe, etc.
Child Provpkes Combat with Siblings and Peers
Child is Overly-impulsive | “
Psychosomatic Complaints in Child

Child Cries Excgs;ively

Shild is ScapegdéTed by Peers

Child Over-reacts Regressively to Defeat

268
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PRESENT ING PRQBLEMS OF CHILDREN CONTINUED
UescrIpTio‘n of Behaviour - . " Number Reporting
Child Manipulates Parental Guilt ) !
Parents Feel Child More Intelligent Than They Are NI
TOTAL ' 76
. ‘ A ‘
- /
L/ )
Y
o "N
s .
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APPENDIX D _

PERATION. INDEX TASK BEHAVIOURS
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.
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CHILD COOPERATION INDEX TASK BEHAVIOURS

rs

LDescription of Task

Number Reporting

I
personal Hygiene Tasks (Bathing, Brushing Teeth,

etc.)

Meal|¥ime Tasks (Finishing Meals, Table Manners,>

efé.)

Bedtime Tasks (Getting ﬁééé&, Staying, in Bed,
etc.) ’ o 2

Dcffsing Tasks (Getting Dressed Without Help)

Put CIoThi&g Away . : . -
Pick up Toys -

Come in House When Called

Stop Complaining, Whining

Take out the Garbage

Ge+ up in the Morning‘

S$it Sstill if Wwatching Tw

éhénée Clothes Less OfTeH

Read Three Pages agﬁay

?Top Repeated Words, Senfences
SiT"Down in the Car - |
Don't CrE’:\.wI Over'The'l-;enée‘
) Stop Fighting with Siblings <

TOTAL . -

'Xi_:?o '- q'if— | @\ |
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SOME ANECDOTAL STATEMENTS BY PARENTS

v

Parent Session ) Statement

o

l 2 AL probli?s are less serious in warm®
weather. Your approach 7s so simple, |
wonder how | got the other five raised.

| would have enjoyed it more with your

system."
3 4 "This stuff is boring at first, but | can
see it'1l pé} off in the long run." )
4 6 "My D, sayﬁ‘l've really changed and |'m =~

more definite now and he wished 1'd go
Qack to the way | was before because b
doesn't know how to behave."

7 "Everything fits in so much better with

H. now. Even the school says they can
talk to her now."
"|+'s been going better, but twice | lost

my temper @nd hit him. Never did that

- before because | felt too guilty, but |

-

don't feel guilty now."

4 9 "He's been so good In the past two weeks
y T
~— | don't remember what the pgroblem was."
7o R
- 271

~ ‘I
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SOME ANECDOTAL STATEMENTS BY PARENTS CONTINUED
. . [
Parent °  Session ) Statement
6 9 "I used praise with him for +wo weeks
in a row, and hey, it really makes a
difference.”
7 g- "I was so frustrated i didn'+ think there
/ﬁ/ was ever any hope of ‘getting ‘that kid to

do what | wanted him to and enjoy it too.

j %s program really works. |'ve been

]

telling ail my . friends about it, and how
it really wopks, but | feel like |'m
- v

inTe{fering. It gets in your blood after

a while,”

3 10 "A few weeks ago | felt Iiké'the world's
worst child abuser. All | wanted to do
was (clenches fist, makes guttaral
noiées) with R.. Now | don't feel |ijke
that." ) '

! 10 ' "We took B. off Ritalin 3 weeks ago and
he's doiné fine. éven the nursery school
teacher says hg's'calmer and more

( con{ro1leq;; ~ o

. A ‘ — ‘,

. A ’
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SOME ANECDOTAL STAfEMENTS BY "PARENTS CONTINUED N

e

Parent

Session

Statement

10

.cooperative kid in the world.

of the time.", . -

"My mom's been griticizing your program.
She said Thaf’é gﬁf the way she raised
her kids, ana | should never use it at
her house, ~1 just told her I'% not

going to make the same mistakes she did."
"My R. has begun mothering.all the little
kids in The neighborhood. Before she'd
Just beat 'em up. And she's doing dishes
for the crippled neighbdrs now,"

"I know this has helped because | look

more and Iisfen more than | ;}Q beforé,
and all the kids come to me more and
share things with mé more than Tﬁey did
before. | used to just sh;f mysalf in
The bedroom to get away from them.™
fFénTagﬁic chqnge in B.. Sinaﬁ we began
us{Qg star charts he's become the most
-~ \

A

I quit
biting my-nails when he quij;gu*ff}ng and

having tantrums. Now he cooperates 95%
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SOME ANECDOTAL STATEMENTS BY PARENTS CONT INUED

~J

5

l_:f'f- s .
Parent Session

Statement

2 . 2

.remarked about how new it was="

"SUDS about 30 now. It was 100. It was
an Wdiot household. | was ready to just
run off after 20 years of marriage. Now
it's not sc desperate Iike’befo;e."

"My R..came up.and said | love you and
gave me a big hug. That really felt good;
not like when he éiways used to fight all
the time."

MI'm surprised at myself. | still don't
yel |l énd scream |ike | used to. | just
get up in the morning and tell| myself to
relax all day; and;I één'acfually‘do it.
[t's funny. 'Tﬁe o%her niéhT we all'ﬁégan

laughing' and fooling around together. We'

never did that before. .Even my husband

I
"I''m go%ng to contront #he school now and |
tell +them what they've been doing. Now | .
can talk to them and use this program as

p?béf f what | say. They're not the only

experts." o

&
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Raw Data

The Family System Survey ToTaI.Group

| tems

10

|+2

Ss

S0
70

50

10

10

70
20
45

98+,

00

102

20

60
80
40
60
50
90
35
85

104

10

135

12

50

12
13
14
15
16
17
18

62
66

80

55

40
30

56

36

io

i9
20
21

30
50

10

67

100 .

26

22

0.86

2.63

. 54.21

0.22

™.40

71.41

2.68  6.8i

2.50

Mean

[
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Raw Data Continued

The Family System Surﬂsy Total Group

| tems

13 14 15 16 17 I8 19 20

|12

Ss

30
20
39

12

12

4
4|

38
44

40
" 36,
© 39

|5

10

34

A3

40

3l

|12
3

12
.10

14 -
15
16
17
18
19
20
21

.30

17

39

10

43
20

|~

.

5

22

2.66

31.09 2.85 2.57 3.00 3.04 . 1.86 2.|37 7.09

2.90

Mean
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Raw Data Continued
The Family System Survey Total Group
) f_l‘rems
s, 21 22 23 4 25 26 21 . 28 29 30
I 2‘PL i 3 0 3 I I 12 0 4
2 | 0 10 7 2 I 3 0 2 |
3 | 5 's 7 5 2 2 8 8 5
4 | 2 o 7 6 2 7 0 0 2
"5 | 4 2 [ 2 ! | 10 7 4
6 ! 4 4 /o 2 1 2 5 10 5
7 | 1 2 0 5 2 I 20~__10 5
8 | | 2 0 4 | I 0 1o 5
9 } 2 L4 10 2 0 10 0 3
10 | | A R 10 2 315 9 )
I : | 4 4 2 4 4 o .3
12 2 | 10 0 | | | 0 10 5
13 | |~ 5 | 30 . 2 0 2 2
14 3 | 10 s 10 2 0 0 0 |
15 1 | 2 [ 2 | | . 5 3
16 I | 5 1 2 | 3 14 0 4
17 | | 2 4 3 2 | 0 30 |
18 | | 5 4 5] 2 2"'" 0 10 2
i | 5 --10 7 2 7 5 2 4
20 ! 4 (0 7 2 ! 7 6 3 4
L 21 | 2 10 5 2 37 0 ¢ 10 2
22 | | 4 0 10 0 0 0 1
Mean' .18 1.90 5.54 3.31 4.54 1.63 2.36 5.00. 6.22 3.04
~ . .



.
. T f’  . s 278

Raw DaTa.ConTInued
1

The FamiMy System Survey Totak Group

«

-«
- | tems
Ss 3 32 33 34 35 3 37 Total Score
I 4 5 4 4 2 2 4 . 258
2 | N ! | | | | © 158
3 | 3 2 2 1 4 5 1204
4 | ] | 2 2 .4 4 170
5 2 4 2 3 3 4 5 163
6 | 3 4 1 4 2 2 4 184
7 5 5 3. 3 3 3 3 165
8 3 5 s 3 3 2 4 162
9 5 3 5 | 2 3 3 193
10 5 5 5 5 2 .2 4 262
I 5 5 4 3 3] 4 4 188
12 5 5 5 ! | 5 5 207
13 3 4 2 2 2 4 5@ 168
14 | [ | | 5 3 | 186
I5 5 5 4 4 4 4 4 l6g
16, 4// 2 2 2 3 4 3 o214
17 | | 2 ! 2 4 3 190
T T N I 4 - 124
19 s 4 4 4 2 3 3 194
20 5 4 4 3 2 3 .« 207
21 | | | | | 3 | 149
L2 -, - - - | - 153
Mean  .2.95 3.23 . 2.95 '2.42 2.23 3.13 3,33 184.86
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Fémily System Survey Post-treatment Results
Subjects
I'tem | 2 3 4 5 6 7 Mean
142 2 2 2 5 303 3 3 2.85
3 3 3 3 2 5 2.85
4 6 12 8 8 6 6 10 7.14
S 0. 0. 0o | 0.7l
6 107 éh .69 - 58 71(1\35"\ 80.16
2 | 0 0 0 2 0.7
0 0 ! 1 0 0 -0.28
30 20 7 50 30 40 10 20 28.57
10 3 02 -3 3 2 3 2.57
¥ 4 i | o ! | 2 1.57
12 4 30 29 3 8 25 42 29.14
13 5 4. 2 3 - 4 3,00
14 5 4 4 5. 4 5 4 4.42.
15 5 4 3 3 1 - 5 3.50
16 5 3 3 4 y 4 3,00
17 3 | .3 2 | | 2 .85
E 5 4 3 2 | 3 4 3.14
19 4 2 | 3 - 4 3.00
20 14 4 7 5 12 8 I3 10.42
2| | | | | ! | | }.00
22 0 0 2 2 4 2 2,29
23 10 o2 10- 10 7 10 B.42
24 37 2 5 5 5 4.57
25 5 6 1 4 3 10 4.57
26 | 3 2 3.3 2 | 2.14
27 7 2 | s 5 3 3,42 .
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\

_ Family, System Survey Post-treatment Results Cofitinued

\ : : . ) Subjects .
| tem [ 2 3 4 5 6 7 Mean
28 7 10 3 s 0 _,0 2 5.28
29 - 5" 10 | o 10 7 10 7.57
30 5 3. 4 303 4 4 3.7 .
3 4 3. 4 4 = - 5 4.00
32 - 5 4 2 2 - - 4 ’ 3.40
"33 ) 5 . 4 5 2 - - -4 4.00
34 - 5 2 5 2 - - 5 3.80
35 3 3 5 4 - - 4 3,80 .
36 5 5 3 5 5 4 5 4,57
* 37 5 5 5 2 - - 5 4.40 v
" TOTAL 217 sl 1747 19 135 . 112 205 . 170.71
- . ro. g .
~J *
. . M h .
1 4 -
- : j
\.
¥ ) .
L. ]
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Family System Survey One-year Follow-up Results

- Subjects

| tems | 2 3 ) 4 5 Means.
5 0. 0 0 0 0 0.00
e 20 20 30 30 20 24,00
' ! | | ! ! .00
14 5 5 4 5 5 4.80
19 6 4 4 8 5 5.40
20 2 8 10 6 10 8.00
23 57 5 12 10 9.80
25 7 (_)4 20 15 10 T 20
26 . 3 4 2 2 3 2.80
30 . 5 5 2 .5 5  4.40
34 5 5 - 3 - 4.33
35 5 4 - 5 - 4.66 "
36 5 5 5 5 5 5.00
37 5 5 - 5 - 5.00
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‘Raw Data

Social Readjustment Rating Scale (SRRS)

-

Case Expecfeq LCU Scores | Mild|Mod|Sev|. Observed LCU Scores Min Mod [Sev
I 138 x . 295 X
2z 132 .x ’ : 230 . X
3 124 x 225 | x
4 26 X 450 G g
5 29 M 30 x 77
6 77 X 12 Tox
7 85 x , 9 x
8 297 ) % 400 - X
9 53 X 80 X
10 162 x 330 ‘ x
I 586 b ' 420 : b3
12 348 x 360 x
i3 Gl X 1300 X
14 232 % 244 X
15 60 x 300 x
16 523 X 810 X
17 &l | x 175 x
18 143 X ) 61 1 x
19 265 x 300 ’ ’ x
20 384 X 24| T ox
21 292 1060 X
Mean = 230.85 Il 51 5 Mean = 353.90 6| 5| 10

Mild = 150-199 LCUs
Moderate = 200-299 LCUs
Severe = 300+ LCUs
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Semantic Differential Concept "MY FAMILY"

Pre-treatment

Polarities and Factfors

S5 2(P) 4(A) T(P) 9(A) I1(E) I5(P) 21(E) 24(a) 28(E)
| | 7 6 2 5 i 6 3 6
2 4 7 7 | 7 | | 7 |
3 5 7 7 | 7 | | 7 7
4 4 7 5 2 7 4 4 4 4
5 3 7 6 | 6 4 | 5 5
6 6 6 6 3 7 3 | 6 6
7. 7 4 2 2 6 2 4 7 5
8 6 7 7 | 7 | 3 7 7
9 2 3 2 3 2 2 2 6 6
10 6 6 6 2 7 2 2 6 6
X I 7 5 2 3 4 4 6 5
12 7 7 7 7 3 | 4 5
I3 5 6 6 | 7 2 2 4 5
14 | 6 | 2 3 | 2 | 2
5 5 4 2. 2 6 6 | 5 2
6 7 5 7 2 6 2 2 2 5
17 5 7 7 7 2 l | 6
18 5 3 5 5 3 2 5 5 6
9 6 5 4 4 5 5 4 2

Mean 4,52 5.82 5.13 2.00 5.52 2.52 2.47 5.10 4.78




Semantic-Differential Concept "MY FAMILY"

e

Post-Treatment

286

Polarities and Factors
-]

P

Ss J2(P) 4CAY  T(P)  9(A) TIC(E) I5(P) 24(E) 24(A) 29(E)
| 7 6 7 i 7 4 | 6 7
2 6 7 7 i 7 | | 7 7
3 6 7 6 | 7 2 l 4 6
4 6 7 7 3 7 2 2 4 7
5 5 6 3 2 G 2 3 6 5
6 30007 7 | 7 r | 7 7
7 6 6 5 1 6 3 2 4 6
Mean 5.57 6.57 6.00 1.42 6.7I .14 .57  5.42  6.42
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Semantic Differential Concept "THE IDEAL CHILD"

Pre-treatment

Polarities and Factors

w
wo

2(P) 4(A) T(P)  9(A) [LGE)  I5(P) 21(E) 24(A) 28(E)
( 5 6 6 2 7 | | 6 7
2 | 7 7 | 7 | | 7 7
3 5 6 6 | 5 | 3 7 7
4 4 6 7 2 4 4 4 4 4
5 7 4 7 2 7 2 ! 7 7
6 6 6 4 3 6 3 | 6 7
7 | 7 7 2 6 4 2 7 7
8 3 5 7 1 7 2 3 6 7
9 3 6 6 2 6 2 2 6 7
10 6 5 7 | 7 2 | 5 5
Hi 4 6 6 | 7 | 4 3 7
12 7 7 7 | 7 3 | 4 5
3 7 7 6 2 7 | 5 6 7
14 1 7 7 ! 7 | | 7 7
13 3 3 5 2 6 4 3 5 5
16 4 6 6 2 7 | 2 6 7
17 7 4 7 | 7 l 4 7 7
18 4 6 6 2 7 2 2 5 7
19 5 6 5 6 | 4 5

Mean 4.3 5.78 6.26 1.63 6.47 2.10 2.2I 5.68 6.42
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Semantic Differential Concept "THE I[DEAL CHILD"

- Post~treatment

Polarities and Factors

Ss 2(P) 4(AY T(P) 9(A) 1I(E) I5(P) 2I(E) 24(A) 28(E)
r 6 7 7 | 6 4 | 4 7
2 5 7 7 | 7 | | 7 7
3 6 7 T 6 2 7 | | 4 7
4 7 7 7 l 7 | | 6 7
5 6 7 7 | 7 | I 7 7
6 6 4 7 | 7 ! | 7 7
7 6 5 5 2 6 3 .3 5 6

Mean 6.00 6.28 6.57 1.28 6.71 1.71 1.28 5.7 6.85

1
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Semantic Differential Concept "A PROBLEM CHILD"

Pre-treatment

Polarities and Factors

Ss 2(P)  4(A) T(P) 9(A) 1I(E) IS(P) 2I(E) -24(A)} .28(E)
| | 6 3 2 3 3 5 4 2
2 7 | | 7 7 | | 1
3 2 4 5 2 5 3 | 4 4
4 - | | | | 2 7 4 | 7
5 4 6 5 5 3 6 6 5 3
6 | 5 7 3 6 5 | 5 3
7 | 7 6 4. 2 4 | 2 !
8 | 7 7 7 | 3 7 4
9 2 6 5 2 6 3 3 6 6
10 | 7 6 2 5 3 3 6 = 6
¥ 2 4 3 3 5 5 4 2 7
12 | 3 | 4 | 5 4 I 2
13 l 4 4 | 4 4 2 |
14 I | 7 [ 7 7 | |
15 3 6 3002 2 4 2 5 6
16 1 7 7 | 4 4 4 4 1
17 | 7 7 | 4 4 4 4 |
18 3 7 4 2 3 4 3 7
19 by 7 | 2 1 6 5 6

Mean ' 1.52 5.36 4.05 2.42 3.73 4.47 3.26 3.84 3.05
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~ Semantic Differential Concept "A PROBLEM CHILD"

Post-treatment

Polarities and Factors

$s 2(P) 4(A) T(P) 9(A) II(E) IS(P) 2I1(E) 24(A) 28(E)
| 1 7 7 | 4 4 | 7 7
2 4 7 7 | 7 | | 7 - &
3 3 2 3 4 3 6 4 |3
4 | 4 4 | 2 4 | 4 |
5 | | i 7 1 7 7 | |
6 | 7 7 4 | 7 I | |
7 3 7 3 5 3 5 3 7 3

Mean 2.00 5.00 4.57 3.28 3.00 4.85 2.57 4.00 3.14
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Semantic Differential Concept MY CHILD™

Pre-treatment

.Polarities and Factors

55 2(P) 4(A) 7(P) 9(A) II1(E} 15(P) 2I(E) 24(A) 28(E)
| | 7 6 2. 6 5 | 2 4
vi 4 7 7 | | 7 | 7 7
3 | 7 7 | 7 2 | 7 5
4 | 7 4 | 4 4 4 [ 7
5 2 7 5 2 6 4 | 4 5
6 3 6 6 2 4 5 | 5 4
7 | 7 7 | 3 7 | 7 |
8 | 7 7 | 3 | 2 7 3
9 2 7 6 2 7 3 2 7 6
10 3 7 6 2 6 3 2 7 6
N 2 6 5 3 7 4 3 6 7
12 3 3 5 i 7 -2 | 5 5
13 6 3 6 | 6 2 | 7 6
14 3 372 2 3 3 i 6 2
15 5 3 5 | 5 "4 | 5 5
16 | 7 7 2 3 4 | 4 7
17 [ 7 7 ! 4 4 | 4 7
8 5 6 6 | 6 3 | 5 5
19 2 6 5 | 4 5 1 4 7

Mean 2.47 5.63 5.73 |.47 4.84 3.78 .42 5.26 5.2l
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- Semantic DifferentF3l Concept "MY CHILD"

Post-treatment

Polarities and Factors

Ss 2(P)  4(A) T(P) 9(A) IIKE) I5(P) 2I(E) 24(A) 28(E)
| 7 7 6 | 6 4 | 4 7
2 6 7.7 | 7 | T 7 7
3 77 7 6 2 | 5 6
4 7 7 7 l 7 | | 7 7
5 5 7 6 | 6 4 | 5 6
6 5 7 7 | 4 | | 7 7
7 7 5 5 2 6 3 | 6 6

. Mean 6.28 6.71 6.42 1.14 6.00 2.28 .00 5.85 6.57




(ﬂl ' 293

Semantic Differential ConcepT "THE .JDEAL PARENT"

Pre-treatment

Polarities and Factors

Ss 2(P)  4(A) T(PY 9(AY II(E) IS(P) 2I(E) 24(A) 28(E)
! 3 3 6 2 7 2 4 6 6
2 7 7 7 | 7 | 1 7 7
3 7 7 7 | 7 IR 4 4
4 4 7 7 4 5 4 4 4 4
5 2 6 5 5 5 2 4 5 3
6 5 4 7 2 7 4 4 5 7"
7 l 7 7 |7 | | 5 7
8 377 7 | 7 | 3 5 7
9 6 6 7 2 6 | 2 6 6
10 6 6 7 2 6 ! 2 7 7
I 4 4 6 6 4 4 4 4 7
12 7 7 7 7 7 | | 7 7
13 5 7 6 6 7 | 2 7 7
14 7 7 7 7 7 I 7 6
s 5 3.3 3 6 2 4 4 3
16 7 - 7 7 | 7 | 4 7 7
17 3t 7 | 7 | 4 7 ' 7
18 (;P- 6 4 | 7 | 2 6 6
19 4 3 2° 5 4 4 4 4 3

Mean 4.80 5.84 6.10 2.05 6.31 1.78 2.89 5.63 5.84




-

294
Semantic Differential Concept "THE IDEAL PARENT"
Post-treatment
Polarities and Factors

Ss 2(P)y 4(A)Y T(P) 9(AY 1I(E) I5(P) 2I(E) 24(A) 28(E)
| 7 7 7 | 7 4 I 7 7
2 4 7 7 I 7 | | 7 7
3 7 7 7 ! 7 | T 5 7
4 7 7 7 i 7 | | 4 7
5 6 7 7 | 7 | | 7 7
0 7 7 7 | 7 | 4 7 7
7 6 6 6 2 6 3 2 4 6
Mean 6.42 6.85% 6.85 [|.l4 6.85 1.71 1.57 5.85 6.85
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Semantic Differential Concept "MY SPOUSE AS PARENT™

Pre-Treatment

Polarities and Factors

Ss 2(P)  4(A) 7(P) 9(A) LICE) I5(P) 21(E) 24(A) 28(E)
L 3 6 6 2 6 2 2 6 5
2 L2 3 7 | 6 7 2 4

3 2 7 7 | 7 3 2 7 6
4 7 7 | 7 2 5 4 7 4
5 2 7 7 3 7 6 4 7 3
6 4 6 6 1 7 4 | 5 5
7 7 7 7 2 7 4. 2 7 6
8 7 2 5 | 7 3 2 5 6
9 6 6 6 2 7 2 | 6 6

10 6 6 7 2 7 2 2 7 6

I | 4 | 4 4 | 4 4 2

12 5 7 5 | 7 | | 7 5

13 3 2 5 2 5 2 2 6 5

14 | | 2 6 .2 6 7 6 4

E 2 2 3 3 2 6 4 5 2

16 5 7 7 | 7 2 2 6 6

17 7 7 7 | 7 | 4 6 7

I8 | 2 | 6 | 7 2 6 !

g 2 6 2 6 ] 6 7 6 6

Mean 3.84 4.89 4.63 3.05 4.57 3.63 3.15 5.84 4.68
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Semantic Differential Concept "MY SPOUSE AS PARENT"

—PoéT—TreaTmenT ¥

Polarities and Factors

$s 2(P) 4(A) 7(P) O9(A) 1ICE) I5(P) 21(E) 24(A) 28(E)
| 7 7 7 | 7 4 | 7 7
2 6 6 6 2 7 3 | 4 7
3 7 7 7 | 7 2 | 5 7
4 2 303 2 7 2 1 5 5
5 4 4 4 4 4 4 4 4 4
6 4 2 7 | 7 2 2 3 7
7 | 2 2 6 2 7 7 | |
Mean 4.42 4.42 S.14 2.42 5.85 3.42 2.42 4.14 5.42
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Semantic Differential Concept "ME AS PARENT"

Pre-Treatment

Polarities and Factors

s 2(PY 4(AY T(P) 9(A) 1I(E) I5(P) 2I(E) 24(A) 28(E)
| 2 5 6 2 6 6 2 6 3
2 7 7 7 [ 5 | | 7 7
3 5 7 6 2 6 : 2 6 6
4 6 6 7 2 4 4 4 4 4
5 3 5 3 6 5 3 5 4 2
6 5 5 5 4 5 3 4 6 6
7 | 6 2 2 2 2 4 7 2
8 3 7 7 | 5 1 3 7 3
9 4 6 6 2 6 2 2 6 6
10 4 6 6 2 6 2 2 6 7
H | 2 2 4 3 4 4 2 2
12 7 7 5 1 7 | | 5 7
13 6 7 7 2 6 | 2 6 6
14 3 5 3 ‘5 3 | 4 | y]
15 2 2 2 2 2 4 3 3 3
16 - 4 6 7 | 7 | 4 6 7
17 3 5 3 2 7 | 4 5 5
18 5 5 2 5 3 2 6 5 3
19 2 2 2 6 2 6 7 2 |

Mean 3.84 5.3 4,63 2.73 4.73 2.42  35.21 4.94 4.3|
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Semantic Differential Concept "ME AS PARENT"

Post-treatment

Polarities and Factors

Ss 2P 4tA)y T(P)Y 9(A) TR I5(P)  21(E) 24CA) 28(E)
I 7 7 6 | 7 4 5 7 7

2 6 7 7 I 7 | I 7 7
35 7 7 7 2 7 | 2 5 7

4 7 7 7 2 7 | 2 6 6

5 6 ‘6 6 [ 6 I 3 7 5

6 7 7 7 2 7 l 2 7 7

7 6 6 6 2 6 -2 4 4 6
Mean 6.57 6.7 6.57 -1.57 6.7 ) .57 2,71 6.14 6.42




Walker Problem Behavior ldentification Checklist

Pre-Treatment

i

299

Acting- With- Distract- Disturbed Imma- Total

> Out drawl ibility Peer Ret. turity Score
| 13 6 7 9 7 42
2 16 5 12 12 6 51
3 21 0 10 5 9 45
4 25 0 13 i3 10 64
5 6 0 8 0 2 16
6 3 0 8 0 3 14
7 I 0 3 9 9 32
8 18 6 3 5 ! 33
9 I3 4 4 6 0 27
0 20 5 9 18 14 66
I |7 C 5 3 6 31
12 19 | Il 4 4 39
13 16 | 8 4 3 32
14 i I 8 8 2 40
15 21 6 6 3 45
16. 22 2 I I3 15 63
17 10 0 8 5 25
I8 i7 8 12 20 [ 68
i9 [4 4 5 4 35
20 14 0 8 5 32
21 5 3 3 2 0 13
Mean 14.85 '2.95 7.71 6.72 5.66 38.71
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Walker Problem Behavior !dentification Checklist

 Post-treatment

Ss Acting- With- Distract- Disturbed Imma- Total

Out drawl  ibility Peer Rel. turity Score
| 0 0 0 2
2 0 Q- 0 0 0 0
3 I 0 7 2 6 26
4 8 . | 6 0 4 19"
5 5 0 5 5 3 18
6 0 0 8 4 4 26
7 0 | ! 0 0 2

Mean 8.00 1.00 5.40 3.66 3.80 16.5




Pre-treatment

. Child Behavior Rating Scale

301

Self- Home- Social- Schocl- Physical- Total
Ss Adjust  Adjust Adjust  Adjust  Adjust Adjust
| 55 95 71 41 30 34
2 67 78 30 48 29 338
3 73 97 64 25 36 365
4 34 85 46 26 26 264
5 45 73 87 63 36 299
6 66 101 67 56 34 390
7 76 90 61 38 33 %~ 370
8 37 70 44 27 36 T 241
9 48 80 46 3 .32 287
10 23 86 63 30 32 248
I 73 U}i\\//,/fﬁf I3 36 367
12 67 " 88 67 67 34 377
13 58 80 61 37 30 313
14 79 9i 96 58 .30 398
15 98 77 110 53 35 403
16 44 63 60 6 33 220
17 100 101 93 65 26 467
18 72 62 71 49 36 323
19 56 3 71 0 0 174
20 47 35 42 14 30 192
21 70 84 93 I 28 319
Mean  61.33  79.57 67.00 36.09  .31.66 318.85




Child Behavior Rating Scale

Post-treatment

302

Sel f-

Home-  Social-  School- Physical- Total
Ss Adjust Adjust Adjust Adjust Adjust Adjust
! 51 69 59 ST 36 277
Z 90 113 96 44 28 450
3 95 63 .95 58" 30 374
ﬁw- 14 16 15 71 36 531
5 64 83 76 5i 27 345
6 100 120 89 57 29 497
7 52 91 63 - 30 31 3le
Mean . 80.85 93,57 84.71 49.71 . 31.00 398.57
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Mother-Child Relationship Evaluation

Pre—TreaTmentTh

Ss Acceptance Overprotection Overindulgence Rejection
| 41 24 32 28
2 40 39 36 33
3 44 15 28 44
4 35 32 ‘ 20 48

5 42 35 28 40
6 47 22 26 36
7 25 34 28 . 49
8 4] 25 30 39
9 48 33 29 35

10 40 29 34 39

L 33 28 ‘ 33 ) 38

12 37 26 29 46
13 47 21 ' 24 38

14 33 41 = 44 36
15 31 35 38 50
16 32 Y37 36 .
17 42 32 30 46
18 46 24 - 3 38

19 36 21 36 48

20 45 29 35 st

21 36 36 34 42

Mean 39.09 29.71 - 31.47 : 4G.47
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Mother-Child Relationship Evaluation

Post-Treatment

Ss Acceptance OQOverprotection Overindulgence Rejection

[ 36 34 ' 28 40

2 47 25 26 30

3 37 24 30 38

4 42 22 24 36

5 36 29 35 44

6 42 21 . 28 37

7 a0 39 36 - 33
Mean 40.00 27.71 29.57 36.85
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. .Child Cooperation Index Trial |

"Number of Requests

.

Ss Task | Task 2 Task 3 . Task 4 Task 5
| 16 13 7 8 8
2 20 30 14 30 25
3 16 8 6 4 7
4 i6 4 5 12 13
5 L7 17 19 5 23
6 35 7 0 7 0

Mean 12.30 13.16 10.20 12.66 17.20

_ Child Cooperation Index Trial 11

Number of Requests

EE ' Task | Task’2 Task 3 Task 4 Task 5
| 10 19 17 10 10
2 7 7 7 7 7
3 35 8 12 o 22
4 12 I 7 8 12
5 8 12 .10 9 10—
6 23 27 20 TR/ _\l‘ﬁj
7 7 3 20 . s_/ 3

Mean 14,57 13.85 13.28 8.71 12.85
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Child Cocperation Index Trial 11l

Number of Requests

Ss Task | Task 2 Task 3 Task 4 Task 5
I 8 10 7 5\,‘,_ 8 14
2 13 14 15 9 N
3 2 8 7 9 ' 9
4 Hl 16 T 22 24 4
5 9 8 8 7 15
6 7 4] 12 10 0
7 15 |9 18 25 30
Mean 9.28 12.14 - 1271 13.14 13.83
Child-Cooperation Index Trial IV
Number of Requests
Ss Task | Task 2 Ta%f/\ Task 4 Task 5
! 9 V7 i j) 16 Il
2 I 7 1 - 10 9
3 14 8 7 9
4 7 7 g 6
5 7 2 4 5
6 10 9 Il v 8 i
Mean 9.66 18.00 9.00 8.50 8.33
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Child Cooperation Index Trial v

5s Task | Task 2 Task 3 Task 4 Task 5

| 8 . 9 8 9 7

2 7 7 9 7 9

3 15 7 7 10 I3

2 9 10 7 10 0

Mean 9.75 8.25 7.75 9.00 9.66
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