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Preface

Handbook of Effective Psychotherapy is the culmination of 15 years of personal interest
in the area of psychotherapy outcome research. In my view, this is one of the most
interesting and crucial areas in the field: it has relevance across disparate clinical
disciplines and orientations; it provides a measure of how far the field has
progressed in its efforts to improve the effectiveness of psychotherapeutic inter-
vention; and it provides an ongoing measure of how readily clinicians adapt to
scientific indications in state-of-the-art care.

Regrettably, as several of the chapters in this volume indicate, there is a vast
chasm between what is known about the best available treatments and what is
applied as the usual standard of care. On the most basic level there appears to be a
significant number of clinicians who remain reluctant to acknowledge that scien-
tific study can add to their ability to aid the emotionally distressed. I hope that this
handbook, with its many delineations of empirically supported treatments, will do
something to remedy this state of affairs.

There is, of course, another subgroup of clinicians who values the results of
research but believes that all therapies, because of “unspecified” mechanisms, yield
roughly equivalent results. Despite more than a decade of experience with this
reaction, I remain surprised that others still hold to this position given the
published research findings of the last 30 years. I hope that some members of this
subgroup will be sufficiently persuaded by the chapters in this handbook to
experiment with the procedures identified herein to be the most effective. When-
ever I read yet another article assuming the equivalence argument, however (and
these are still being published by the score), I realize that this issue is so emotionally
charged that no amount of research will be persuasive to all.

There is yet another subgroup that is receptive to what has been demonstrated
by empirical study but that is unsure of the findings presented in the literature or
where to go to obtain them. This subgroup, which, along with clinicians and
academicians includes managed mental health care companies, administrators,
chief executive officers, human services directors, and other policymakers should
find this handbook of use. The chapters on specific disorders, while cautious as to
the methodological limits of the findings and studies reviewed, provide a direction
for disorder-driven care that stands to improve upon the outcomes usually ob-
served.
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The handbook is organized into three sections. The first part includes two
general reviews. Eysenck first reviews the demonstrated efficacy of the traditional
psychotherapies. The second review, written by my co-authors and me, provides an
appendix of more than 100 studies indicating that certain types of directive
treatment interventions result in outcomes superior to those observed with more
traditional forms of care.

The next section is a compilation of reviews indicating which treatments
appear to get the best outcomes, organized by disorder. These chapters provide the
essence of the handbook.

The final section represents an attempt to acknowledge that the advances in
research cited in Parts I and II have been accompanied by controversy and by the
discovery of numerous areas in which the field can still improve. Pekarik’s chapter,
for example, while acknowledging the superior efficacy of cognitive and behavioral
interventions, points out that these therapies have consistently overlooked various
phenomena from the consumer preference literature. These oversights have ad-
versely affected the outcomes of these varieties of care. At my request, Elliott,
Stiles, and Shapiro provide a counterpoint to the thesis of my own chapters and to
that of a number of the disorder-specific chapters. Among other things, this
counterargument points to methodological weaknesses in the research, Rosenthal
effects, and other possible research biases. As an additional attempt to provide a
forum for the expression of countervailing points of view, a chapter on the merits
of integrationism was invited. In this chapter, while also acknowledging the proven
efficacy of cognitive and behavioral techniques, Turner argues that the contribu-
tions from other theorists may still lend substantial value and additional effective-
ness to what are currently recognized as the most effective forms of care.

As this handbook will make clear, it is very difficult to take a stand on the
comparative effectiveness of virtually any technique, orientation, or procedure
without exciting adverse passions and charges of bias. Ironically, my experience as
editor indicated that, if anything, the authors of the disorder-specific chapters
took great pains to avoid anything but a conservative and cautious approach. I was
interested to observe that, in more than half of the chapters, the authors did not at
first specifically identify a treatment of choice despite their having presented
research findings that justified a preference. I became so intrigued with this
phenomenon that I began an informal survey of the authors’ reticence. Their
stated reasons included a fear of “retaliation” or criticism, as has been observed
frequently, from traditionally oriented colleagues; the conservative influence of
scientific training and philosophy of science; and a general distaste for anything
that could be construed as an unreasoned championship of a “cause,” regardless of
the degree to which the authors believed their arguments were indeed correct.
Perhaps John Allen, the first author of the chapter on the treatment of alcoholism,
spoke best for the authors with his reply: “We do not wish to condemn the field of
practice, much as it concerns us.”

Since completing this handbook, I have left the directorship of a managed
care company in order to start my own consulting firm. As such, I am most



interested in the reaction to this volume by readership. Correspondence can be sent xiii
to me at the following address:

Preface

TaOMAS R. GILES, Psy.D.
President

Associates in Managed Care
10200 East Girard Avenue
Suite C-356

Denver, Colorado 80231
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Forty Years On
The Outcome Problem in Psychotherapy Revisited

H. J. Eysenck

Introduction

The problem of the effectiveness of psychotherapy has to be considered in the
broad context of the agonizingly slow shift from common sense to science. The
famous physicist Eddington used to give the example of the two tables: the one
common sense recognizes—solid, having weight, reflecting light, with a flat sur-
face and sturdy legs; the other as seen by science, constituted of empty space in
which innumerable molecules dance their gavotte, electrons spinning around
nuclei in never-ending circles. Common sense has told us much about physics,
and we could not exist without that knowledge. We walk, run, and jump by keeping
at bay the forces of gravity. We throw spears, shoot arrows, kick footballs, smash
tennis balls with great accuracy, taking into account wind strength and direction,
air pressure, and many other physical variables. We build igloos and tipis, we
construct temples and palaces, all without the guidance of science. Even animals
cope with nature most successfully; tigers jump, gazelles flee, monkeys climb—
they all go their way by learning in the hard school of life.

The same is true of psychology. If we could not guess the motives of our
friends and enemies, anticipate the behavior of our nearest and dearest, know
about love and lust, hatred and despair, fun and laughter, how could we live in
society, get on with other people, form communes, create nations? Our cognitions,
without any scientific contribution, are often uncannily correct, and frequently
anticipate later scientific discoveries. Galen 2,000 years ago laid the foundation of
modern personality theory by describing the “four temperaments”; Plato antici-
pated Freud’s ego, superego, and id in his fable of the charioteer and the good and
the bad horse; Cicero described the difference between “state” and “trait” anxiety.
The great German poet Goethe laid down quite clearly the basic law of behavior
therapy when he said: “To heal psychic ailments, the understanding avails nothing,
reasoning little, time much, but resolute action everything.” And to prove it,
he used desensitization, relaxation, and flooding with response prevention to cure

H. J. Eysenck ¢ Institute of Psychiatry, University of London, London SE5 8AF England
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his own neuroses (Eysenck, 1990b). And did not Maimonides apply instrumental
conditioning to education 800 years before Skinner, while Maconochie used a
token economy on prisoners in the middle of the last century, and very successfully,
too? (Eysenck, 1972).

Two thousand years ago, Seneca pointed out that “plura faciunt homines e
consuctudine quam e ratione” (People act more from habit than from reason), neatly
anticipating William James’s chapter on habit. Another hint that commonsense
psychology is not without merit comes from the testimony of poets, dramatists, and
writers who have distilled such knowledge in the form of poems, plays, and novels.
Shakespeare, Sophocles, Goethe, Corneille, Dante, and Cervantes must have had
some insight into human psychology, even if not based on scientific data collected
under controlled conditions—not as reliable as experimental results, but perhaps
more relevant to their everyday concerns. Hermeneutics has tried to follow the
same path, without much success.

If we are such wonderful psychologists and physicists, why do we need
science? The answer, of course, is that while we are often right, we also are often
wrong. The world does not rest on the back of a giant elephant that stands on a
giant tortoise, as the ancient Egyptians thought. The earth is not flat, nor does the
sun circle round it. “Eye of newt and toe of frog, wool of bat and tongue of dog”
are not going to cure our ailments, and prayer will not fulfill our wishes. Our
psychological diagnoses are often faulty, with disastrous consequences. We have no
idea of how to deal with criminals and psychopaths, and our educational failures
are notorious. We do best where reward and punishment give immediate results,
but elsewhere we surely need all the help science can give us.

How little science may be needed is shown by the fact that chimpanzees have
discovered the healing properties of certain plants, sharing this discovery with
humans (Sears, 1990). How much we need science is shown by the fact that a
famous drug like diazepam has no effect other than placebo (Shapiro, Struening,
Shapiro, & Milcarek, 1983). We are often misled into thinking that an effect occurs
because we feel it ought to—thus class size between 20 and 40 should influence
scholastic achievement but does not (Glass & Smith, 1979).

Given the wide spread of anxiety, depression, tenseness, guilt feelings, and
other neurotic symptoms, it would be strange if society had not discovered
methods of alleviating the resulting misery. And, indeed, we had witch doctors,
shamans, priests, teachers, gurus, and other social agents trying to deal with
psychological states thousands of years before psychiatry became a (putative)
science. In addition, friends, relatives, prostitutes, and even strangers are often
drawn into the circle of neurotic illness and are made to listen, advise, and
commiserate; has not psychotherapy been called “the prostitution of friendship”? I
have no doubt that all these helpers, and the methods they use, have been of
immense utility; if they had not, it is unlikely that they would be so universal in
their application, and so sought out by sufferers.

This “commonsense therapy” lies at the core of what has become known as
“spontaneous recovery,” that is, the fact that neurotic sufferers with even severe
symptoms of anxiety, depression, phobias, and the like tend to recover without
psychiatric help within a year or two (Eysenck, 1952). This recovery is not
spontaneous in the sense of being uncaused; it happens because of events occur-
ring over time, the events being the commonsense therapeutic interventions sought
out by the sufferers.



This spontaneous recovery involves a kind of placebo therapy, in the sense that
the therapy does not contain any ingredients deriving from a scientific theory of
neurosis and is not applied by trained practitioners. Like all placebos, it can
nevertheless be very powerful in its effect, particularly because it does in fact
include important ingredients similar to, or even identical with, those contained in
theory-derived behavior therapy. I will go into this point in detail later on; here
let me merely note that “placebo” treatment in psychotherapy is not as straightfor-
ward a concept as it is in physical medicine (Meyer, 1990). As I shall argue later,
commonsense therapy, placebo treatment, and psychotherapy all contain elements
of behavior therapy which make them, in effect, successful as treatments, however
unplanned this admixture may be (Eysenck, 1980).

It would follow that all types of psychological treatment are likely to be
successful, but that none can be called scientific unless it is (1) based on a properly
tested theory and (2) has effects clearly superior to spontaneous remission or
placebo treatment (Eysenck, 1952).

Is Psychotherapy Effective?

Fifty years ago, it was widely believed and taught that psychoanalysis was the
only acceptable method of treatment for neurotic patients, being the only method
that concerned itself with causes rather than merely with symptoms; that sympto-
matic treatment might be superficially successful, but that it would soon be
followed by a recurrence of symptoms, or symptom substitution; that “deep,”
“psychodynamic,” and long-lasting investigations by trained psychoanalysts were
required to produce stable and long-lasting cures; and that such cures could
only be effected by analysts who had themselves been psychoanalyzed. Diagnoses
and cures might be helped by administering psychodynamically oriented projec-
tion tests, like the Rorschach or the Thematic Apperception Test; the emphasis of
both tests and treatment was on unconscious causes, transference phenomena, and
early childhood experiences reconstructed through analysis of dreams and
through other types of “dynamic” evidence.

Few knowledgeable psychologists and psychiatrists would now deny that there
was no objective evidence for any of these beliefs. There were no clinical studies
comparing the progress of neurotic patients under psychoanalysis with that of
similar patients receiving no treatment or placebo treatment; it was often sug-
gested that it would be unethical to withhold such obvious beneficial treatment as
psychoanalysis from patients, disregarding the fact that of all the people suffering
from severe neurotic illness in the United States, less than 0.01% would in fact
receive psychoanalytic treatment! The superiority of psychoanalysis was simply
assumed on the basis of pseudoscientific arguments, not empirical evidence. It was
often suggested that the cases treated and described by Freud provided such
evidence, but apart from the obvious point that there were no controls involved
in his work, and no follow-ups, it is now well known that Freud was very economical
with the truth—as far as description of his famous cases is concerned—and that
the alleged cures in fact were not cures at all (Eysenck, 1985a). Thus, the famous
“Wolf Man” was not in fact cured but continued with the selfsame symptoms, from
which Freud claimed to have relieved him, for the next 60 years of his life, being
under constant treatment during this time (Obholzer, 1982)! Similarly, the famous

5

The Outcome
Problem Revisited



6

H. J. Eysenck

“cure” of Anna O. by Breuer, which was supposed to constitute the beginnings of
psychoanalytic treatment, was shown by historians to have been a misdiagnosis
and the cure a fraud (Thornton, 1983). Anna O. was not a hysteric but suffered
from tuberculous meningitis, and she lived in a hospital for many years with the
selfsame symptoms (Hirschmueller, 1989). The “Rat Man” was far from a thera-
peutic success as claimed, and Freud’s process notes deviate notably from his final
account (Mahony, 1986). It would be difficult to adduce these and other cases
treated by Freud as evidence of psychoanalytic successes (Eysenck, 1985a).

Outcomes, then, were being completely disregarded, and the only kind of
clinical studies being done were concerned with problems internal to the analytic
process, it being assumed that psychoanalysis was not only the best but the only
method of treatment. It seemed to me from the beginning that this was entirely the
wrong way to look at the whole problem of psychotherapy (Eysenck, 1990a). Both
from the theoretical and the practical points of view, the outcome problem was the
most important and critical of all; if psychoanalysis, or psychotherapy in general,
which was then as it is now largely based on Freudian assumptions, did not in
fact do better than placebo treatments or no treatment at all, then clearly the theory
on which it is based was wrong. Similarly, if there were no positive effects of
psychoanalysis as a therapy, then it would be completely unethical to apply this
method to patients, to charge them money for such treatment, or to train therapists
in these unsuccessful methods. The practical importance of the issue will be clear
without any great discussion, but the theoretical implications have been debated
for a long time, and it has been asserted that even if the therapy itself does not
work, the theory might nevertheless be correct. I took it for granted that if a
treatment method based on theory does not work, then this suggests that the theory
itself must be faulty. Grunbaum (1979, 1984) has argued the case in considerable
detail and has come to a very similar conclusion. I will return to this point presently.

There were some dissenting voices asking for empirical evidence and looking
critically at such comparative studies as were available (e.g., Denker, 1946; Landis,
1937; Salter, 1952; Wilder, 1945; Zubin, 1953). In 1952, I carried out an analysis
of all the published material concerning recovery from neurotic illness after
psychoanalysis, after psychotherapy, or after no treatment of a psychiatric na-
ture at all (Eysenck, 1952); the results were published in an article which has been
referred to as “the most influential evaluation of psychotherapy” (Kazdin, 1978,
p. 33). In this article (Eysenck, 1952), I examined a number of outcome studies that
primarily evaluated treatment of neurotic patients. I attempted to assess the effects
of psychotherapy by comparing its outcome with an estimate of improvements in
patients that occur in the absence of therapy. I concluded that approximately
67% of seriously ill patients recover within 2 years, even in the absence of formal
psychotherapy. If we regard this figure as an approximate baseline against which
treatment can be evaluated, then we can compare therapy outcome with it, and I
found a cure rate of approximately the same magnitude. Thus, remissions with no
treatment (“spontaneous remission”) occur as often as recovery with psychotherapy
or psychoanalysis. This is still apparently true (Svartberg & Stiles, 1991).

I took up the topic of effectiveness again in 1960 and in 1965, summarizing.
the large number of articles that had appeared, partly as a consequence of
stressing the importance of the outcome problem. The results were not very
dissimilar to my previous analysis, and more recent work has not disproved my
assertion.



Arguments about Effectiveness

In these articles about the effectiveness of psychotherapy, I made a number of
other points, which have not always been considered by critics. I emphasized the
need for carefully controlled therapy research that not only takes into account
spontaneous remission, but also controls for nonspecific treatment effects, that
is, the inclusion of placebo treatment in assessment. I also pointed out that showing
therapy to be superior to no treatment is not sufficient to demonstrate that any
particular technique or ingredient of therapy is effective; nonspecific treatment
effects, such as attending treatment or meeting with the therapist, would still
have to be ruled out to argue for specific benefits of treatment (Eysenck, 1966).
Arguments pro and con were taken up by many contributors, whose points of view
are summarized by Kazdin (1978) and Schorr (1984). It would not be useful to take
up these arguments here again, but it may be worthwhile to look at more recent
surveys of the burgeoning literature and to see to what extent more recent studies
have validated or invalidated my original conclusions.

Before turning to this task, however, I will consider the degree to which
psychoanalysts have responded to the widespread criticism voiced concerning the
efficacy of their treatment. Following the principle that criticism should be directed
at what is regarded as the best, rather than the worst, project in the area, I will
look at the Menninger Clinic project (Kernberg, 1972, 1973), a lavishly financed
study published after 18 years of work. The aim of the project was to “explore
changes brought about in patients by psychoanalytically oriented psychotherapies
and psychoanalysis” (Kernberg, 1972, p. 3). Forty-two adult neurotic patients were
studied, those in psychoanalytic therapy receiving an average of 835 hours of
treatment, and those in psychoanalytically oriented psychotherapy receiving an
average of 289 hours. A detailed criticism of the project has been made by
Rachman and Wilson (1980). Listing such obvious faults as contamination, nonran-
dom allocation, and absence of any control, the authors of the Menninger report
themselves admit that the most severe limitation of their study was its “lack of
formal experimental design” (Kernberg, 1972, p. 76). They point out that it was not
possible:

(I) To list the variables needed to test the theories;
(II) To have methods of quantification of the variables, preferably existing
scales which would have adequate reliability and validity;
(III) To be able to choose and provide controlled conditions which would rule
out alternative explanations for the results;
(IV) To state the hypotheses to be tested; or finally,
(V) To conduct the research according to the design. (Kernberg, 1972, p. 75)

As Rachman and Wilson correctly point out,

This astonishing conclusion can have few equals . . . one is left with a study
that is so flawed as to preclude any conclusions whatsoever. Whilst the honesty of
this self-appraisal is highly commendable, one cannot help wondering how the
authors succeeded in persuading large and reputable foundations to provide
them with financial support extending over many years. How does one per-
suade a foundation to uphold research which, in the words of the authors
themselves, lacks a formal experimental design, or methods of quantification, or
hypotheses? And which cannot be conducted “according to the design”? (Rach-
man & Wilson, 1980, p. 73)

7
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(Over a million dollars was spent on the project, at a time when this was a
considerable amount of money!)

Did this waste of time and money induce in the authors of the report a suitable
feeling of humility? Malan (1976, p. 21) states: “When I met Dr. Kernberg at the
meeting of the Society for Psychotherapy Research in Philadelphia, in 1973, he
said that the problem of measuring outcome on psychodynamic criteria was
essentially solved, and I could only agree with him.” It is difficult not to resort to
a quotation: “Quem Jupiter vult perdere dementat prius” (Whom Jupiter wants to
destroy, he first renders mad). Clearly, psychoanalysts have learned nothing and
forgotten nothing! They have no intention of submitting their beliefs to any
kind of empirical scrutiny; they prefer assertion to demonstration. Anyone seri-
ously interested in this topic ought to read the detailed critique by Rachman and
Wilson (1980) to discover how far intellectual vacuity can go.

Am I being too hard in my interpretation? As Anthony Storr, one of the best
known psychoanalysts in England, wrote in 1966 (as quoted by Wood, 1990):

The American Psychoanalytic Association, who might be supposed to be
prejudiced in favour of their own speciality, undertook a survey to test the
efficacy of psychoanalysis. The results obtained were so disappointing that they
were withheld from publication. . . . The evidence that psychoanalysis cures
anyone of anything is so shaky as to be practically non-existent.

The Present Position

How true are the conclusions I drew in the early 1950s at the present time?

Rachman and Wilson (1980) have provided us with to date the best and most
honest survey of the literature, and it is reassuring that their verdict is not so very
different from the one I arrived at 30 years before their survey appeared. A
quotation makes clear their overall evaluation:

The need for strict evaluation of the effects of various forms of therapy arises
from several observations. In the first place, there is clear evidence of a
substantial remission; as a result any therapeutic procedure must be shown to be
superior to “non-professional” processes of change. Closely allied to this point
is the wide range of therapeutic procedures currently on offer and the compet-
ing and often exclusive claims for effectiveness. The lengthy business of separat-
ing the wheat from the chaff can only be accomplished by the introduction of
strict and rational forms of evaluation. One important function of strict evalua-
tion would be to root out those ineffective or even harmful methods that are
being recommended. The availability of incisive methods of evaluation might
have averted the sorry episode during which coma treatment was given to a
large number of hopeful but undiscriminating patients.

The occurrence of spontaneous remissions of neurotic disorders provided
a foundation stone for Eysenck’s (1952) skeptical evaluation of the case for
psychotherapy. His analysis of the admittedly insufficient data at the time led
Eysenck to accept as the best available estimate the figure that roughly two-
thirds of all neurotic disorders will remit spontaneously within 2 years of onset.
Our review of the evidence that has accumulated during the past 25 years does
not put us in a position to revise Eysenck’s original estimate, but there is a strong
case for refining his estimate for each of a group of different neurotic disorders;
the early assumption of uniformity of spontaneous remission rates among
different disorders is increasingly difficult to defend.



Given the widespread occurrence of spontaneous remissions, and it is
difficult to see how they can any longer be denied, the claims made for the
specific value of particular forms of psychotherapy begin to look exaggerated.
It comes as a surprise to find how meagre is the evidence to support the wide-
ranging claims made or implied by psychoanalytic therapists. The lengthy
descriptions of spectacular improvements achieved in particular cases are
outnumbered by the descriptions of patients whose analyses appear to be
interminable. More important, however, is the rarity of any form of controlled
evaluation of the effects of psychoanalysis. We are unaware of any methodical
study of this kind which has taken adequate account of spontaneous changes or,
more importantly, of the contribution of non-specific therapeutic influences
such as placebo effects, expectancy, and so on. In view of the ambitiousness,
scope, and influence of psychoanalysis, one might be inclined to recommend to
one’s scientific colleagues an attitude of continuing patience, but for the fact that
insufficient progress has been made in either acknowledging the need for
stringent scientific evaluations or in establishing criteria of outcome that are
even half-way satisfactory. One suspects, however, that consumer groups will
prove to be far less patient when they finally undertake an examination of the
evidence on which the claims of psychoanalytic effectiveness now rest. (Rach-
man & Wilson, 1980, p. 259)

The rather negative evaluation of psychoanalysis, and indeed other forms of
psychotherapy, to which Rachman and Wilson are finally forced contrasts spec-
tacularly with conclusions arrived at by authors like Bergin (1971), Bergin and
Lambert (1978), Lambert (1976), and Luborsky, Singer, and Luborsky (1975). The
latter, in a memorable phrase, summarized their comparative studies of psycho-
therapies in the quotation “Everyone has won, and all must have prizes.” This quote
illustrates the “Alice in Wonderland” atmosphere of the psychotherapy field, as
do the equally optimistic conclusions of Bergin and his colleagues.

Looking at Meta-Analysis

Where Luborsky, Bergin, and Lambert at least pretend to some kind of
scientific objectivity, a much praised book by Smith, Glass, and Miller (1980)
provides the seeds of its own destruction, without requiring any aid from outside
critics. The contents of this book, which essentially aims at a meta-analysis of all
published studies to date, amount to an essential contradiction of the conclusions I
drew in 1952 and which were virtually unchanged in the review by Rachman and
Wilson (1980). To illustrate this argument, let me quote the general conclusions
drawn by Smith et al. (1980) from their data. They assert that

Psychotherapy is beneficial, consistently so and in many different ways. Its benefits are
on a par with other expensive ambitious interventions, such as schooling and medicine.
The benefits of psychotherapy are not permanent, but then little is. (p. 183, italics in
original)

They go on to say

The evidence overwhelmingly supports the efficacy of psychotherapy ...
psychotherapy benefits people of all ages as reliably as schooling educates them,
medicine cures them, or business turns a profit. (p. 183)

Apparently, psychotherapy sometimes seeks the same goals as education and
medicine, and when it does, psychotherapy performs commendably well:
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We are suggesting no less than that psychotherapists have a legitimate, though
not exclusive, claim, substantiated by controlled research, of those roles in
society, whether privately or publicly endowed, whose responsibility is to restore
to health the sick, the suffering, the alienated, and the disaffected. (p. 183)

Smith et al. then go on to repeat the Luborsky et al. view that

Different types of psychotherapy (verbal or behavioral); psychodynamic, client-
centered, or systematic desensitization) do not produce different types or
degrees of benefit. (p. 184)

Allied to this odd conclusion is another one, to wit, that

Differences in how psychotherapy is conducted, whether in groups or individually, by
experienced or novice therapists, for long or short periods of time, and the like make very
little difference in how beneficial it is. (p. 188, italics in original)

Actually, the data presented in Table 5—1 of Smith et al. completely contradict
their own conclusions; for instance, they found average effect sizes of 0.28 for
undifferentiated counseling and of 0.14 for reality therapy, with figures like
1.82 for hypnotherapy and 2.38 for cognitive therapies. These figures do not
suggest equality of effectiveness! The authors also fail to note a very important
conclusion from the same table; that is, placebo treatment (effect size 0.56) is as
effective as Gestalt therapy (0.64), client-centered therapy (0.62), or psycho-
dynamic therapy (0.69). Clearly, their own conclusions force us to argue that all the
vaunted effects of psychotherapy are simply placebo effects (a conclusion also
arrived at in the much more meaningful analysis carried out by Prioleau, Mur-
doch, and Brody, 1983). It is curious that almost none of the reviewers of the book
saw this obvious contradiction between data and conclusions or commented on the
devastating effects this contradiction must have on the claims for efficacy of
psychotherapy.

Much the same must be said about the final conclusion of the book, which
states that the effectiveness of therapy has little to do with the experience of the
therapist or the length of treatment. If that is true, then, clearly, claims by
psychoanalysts that their discipline requires a lengthy training period and a
lengthy time to establish and then resolve transference relations are completely
unjustified. Obviously, therapists should have just one hour’s training and treat-
ment should be one hour’s duration; according to Smith et al. (1980), these
restrictions should make no difference to the outcome! As in Alice in Wonderland, we
should apparently follow the practice of The Red Queen to believe as many as six
impossible things before breakfast. To believe the conclusions of Smith et al. would
certainly constitute good practice for that.

Smith et al., curiously enough, do discover that behavior therapy is more
effective than psychotherapy, but they try to argue this conclusion out of existence
with a rather specious argument. Eysenck and Martin (1987), who have discussed
this question in some detail, have come to the conclusion that not only is a learning
theory of neurosis the only scientific theory available at present but the methods of
treatment to which it gives rise are the only ones more effective than no treat-
ment or placebo treatment. Thus, the spontaneous remission objection does not
apply to behavior therapy; Rachman and Hodgson’s (1980) book presents an
excellent example of the treatment of obsessive-compulsive behavior. The failure
of psychotherapy to achieve a similar status, alas, does not seem to have reduced



the ardor with which many therapists still proclaim its virtues and foist it on
innocent victims.

Wittmann and Matt (1986) carried out a meta-analysis of German studies of
psychotherapy and its effectiveness. Their results, which coincided with the true
interpretation of the Smith et al. data, showed that “not everybody has won,
therefore not all must have prizes” (p. 35); in particular, “therapies with behavioral
orientation show the highest effects” (p. 35).

This general superiority of behavioral over “dynamic” types of therapy is well
recognized (e.g., Giles, 1983a, 1983b, 1990). It is also found in the fields of
criminality and psychopathy, where comparisons of the two types of therapies have
been done. Andrews et al. (1980) conclude their analysis of published work by
saying that “appropriate types of service . . . involve the use of behavioral and
social learning principles of interpersonal influence, skill enhancement, and cogni-
tive change. Specifically, they include modeling, graduated practice, rehearsal, role
playing, reinforcement, resource provision, and detailed verbal guidance and
explanation” (p. 375). Andrews et al. also point out that “traditional psychodynamic
and nondirective client-centered therapies are to be avoided within general sam-
ples of offenders” (p. 376). Note that even with this group of clients, where little was
expected, a 53% reduction in recidivism was achieved! This is a remarkable
outcome in what is usually a disaster area.

The Importance of Theory

I would like to look in some detail at some of the consequences of the
conclusions drawn by Luborsky et al., Bergin, and Smith et al. from their analyses,
faulty as these are. First, take the argument that all types of therapy are equally
effective, and that this proves the correctness of the views of those who support the
effectiveness of psychotherapeutic research and the theories on which this effec-
tiveness is based. If it is true that different methods of psychotherapy (let us call
them T;, Ty, Ty . . . T,) have indeed been shown to be equally effective in reduc-
ing or abolishing the neurotic illnesses for which they have been recommended,
then it should be obvious that such an outcome would not support the hypotheses
or theories (let us call them H;, Hy, Hy . . . H,) on which the treatments were based,
but would completely disprove them. Consider psychoanalysis as T;. This is based
on H;, which asserts that only psychoanalytic methods can produce a proper cure,
and that all other methods must inevitably fail to do so. But according to Luborsky
etal., Ty, Tg. .. T, are equally successful as T;; this clearly demonstrates that H, is
incorrect, because it predicted the opposite, namely, that Ty, Ty ... T, would
have no effect or, at most, a markedly weaker effect than T.

Much the same can be said for all the other types of treatment—client-
centered, Gestalt, primary therapy, and the like. They are all based on specific
hypotheses which assert that the respective methods of treatment should be superior
to all others; if they are not, then surely the theories themselves cannot be correct.
If it can also be shown that placebo treatments are as effective as genuine treat-
ments, then it should become plain that the outcome of all these studies must be
that it is nonspecific factors, such as discussing one’s troubles with a friendly person,
receiving advice, relieving one’s tensions through receiving positive reactions, and
so forth, which are effective in mediating therapeutic success, rather than the
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specific methods derived from the various theories in question. If indeed all have
won, and all must have prizes, then that surely spells the definite rebuttal to all the
theories psychotherapists have fought so earnestly to elaborate and establish. I have
elsewhere discussed “the place of theory in a world of facts” (Eysenck, 1985d), agree-
ing with Kurt Lewin that “there is nothing as practical as a good theory,” and with
Kant that “practice without theory is blind, theory without practice is lame.” On
this one point I agree with Freud; for a therapy to deserve the term “scientific,” it
must be based on a sound theory, with proper academic and experimental support
(Eysenck, 1985d). No such experimental support, of course, has ever been forth-
coming for Freudian theories (Eysenck & Wilson, 1973). As Gossop (1981) has
shown, there really is no such theory other than the conditioning theory developed
by Pavlov, Watson, and Wolpe, which I have lately refined and restated (Eysenck,
1976b, 1977,1979, 1982, 1987a, 1987b; Eysenck & Kelley, 1987; Eysenck & Rachman,
1965). Such a restatement was clearly necessary because of the many well-justified
criticisms which had been leveled at the Watson—Mowrer version of Pavlovian theory.

The major changes I made were as follows: (1) replacing Pavlovian condition-
ing A by Pavlovian conditioning B (Grant, 1964) as the fundamental basis of
neurosis acquisition and (2) using genetic factors and “preparedness” in addition to
conditioning as the fundamental building blocks of a natural science theory of
neurosis and of treatment (Eysenck, 1986, 1987b; Eysenck & Beech, 1971; Eysenck
& Martin, 1987).

This renovated theory, relying on the concept of “incubation” of conditional
fear responses (Eysenck, 1985b), is in principle able to cope with all the known
facts of neurosis genesis and treatment; it also makes it possible to accommodate
the known facts of psychotherapy effectiveness, placebo treatment, and sponta-
neous remission (Eysenck, 1980). Per contra, psychoanalytic and dynamic theories
have followed the course of a degenerative research program, rather than a progres-
sive one like behavior therapy (Lakatos, 1970). As Smith ez al. discovered to their
discomfort, behavior therapy fared better than psychotherapy—a finding they
tried to discredit by some contrafactual arguments.

The Question of Spontaneous Remission

Second, I will look at the foundation of Bergin and Lambert’s (1978) critique
of my original work, namely, that my original suggestion of a spontaneous remis-
sion rate of about two-thirds is much too high. As Bergin and Lambert say, “It
can be noted that the two-thirds estimate is not only unrepresentative but is actually the most
unrealistic figure for describing the spontaneous remission rate or even rates for minimal
treatment outcomes” (p. 147, italics in original).

My estimate was based on data published by Landis (1937) and Denker (1946),
which gave an estimate of spontaneous remission effects of something like two-
thirds; Bergin (1971) compiled a table containing 14 studies and provided percent-
age improvement rates for each. The rates vary from 0% to 56% and “the median
rate appears to be in the vicinity of 30%!” Although his figures “have their
weaknesses,” Bergin nevertheless felt that “they are the best available to date” and
that they rest “upon a much more solid base” than the Landis—Denker data. In the
face of such a large discrepancy, which is obviously vital in coming to any
conclusions, it is essential to study the figures and arguments in detail. This has



been done very carefully by Rachman and Wilson (1980), and the reader is referred
to their discussion. I will only quote brief excerpts to illustrate the essential
dishonesty of the Bergin and Lambert argument:

Before commencing the close examination of what Bergin presents as the best
available data, two points should be borne in mind. In the first place it seems
to be a curious procedure in which one rediscovers data and then calculates a
median rate of improvement, while ignoring the data on which the original
argument was based. The new data (actually some of them are chronologically
older than those of Landis—Denker) should have been considered in conjunc-
tion with, or at least in the light of, the existing information. The second point is
that although Bergin considered some new evidence, he missed a number of
studies more pertinent to the question of spontaneous recovery rates. His
estimate of a 30% spontaneous recovery rate is based on the fourteen studies
which are incorporated in Table 8 of this work. It will be noticed that the list
omits some of the studies discussed earlier in this chapter, which antedate
Bergin’s review. (p. 41)

Rachman and Wilson give a list of the 14 studies cited in Bergin’s review and
then go on to a detailed discussion of each.

They demonstrate that several of the studies described are completely irrele-
vant to the issue, because they do not deal with neurotic disorders at all, give no
figures which could be interpreted, or are not concerned with spontaneous remis-
sion! Their devastating critique should be read by anyone interested in this very
important issue.

Negative Effects of Psychotherapy

If a therapist (whether teacher, friend, priest, psychoanalyst, or witch doctor)
helps a sufferer by incorporating certain attitudes into therapy—reassurance,
advice, help, warmth of personal reaction, encouraging an increase in autonomy—
then it would seem to follow that harm may be done to the sufferer if these
affirming attitudes are withheld (as in classical psychoanalysis). Mays and Franks
(1985) and Strupp, Hadley, and Gomes-Schwartz (1977) have amply documented
the fact that psychoanalysis, in particular, and dynamic therapies, in general, can
indeed have disastrous results and worsen the state of neurotic patients (I have
tried to explain this negative effect in theoretical terms; Eysenck, 1985c). It is
curious that these facts are seldom if ever mentioned in the current literature in
psychiatry or clinical psychology.

Altogether, it may be said that textbooks in psychotherapy fail to give an
accurate picture of the situation. Howarth (1989) reviewed 10 recent texts in this
field and finds that they do not show any interest in questioning or even asserting
the value of the products they discuss.

I looked carefully but in vain . . . for any reference to evaluation, assessment,
cure, termination, outcome or any other word which might indicate a concern
for the effect of their interventions on the clients. . . . The impression created by
[these] books is appalling. But it is not extraordinary since the same characteris-
tics are shown in approximately 90 per cent of the volumes dealing with
psychotherapy, counselling and social work which are currently on sale at any
good bookstore. (p. 150)
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Howarth explains this odd state of affairs on the basis of two false beliefs:

The first is the common belief that psychotherapists can learn from experience.
Given the lack of specificity of the effects of psychotherapy, this is unlikely to
be the case, but some reviewers go further than this, and present evidence that
psychotherapists do not learn from experience. The second of these false beliefs
is that scientific evaluation is not appropriate for procedures which deal with
existential (or some other such phrase) rather than factual matters. They
require, it is suggested, a phenomenological or hermeneutic approach. This
excuse is worse than the primary fault, since it assumes that clients should be
interested in their own constructional reality and not in the effects which they
have on other people, nor in more objective measures of their well-being. It
would be very difficult to convince the clients themselves of this. (pp. 150-151)

Ignorance and complete disregard for the lack of evidence for positive effects, and
for the well-authenticated presence of negative effects, are thus endemic in
modern clinical psychology (Eysenck, 1990b).

Psychosomatic Effects of Psychotherapy

Yet both the beneficial effects of behavior therapy and the negative effects of
dynamic psychotherapy extend well beyond the field of neurosis and take in
psychosomatic disorders and even the most serious medical diseases like cancer
and coronary heart disease (CHD) (Eysenck, 1991). Grossarth-Maticek and Ey-
senck (1991) and Eysenck and Grossarth-Maticek (1991) have shown that behavior
therapy directed toward increasing the autonomy of healthy people who are
cancer-prone or CHD-prone can lessen dramatically their mortality rates. They
have also shown that terminally ill cancer patients can be helped by the same kind
of therapy to prolong life by almost 100% (i.e., doubling life expectancy), compared
with nontherapy controls. What are the effects of psychoanalysis under similar
circumstances?

Grossarth-Maticek and Eysenck (1990) investigated the effect of orthodox
psychoanalytic treatment on the eventual probability of death from cancer and
coronary heart disease in healthy probands treated by psychoanalysis for over 2
years, probands who broke off psychoanalytic treatment after less than 2 years, and
various control groups. At 7-year follow-up, psychoanalysis was found to have had a
significantly negative effect on survival. The effects were distinctly of a dose—
response kind, being more negative the longer the psychoanalytic treatment. Table
1.1 shows the resulting mortality data. Probands were divided at the beginning of
the study into a cancer-prone type (Type 1), a CHD-prone type (Type 2), and two
healthy types (Type 3 and Type 4) (Eysenck, 1988, 1989; Grossarth-Maticek,
Eysenck, & Vetter, 1988).

Probands were asked whether treatment had increased or decreased their
autonomy. Table 1.2 shows the results; it appears that decreasing autonomy, which
is a characteristic feature of psychoanalysis, had a very negative effect, while
treatment which uncharacteristically increased autonomy had little effect either
way. (Many psychoanalysts use methods and aim at results which are quite at
variance with Freudian intentions.)

These results, while touched upon only briefly here, are of great importance.
Subjective improvement in neurotic patients is difficult to operationalize and



measure objectively; mortality is both more important and more objective, and
to see the effectiveness of behavior therapy for positive outcome and the effective-
ness of psychoanalysis for negative outcome so clearly demonstrated adds veri-
similitude to our findings on psychological effects.

How is it possible that psychoanalysis can have such devastating effects?
Remember that stress plays an important part in liability to cancer and CHD and
shortens the life of patients so affected (Eysenck, 1991). As psychoanalysts them-
selves have stated, their treatment constitutes an enormous psychological stress
for the first few years, the hope being that amelioration or cure will happen
sometime in the (indefinite) future. But terminally ill patients do not have infinite
time, so the stressful effects of psychoanalysis are the only ones they are likely to

Table 1.1. Mortality of Therapy and Control Groups
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Therapy Status Type 1 Type 2 Type 3 Type 4
% % % %

. Up to 2 years of Cancer 11 7.1 4 4.6 5 4.8 1 100.0
psychoanalysis, CHD 7 4.5 5 5.8 6 5.7 0 0
then terminated. Other 7 4.5 5 5.8 6 5.7 0 0

Living 129  83.7 72 837 87 83.6 0 0
Omitted 8 4.9 4 4.4 5 4.5 0
Total 162 90 109 1

% % % %

. Psychoanalysis for Cancer 9 9.3 3 6.5 8 7.7 1 33.3
longer than 2 yrs., CHD 8 8.2 6 13.0 8 7.7 1 33.3
not terminated. Other 8 8.2 5 10.8 7 6.7 1 33.3

Living 72 742 32 695 81 778 0 0
Onmitted 5 149 0 0 4 3.7 0 0
Total 102 46 108 3

% % % %

. Control group for Cancer 2 1.3 1 1.2 0 0 0 0
Group 1, matched CHD 1 0.6 2 2.4 0 0 0 1]
on age, sex, type Other 3 1.9 2 2.4 3 2.7 0 0
and amount of Living 149  96.1 80 941 100 95.2 1 100.0
smoking. Omitted 7 4.3 5 5.5 5 4.6 0 0

Total 162 90 109 1
% % % %

. Control group for Cancer 1 1 1 2.2 0 0 0 0
Group 2, matched CHD 1 1 1 2.2 1 0.9 0 0
on age, sex, type Other 1 1 3 6.6 5 4.6 0 0
and amount of Living 94 96.9 40 8838 98  95.1 3 100.0
smoking. Omitted 5 4.9 1 2.1 5 4.6 0 0

Total 102 46 108 3
% % % %

. Control group for Cancer 1 0.6 1 0.5 0 0 1 0.9
Groups 1 and 2 CHD 2 1.2 2 1.0 1 0.9 0 0
combined, matched  Other 5 2.9 5 2.7 2 1.8 2 1.8
on age, sex, and Living 166 954 180 957 107 964 107 97.3
cigarette consump-  Omitted 13 6.9 9 46.6 10 8.3 6 5.2
tion. Total 187 197 121 116

Note. From Grossarth-Maticek & Eysenck, 1990.
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Table 1.2. Mortality of Groups Treated with Psychoanalysis, Depending
on Whether the Treatment Increased or Decreased Autonomy

Type 1 Type 2 Type 3 Type 4

N 32 20 34 1
Increasing autonomy % % % %
Cancer 1 3.2 0 0 0 0 0 0
CHD 1 3.2 1 10 1 3 0 0
Other 1 3.2 1 10 1 3 1 100
Living 28 90.3 8 80 31 93.9 0 0
Omitted 1 3.1 0 0 1 2.9 0 0
N 70 36 74 2
Decreasing autonomy % % % %
Cancer 8 12.1 3 8.3 88 11.2 1 50
CHD 7 10.6 5 13.9 7 9.9 1 50
Other 7 106 4 111 6 8.4 0 0
Living 44 66.7 24 66.7 50 70.4 0 0
Omitted 4 5.7 0 0 3 4.1 0 0

Note. From Grossarth-Maticek & Eysenck, 1990.

experience. Healthy cancer-prone or CHD-prone probands experience the added
stress and may develop illness as a consequence long before the alleged beneficial
effects emerge—if ever. The widespread use of psychoanalysis for cancer vic-
tims in Germany is unethical and completely contraindicated; it should be illegal to
administer a “treatment” which has been shown to lead to highly undesirable
consequences.

Psychotherapy And Behavior Therapy: A Reconciliation?

Attempts have been made to reconcile behavioral and psychodynamic princi-
ples, resulting in a form of “broad-spectrum” therapy (Lazarus, 1966) embodying
some variant of eclecticism (Lazarus, 1967). I have condemned such a mishmash of
theories as being counterproductive (Eysenck, 1970); if one theory is right, the
other must be wrong, and combining the two does not seem sensible (Eysenck,
1986, 1987a).

A similar point relates to the recent emergence of cognitive psychotherapy, or
cognitive-behavior therapy. This term raises two questions:

1. Is cognitive-behavior therapy different from classical behavior therapy by
incorporating cognitive components? Eysenck and Martin (1987) have argued that
cognition is one kind of behavior, and that conditioning paradigms since Pavlov
have always incorporated cognitions as important aspects of the processes involved.
Thus, adding the term “cognitive” to “behavior therapy” is redundant.

2. The other question is whether the alleged addition of cognitive methods to
behavioral intervention produces effects which are demonstrably better than
would be achieved by traditional methods alone. Latimer and Sweet (1984) looked
into the literature to resolve this question; their answer was in the negative:

Cognitive therapy is an evolutionary rather than a revolutionary development
in the field of behavior therapy. It is unique only in its greater emphasis on one



class of behavior—cognitions. Several innovative therapeutic methods have
been spawned as a result of this shift in emphasis, but these have not been
demonstrated to be efficacious in the treatment of populations. Cognitive
therapy as actually practiced usually involves a variety of methods including
behavioral procedures of established efficacy. Most of the claims made in
support of cognitive therapy are based on studies employing these cognitive-
behavioral methods. It remains to be demonstrated either that the new cognitive
therapy procedures make a significant contribution to therapeutic outcome or
that existing behavioral methods are rendered more effective when concep-
tualized in cognitive terms. The widespread adoption of cognitive treatment
procedures is unwarranted on the basis of existing outcome data involving
clinical populations. (p. 21)

On both accounts we may conclude, then, that traditional methods of behavior
therapy, embodying cognitive behaviors, are quite adequate for the purpose of
treatment and do not require specific additions labeled “cognitive.” Additions
should always be justified by empirical studies demonstrating an increase of
effectiveness over appropriate behavioral studies ot including the specific cogni-
tive methods alleged to improve therapeutic effectiveness.

Conclusions

This section recapitulates the arguments presented in preceding sections. I
find that while there is good agreement that commonsense methods of trying to
help emotionally disturbed people (neurotics) are effective (spontaneous remis-
sion), psychotherapy, placebo treatment and psychoanalysis do equally well, and
may do better. (Certain experimental arrangements, such as waiting-list nontreat-
ment, make it unlikely that clients will seek the lay help that would normally lead to
spontaneous remission, because they are waiting hopefully for “proper” therapy.
This should not count as a control representing spontaneous remission.)

Psychotherapy, particularly psychoanalysis, can have powerful negative ef-
fects, making the patient worse rather than better, both psychologically and
physically. Such negative effects should always be borne in mind and should make
the use of psychoanalysis and dynamic methods of treatment unacceptable on
ethical grounds.

Behavior therapy, which significantly outperforms spontaneous remission,
placebo treatment, and psychotherapy, is the method of choice for neurotic
disorders of all kinds. It always contains cognitive elements, and the explicit stress
on such elements has never been shown to improve the effects of classical behavior
therapy.

The only effective theory of neurotic disorders, underlying behavioral
methods of treatment, is one based on conditioning principles; these principles,
which have changed dramatically from the days of early pioneers like Watson, now
incorporate cognitive factors as well as other changes in traditional behavioristic
principles. Critics of behavior therapy and its underlying theoretical foundations
should take these changes into account and cease flogging a dead horse (Eysenck &
Martin, 1984).

Psychotherapy, and the dynamic theories on which it is based, is an example
of a “degenerating program shift”; behavior therapy, and the conditioning theory
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on which it is based, is an example of a “developing program shift.” Behavior
therapy is becoming a paradigm of theory and practice in psychotherapy (Eysenck,
1986). It is no longer a dogma, but a case of applied science (Eysenck, 1976a).
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The Relative Efficacy of

Prescriptive Techniques

Thomas R. Giles, Daniel M. Neims,
and Elizabeth M. Prial

Much of the available research on psychotherapy outcome has been characterized
by puzzling and counterintuitive findings, termed dose-paradox in a former review
(Giles, 1993). For example, results of inpatient mental health treatment fail to
surpass, and are often inferior to, results obtained from partial care or other less
restrictive treatments (Kiesler, 1982). This paradox also appears to be the case
in the treatment of substance abuse (Miller, 1991; Miller & Hester, 1986). Insight-
oriented therapy appears to produce results which are independent of the length
of its administration (Rachman & Wilson, 1980). Although not as uniform an
effect, paraprofessionals tend to attain results roughly equal to those of highly
experienced professionals (Strupp & Hadley, 1979; Zilbergeld, 1983).

Another source of perplexity in this area has been the collection of studies and
reviews reporting little outcome distinction between various types of treatment.
This has led many experts to support the supposition that all therapies yield equal
results (e.g., Bergin & Lambert, 1978; Frank, 1973, 1978; Garfield, 1976, 1980;
Glass & Smith, 1978; Kazdin, 1979; Lambert 1979; Lambert, Shapiro, & Bergin,
1986; Llewelyn & Hume, 1979; Luborsky, Singer, & Luborsky, 1975; Luborsky &
Spence, 1978; Ryle, 1984; Smith & Glass, 1977; Stiles, Shapiro, & Elliot, 1986;
Strupp, 1978, 1981; Wachtel, 1977; see also Beutler et al., 1991; Persons, 1991; see
Giles, 1983a, for a review).

As a counterpoint, this chapter will attempt to demonstrate that the compara-
tive argument for prescriptive forms of care, especially those of a behavioral or
cognitive-behavioral nature, is more robust than is inferred by the equivalence
literature. The greater efficiency of prescriptive therapies—compared to tradi-
tional treatments as defined below—provides the first and most obvious exam-
ple of this outcome. Also, as many of the chapters in this handbook demonstrate,
there is a fairly substantive body of research indicating that these therapies have
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additional outcome advantages across a multitude of disorders. This literature is
bolstered by the current review, which proceeds in the following order: single-case
studies, placebo trials, meta-analyses, and interorientation comparisons.

Single-Case Studies

Increased sophistication in experimental designs (Barlow & Hersen, 1984;
Kazdin, 1986) caused select “single-case” methodologies (typically using multiple-
baseline designs) to stand on firmer ground with regard to inferential support for
treatment-specific effects. In addition to threats to internal validity (see Kazdin,
1986), the number and heterogeneity of cases play an important role in fortify-
ing or weakening such inferential support. Specific treatment effects run contrary to the
role of attentional variables wpon which equivalence relies (Giles, 1983b). Turner and
Ascher (1979a) provide an example of this by their within-subjects analyses of
stimulus control treatment for severe sleep-onset insomnia. Figure 2.1 exemplifies
findings indicating treatment effects independent from those of attentional vari-
ables alone.

Specific effects of directive therapies have been indicated in single-case
studies concerning disorders such as agoraphobia (e.g., Agras, Leitenberg, &
Barlow, 1968; Ascher, 1981), reactive depression (e.g., Eisler & Hersen, 1973),
marital discord (e.g., Bornstein, 1981; Jacobson, 1977), bulimia (e.g., Giles, Young,
& Young, 1985; Rosen & Leitenberg, 1982), sexual deviations (e.g., Alford, Web-
ster, & Sanders, 1980; Barlow, Leitenberg, & Agras, 1969; Marks & Gelder, 1967),
compulsive rituals (e.g., Mills, Agras, Barlow, & Mills, 1973), enuresis (e.g., Miller,
1973), tension headache (e.g., Epstein, Hersen, & Hemphill, 1974), depression
(e.g., McKnight, Nelson, Hayes, & Jarrett, 1984), insomnia (e.g., Turner & Ascher,
1979b), incestuous behavior (e.g., Harbart, Barlow, Hersen, & Austin, 1974), social
skills training (e.g., Bellack, Hersen, & Turner, 1976), schizophrenic delusional
verbal behavior (e.g., Wincze, Leitenberg, & Agras, 1972), trychotilomania (Ber-
nard, Kratchowill, & Keefauver, 1983), simple phobia (e.g., Leitenberg, Agras,
Thompson, & Wright, 1968; Liberman & Smith, 1972), tics (e.g., Azrin & Petersen,
1989), childhood posttraumatic disorders (e.g., Saigh, 1987), oppositional dis-
orders (e.g., Mace, Page, Ivancic, & O’Brien, 1986; Ramp, Ulrich, & Dulaney,
1971), alcoholism (e.g., Miller, Hersen, Eisler, & Watts, 1974), and obesity (Mann,
1972).

Attention/Placebo Comparisons

The equivalence hypothesis designates nonspecific effects (such as attention
or empathy) as the means by which therapeutic progress occurs. Thus, directive
treatment effects should not surpass those of placebo or other treatments which
fully include nonspecific mechanisms. Studies which have tested this hypothesis
include comparisons of different treatments within and between orientations,
dismantling designs, constructive designs, and formal comparisons with placebo
controls.

With the caveat that the equilibration of treatment is difficult (Kazdin &
Wilcoxon, 1976), an earlier, brief review of placebo comparisons (Giles, 1983b)



reported that directive interventions exceeded nonspecific effects in research
inclusive of the following disorders: agoraphobia (e.g., Foa, Jameson, Turner, &
Payne, 1980; Mathews, Gelder, & Johnson, 1981; Stern & Marks, 1973), primary
insomnia (e.g., Ascher & Turner, 1980; Lawrence & Tokartz, 1976; Steinmark &
Borkovec, 1974; Turner & Ascher, 1979b), marital discord (e.g., Jacobsen, 1978),
sexual dysfunctions (e.g., Marks, 1978; Mathews et al., 1976), obsessive—compulsive
disorders (e.g., Foa, Steketee, & Milby, 1980; Marks, 1978; Milby & Meredith, 1980;
Rachman & Hodgson, 1980), unipolar depression (e.g.,. DeRubeis & Hollon, 1981;
McLean & Hakstian, 1979), Type A behavior (e.g., Friedman et al., 1982), stutter-
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Figure 2.1. Mean latency to sleep onset per week for the 9 weeks of the study is shown for the 6 clients.
Clients 4, 5, and 6 were placed in the placebo condition. At week 6, clients 4, 5, and 6 were placed in the
stimulus control condition, while clients 1, 2, and 3 were maintained in the stimulus control therapy.
(From “A Within Subject Analysis of Stimulus Control Therapy with Severe Sleep-Onset Insomnia” by
R. Turner and M. Ascher, 1979. Behaviour Research and Therapy, 17, 86. Reprinted by permission from
Pergamon Press.)
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ing (e.g., Azrin, Nunn, & Frantz, 1980), problem drinking (e.g., Azrin, 1976;
Hedberg & Cambell, 1974; Hunt & Azrin, 1973; Miller, 1982; Miller & Munoz,
1982), social skills deficits in psychiatric inpatients (e.g., Goldsmith & McFall, 1975;
Schaefer & Martin, 1966), dysmenorrhea (e.g., Chesney & Tasto, 1975), simple
phobia (e.g., Biran & Wilson, 1980; Gillan & Rachman, 1974; Moses & Hollands-
worth, 1981; Paul, 1966), tension headaches (e.g., Kondo & Canter, 1977; Phillips,
1978), obesity (e.g., Harmatz & Lapuc, 1968; Levitz & Stunkard, 1974; Wollers-
heim, 1970), enuresis (e.g.,McConaghy, 1969), hyperactivity (e:g., Christensen &
Sprague, 1973; Wulpert & Dries, 1977), chronic pain (e.g., Ritchie, 1976), and in
the management of autism (e.g., Rimland, 1977).

This earlier review did not include all of the extant literature supportive of a
possible superiority of prescriptive treatment to attention/placebo, and the number
of relevant studies has continued to enlarge. For example, in a meta-analytic review
by Lerner & Clum (1990) of 69 studies, behavioral interventions were shown to
yield effect sizes significantly greater than placebo. Chapters in the present
handbook review much of the literature by disorder, reaching the same conclu-
sions. For an additional sample of such studies, see Blanchard et al. (1990); Butler,
Fannell, Robson, and Gelder (1991); Cappe and Alden (1986); Carr-Kaffashan and
Woolfolk (1979); Chambless, Foa, Groves, and Goldstein (1982); Christensen,
Hadzi-Pavlovic, Andrews, and Mattick (1987); Denney and Rupert (1977); Durham
and Turvey (1987); Gatchel, Hatch, Maynard, Turns, and Taunton-Blackwood
(1979); Goldstein, Niaura, Follick, and Abrams (1989); Halonen and Passman
(1985); Holyroyd, Nash, Pingel, Cordingley, and Jerome (1991); Jacobson (1977);
Keefe et al. (1990); Klosko, Barlow, Tassinari, and Cerny (1990); Lacks, Bertelson,
Gans, and Kunkel (1983); Lent, Russell, and Zamostny (1981); Lick and Heffler
(1977); Lindsay, Gamsu, McLaughlin, Hood, and Espie (1987); Lipsky, Kassinove,
and Miller (1980); Margolin and Weiss (1978); Marshall (1985); McClusky, Milby,
and Switzer (1991); Morin and Azrin (1988); O’Leary and Beach (1990); Ost
(1988); Power et al. (1990); Slutsky and Allen (1978); Spence and Marzillier (1981);
Turner and Ascher (1979b); Turner and Clancy (1988).

Comparative studies of traditional psychotherapies have often been unable to
demonstrate superiority to nonspecific effects. Such results are congruous with the
equivalence hypothesis (e.g., Prioleau, Murdock, & Brody, 1983; Strupp & Hadley,
1979). A recent review of psychotherapy outcome for depression, for example,
concluded that traditional psychotherapy, though superior to no treatment, was
equivalent to attention/placebo (Hollon, Shelton, & Loosen, 1991). Directive (usu-
ally cognitive) therapies, however, were indicated in this review to be superior to
nonspecific therapy effects.

Meta-Analytic Studies

While granting the susceptibility of meta-analysis to methodological deficiencies
and experimenter bias (Searles, 1985; Wilson & Rachman, 1983), we include some
of this literature due to its indications—heretofore inadequately acknowledged—
in favor of directive (again, usually behavioral or cognitive-behavioral) techniques
(see Chapter 19, this volume, by Elliott, Stiles, and Shapiro for a discussion of meta-
analytic studies supportive of equivalence). For example, systematic desensitization



was found more effective than other therapies in the first meta-analysis (Smith &
Glass, 1977). Smith, Glass, and Miller (1980) examined well-controlled studies
in one of several ad hoc analyses. These authors divided outcome measures into
“psychological” and “less tractable” classes, finding that behavioral therapies were
superior for psychological measures such as fear—anxiety, self-esteem, global
assessment, personality traits, and vocational-personal development (the subse-
quent methodology by which Smith and colleagues arrived at “equivalence” has
been severely criticized—see Wilson and Rachman, 1983).

In a vein similar to that of Smith and Glass, Shapiro and Shapiro’s (1982)
meta-analysis also found in favor of directive techniques. Andrews and Harvey
(1981) meta-analyzed Smith and Glass’s (1977) studies addressing “psycho-
neurotic” cases. While reporting that psychotherapy yielded effect sizes signifi-
cantly greater than those of no-treatment controls, the authors also found that
effect sizes from directive (behavioral) therapies were significantly greater than
those of psychotherapy.

"Two meta-analytic reviews across disorders in children and adolescents (Casey
& Berman, 1985; Weisz, Weiss, Alicke, & Klotz, 1987) also found behavioral and
cognitive-behavioral procedures to be most efficacious. To quote Weisz et al. (1987,
p. 542), “behavioral treatments proved superior to non-behavioral treatments
regardless of client age, therapist experience, or treated problem.”

Searles’s (1985) reanalysis of Andrews and Harvey’s (1981) data showed that
the effect size of behavioral therapy was 300% greater than that of psychotherapy.
His reexamination of Shapiro and Shapiro’s (1982) meta-analysis indicated that,
“the composition of the sample demonstrates that the support for Smith and Glass
was more apparent than real since the dynamic and humanistic approaches
accounted for only 5% of the data base while behavioral and cognitive therapies
comprised the remaining 95%” (p. 460). Revisiting Landman and Dawes’s (1982)
paper entitled “Psychotherapy Outcome: Smith and Glass’ Conclusions Stand Up
under Scrutiny,” Searles reported that 90% of the comparisons utilized prescrip-
tive interventions. According to Searles (1985), the effect size of these interventions
was 450% greater than the effect size of psychotherapy. Searles concluded that
“when quality of study is associated with a meta-analysis, the large effect sizes
obtained are almost exclusively a function of the positive outcomes of behaviorally-
oriented approaches” (p. 460).

Bowers and Clum’s (1988) meta-analysis reported that behavior therapy was
superior to controls for attention/placebo. As indicated, this contrasts with the
equivalence of traditional psychotherapy to attention/placebo in the meta-analysis
by Prioleau et al. (1983).

Dobson’s (1989) meta-analysis of cognitive therapy for depression found it
to be superior to pharmacotherapy, behavior therapy, and other psychotherapies.
Steinbrueck, Maxwell, and Howard (1983), in a meta-analysis of 56 outcome
studies, found psychotherapy to be superior to drug therapy for the treatment of
unipolar depression in adults. Of the psychological therapies reviewed in this
analysis, 97% utilized one variant or another of directive technique. A meta-
analysis of behavior therapy and tricyclic medication (Christensen et al., 1987) for
obsessive—compulsive disorder showed that both were “significantly superior to
nonspecific treatment programs” (p. 701).

Finally, Svartberg and Stiles (1991) used meta-analysis to compare short-term
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dynamic psychotherapy (STPP) with alternative (usually behavioral or cognitive-
behavioral) psychotherapies (AP). These investigators found that

STPP was . . . inferior to AP at posttreatment, and even more so at 1-year follow-
up. STPP was inferior to AP in treating depression and, in particular, to
cognitive-behavioral therapy for major depression. As research quality in-
creased . . . STPP increased its overall inferiority to AP on a series of clinically
relevant variables. (p. 704)

Interorientation Comparisons

In this chapter, we have used the term “traditional” to describe therapies
that typically persist for a long period of time (months or years), address symptoms
indirectly, target general personality change, orient toward historical events,
and prescribe interventions which are primarily interpretive, cathartic, reflective,
nondirective, confrontive, and/or transferential. We have used “directive” or “pre-
scriptive” to describe treatments that are usually, or to a large extent, goal
and present oriented, behaviorally specific, symptom focused, guided by empirical
findings, advice-giving, educational, collaborative, and aimed toward the reso-
lution or amelioration of symptoms in briefer periods of time (typically 1-20
hours of outpatient visits—Giles, 1983b). Several studies (e.g., Sloane, Staples,
Cristol, Yorkston, & Whipple, 1975) have indicated that these two general types
of treatment can be distinguished by blind viewers listening to taped therapy
sessions.

The original interorientation review (Luborsky, Singer, & Luborsky, 1975)
indicated that 6 of 19 significant differences favored behavioral over traditional
techniques (the rest were tie scores). Since then, the available literature has ex-
panded considerably. A more recent review (Giles, 1983b) located 52 studies
demonstrating significant differences between treatments. All 52 favored directive
(usually behavioral or cognitive-behavioral) techniques. Since then, several dozen
additional studies have been located. Two of these favored traditional therapies
(Johnson & Greenberg, 1985; Snyder, Wills, & Grady-Fletcher, 1991). The remain-
ing 50 or so of these additional studies reported a superiority of directive interven-
tions. A complete list of 105 studies reporting outcome superiority is available in
the Appendix.

The unit of comparison in this research was the study itself (as opposed to a
dependent-measure comparison as in Luborsky et al., 1975). Studies in the first
review (Giles, 1983b) were taken from papers presented at conventions as well as
from articles, dissertations, and unpublished manuscripts across clinical and
analogue populations. Articles referenced in the Appendix after the first review
were taken primarily from refereed journals. Although each article in the Appen-
dix is numbered, the total number is somewhat inflated because several of the
studies listed were follow-ups to previously cited research (e.g., Falloon, McGill,
Boyd, & Pederson, 1987; Falloon & Pederson, 1985; Paul, 1966, 1967).

The consistency and breadth of these findings indicate that some directive
treatments yield superior outcome in comparison to traditional psychotherapies.
The equivalence hypothesis appears to have been negated by both the number and
the distribution of the significant-difference studies reported in this section.



Discussion

Psychotherapy outcome has frequently been associated with controversy and
bitter debate. The present chapter, perhaps especially with reference to the “box
score” results listed here, provides a perspective disfavoring the equivalence hy-
pothesis. In this regard we wish to anticipate, discuss, and defend a number of
possible objections to these points of view:

1. “Box scores” and meta-analyses equate methodologically poor with methodologically
superior studies, invite selectivity in study review, and generally make impossible the correct
interpretation of conflicting results. This criticism would be more telling were it not
for the consistency and uniformity of results, perhaps especially with regard to the
interorientation comparisons.

2. Box scores, meta-analyses, and psychotherapy—placebo reviews tell us nothing about
the efficacy of specific interventions for specific problems. A review of the Appendix will
reveal that a number of studies directly address this question. There are, for
example, two dozen studies comparing directive with traditional intervention for
the treatment of schizophrenia and unipolar depression, all of which favor direc-
tive techniques. (Also see in the Appendix studies on conduct/ oppositional
disorder, enuresis, panic disorder, and so forth showing the same result.) When
available research is reviewed by specific disorder, as indicated by the chapters
in this handbook, prescriptive treatments again appear to have a significant
advantage over traditional psychotherapies.

3. The comparative research indicating a superiority of directive treatments is marred
by serious methodological deficiencies. The design of a methodologically “perfect”
comparative outcome study between orientations is a complicated matter (e.g.,
Kazdin, 1986; Kazdin & Bass, 1989), involving much time and expense (Kazdin &
Wilson, 1980; Rachman & Wilson, 1980). Constructive and dismantling designs
may offer more feasible alternatives (Kazdin & Wilson, 1980).

Nevertheless, due to the diversity of both the available literature and its
methodological problems, it would be problematic to discount the present conclu-
sions based solely upon methodological grounds. It should also be noted that much
of this research is quite methodologically sophisticated and that, as Searles (1985)
demonstrated, greater methodological strength is more likely to be associated with
the superiority of directive techniques.

4. The research showing superiority of directive therapies has been conducted primarily
with analogue subject populations suffering from nonclinical disturbances. This criticism
was summarized in an article in the American Psychologist by Stiles, Shapiro, and
Elliott (1986):

Some behaviorally oriented researchers . . . appear to believe . . . that behav-
ioral therapies have been shown in comparative studies to be differentially
effective. The overwhelming majority of investigations, however, are laboratory
analogues using brief treatments with student volunteers who present only
minor difficulties . . . thus, a substantial body of evidence and opinion points
to the conclusion that the outcomes of different psychotherapies with clinical
populations are equivalent. (p. 166)

It should be noted that the equivalence hypothesis is inclusive of analogue
research and that consistent, significant differences with analogue subjects provide
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at least a limited means of negation. Inspection of the reference list and Appendix,
however, will indicate that this criticism is not valid. The Appendix (and the
handbook chapters) references studies on schizophrenia, unipolar depression,
borderline personality disorder, self-lethal inpatients, bulimia nervosa, severe
conduct disorder, panic disorder, mental health center outpatients, obsessive—
compulsive disorder, and so forth.

5. The results in favor of dirvective treatments were obtained due to a confound of
experimenter bias. Rosenthal effects have been hypothesized to explain results
such as those reported in the Appendix. This is an important caveat and one upon
which we devote somewhat greater attention below.

Using an inferential determination of therapist allegiance, Robinson, Ber-
man, and Neimeyer (1990) meta-analyzed outcome research on psychotherapy for
the treatment of depression. The results in this meta-analysis were no longer
significantly in favor of directive intervention once the effect of therapist allegiance
was statistically controlled.

This inferential methodology may have led to confusing results. Loizeaux
(1991) assessed confirmation bias in behavioral versus cognitive treatment outcome
research by directly assessing therapist allegiance via questionnaire. Therapist alleg-
iance was an insignificant factor in these comparisons.

Some of the studies in the Appendix (e.g., Gunderson et al., 1984; Morrison &
Shapiro, 1987) found in favor of directive treatments despite the fact that the
researchers were traditionalists. Paul (1967) found a superiority of desensitization
over insight treatment for speech anxiety, both posttreatment and at long-term
follow-up, despite the fact that the insight-oriented psychotherapists implemented
the behavioral technique.

A study reporting the superiority of prescriptive over exploratory therapy
(Morrison & Shapiro, 1987) reported that the prescriptive therapy was more
credible to subjects. The higher credibility ratings, however, appeared subsequent
to therapy, exerting no apparent pretreatment influence. To quote the authors:

Consistent with previous, analogue findings, the present data suggest that
cognitive/behavioural treatments are particularly credible to clients. However,
regression analysis showed that statistical control for this expectancy difference
only slightly attenuated the treatment effect, whereas statistical control for the
treatment effect abolished the expectancy effect. These results do not support
the proposition that differential outcomes of psychotherapy are due to differen-
tial arousal of positive outcome expectations . .. by credibility differences
among treatments. Credibility differences appear secondary to the treatment
effect rather than its cause. (p. 60)

The alleged experimenter confound would also have to account for the
reported superiority of behavioral interventions in the meta-analytic findings cited
above, the findings on directive treatment versus placebo comparisons, and the
available dismantling and constructive designs in which experimenter bias would
seem to be more difficult to suspect.

If our dismissal of equivalence is empirically justified, then the field must
face a number of troubling ethical issues associated with the historical—and
current—underutilization of comparatively effective psychotherapies. These is-
sues are further addressed in Chapter 20 of this handbook.
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Outcomes and
Methodological Issues
Relating to Treatment of
Antisocial Children

G. R. Patterson, T. J. Dishion, and Patricia
Chamberlain

Introduction

This chapter is divided into four main sections. The introduction covers a very
brief history of the first organized efforts to treat children’s problems. It also
includes information from epidemiological studies of conduct disorders in chil-
dren. The second section consists of a summary of two of the primary theories that
currently inform the majority of the treatment and prevention studies for antisocial
children. These include parent training therapy and variants of social skills
training that may emphasize a variety of skill deficits ranging from poor peer
relations to anger control and deficits in cognitive processes.

The third section contains a review of the data from outcome studies that have
used random assignment designs and that have included pre- and posttreatment
observation data collected in the home, from court records, or from teachers’
ratings (if teachers were uninformed about the design).

The fourth section includes an outline of a two-parameter model for evaluat-
ing treatment outcome. Presumably, all measures of treatment outcome are biased
in some sense. The extensive research on mothers’ biases in rating their sons is
evaluated as a case in point. Because of the biases, the model includes converging
measures collected pre- and postintervention. The two parameters in the model
consist of the termination scores (intercept) and rate-of-change scores (slope). The
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differential utilities for these two parameters in evaluating treatment outcome and
future child adjustment are discussed.

Prevalence

There are several very different ways of referring to antisocial problem
behaviors. A trait approach views antisocial acts as falling along a continuum
varying from relatively trivial acts (e.g., disobedience, temper tantrums) to more
severe forms (e.g., physical assault) (Patterson, 1982). There are also individual
differences in the frequency with which these acts are performed. The data show
that the more frequently the child performs antisocial acts the more likely the child
is to also perform more extreme forms of the behavior. The best description of the
antisocial trait would be based on reports from multiple agents from both the home
and the school. It has been shown that the distribution of scores from this
composite is normal (Capaldi & Patterson, 1989). In this continuous distribution,
the more extreme the trait score the greater the risk for pathological outcomes such
as age of first arrest (Patterson, Crosby, & Vuchinich, 1992), delinquent behavior
(Patterson, Capaldi, & Bank, 1991) and substance abuse (Dishion, 1992). In all of
these studies the relationship is linear; there is no particular threshold where
increases in the antisocial score are accompanied by a nonlinear increment for risk.

The other approach is to arbitrarily set a threshold for antisocial behaviors and
determine that all those who score beyond that point are clinical cases (e.g., a
categorical approach). If one follows a medical strategy, the categorical approach
makes sense in that it immediately identifies those cases in need of treatment. It
also provides a convenient means for counting the number of cases in a community
(i.e., an epidemiological perspective). For example, the DSM-III selects a set of 13
relatively severe antisocial behaviors (e.g., stealing, lying, assault, cruelty, weapon
use) and stipulates that the child belongs in the category if the child displays three
or more of the problems and if they have persisted for at least 6 months.

Perhaps the best known study using the categorical approach was the Isle of
Wight study conducted by Rutter, Tizard, and Whitmore (1970). This large-scale
survey of parent and teacher ratings of 10- and 11-year-olds provided the basis for
selecting 271 children who seemed definitely at risk. These children were then
studied intensively by psychiatric interviews with the child and the parents and
teachers. The study showed that 3.6% of the boys and 0.9% of the girls were
conduct disordered. In fact, 60.5% of all boys with psychiatric problems were
conduct disordered.

The even more systematic study by Offord, Boyle, and Racine (1991) was
based on all children born between January 1, 1966, and January 1, 1978, whose
usual place of residence was in the province of Ontario. Each child aged 4 to 16
years was described by teachers, parents, and self-report. Scores were weighted
based on the scores’ previous demonstrated ability to differentiate among diag-
noses by child psychiatrists. The weighted composite score showed that 6.5% of the
4- to 11-year-old boys would be classified as conduct disordered, compared to 1.8%
of the girls in the same age group. The comparable rates for 12- to 16-year-olds were
10.4% and 4.1% respectively.

Certainly there is nothing intrinsically wrong with using arbitrary categories
to provide a rough estimate of prevalence. If the antisocial trait is really on a
continuous distribution, however, then arbitrarily taking the upper 10% of the



distribution means that we are simply ignoring the fact that the other 40% above
the median are also likely to represent problems both to themselves and to the
community.

Most clinical operations that provide treatment for children find that at least
half of the referrals are for problems of aggression. If we expand the category to
include all forms of externalizing problems (e.g., hyperactivity), then two-thirds to
three-fourths of the referrals fit this category. Wolff (1967) studied referrals to a
child psychiatry department and found that about 47% of referrals for younger
children (ages 2 to 5) involved aggression or oppositional problems. For older
children these problems accounted for 74% of all referrals.

Early Beginnings

When Beers founded the National Committee on Mental Hygiene in 1908, the
stated goal for the movement included the prevention of insanity and delinquency
(Kanner, 1950). By 1922, the National Committee had become firmly committed to
establishing child guidance clinics. The clinics were based on a team approach;
ideally, each team comprised a psychiatrist, a social worker, and a psychologist.
Each member of the team was assigned a different role in the treatment of
children. Up until the mid-1950s, the treatment of choice in these clinics was
psychodynamic (Kessler, 1966). The core of treatment emphasized the therapist—
child relationship. Most of the treatment included intensive psychotherapy with
the parents in an effort to alter their relationship with the child. Release of
emotion, particularly in the context of play, was given a good deal of the emphasis.
The implicit goal was to help the child achieve some insight about the nature of the
conflicts that produced the adjustment problems (Kessler, 1966). This point of view
remains a dominant one, characterizing much of the treatment provided by the
mental health establishment for antisocial children. For example, these same
concepts and techniques characterized the day-care program for problem children
described by Grizenko and Sayegh (1990).

From this perspective, the child’s inner conflicts and cognitive distortions
cause the aggressive behavior. The dynamic theories emphasize different sources
of conflict, but essentially they agree that the basic source of children’s inner
conflicts is their anxiety-provoking interactions with family members, particularly
their parents. This orientation assumes that the essential problem is “in” the child.
The strategy in treatment is to reduce the conflicts that drive the problem
behaviors and to strengthen the ego control mechanisms. If these changes are
made, the aggressive symptoms go into remission.

Levitt (1971) reviewed the outcome studies for a variety of children’s problem
behaviors and concluded that the case for these treatments remained to be proven.
To our knowledge there have been no adequately controlled studies in the last two
decades that used random assignment and pre- and posttreatment measures based
on court records or observation. In effect, there is no adequate basis for evaluating
the psychodynamic approach to the treatment of antisocial children. This is most
unfortunate because, at the community level, this is probably the treatment
approach most frequently applied to these children. One component of this early
approach, relationship therapy, has been used as a placebo condition in several
controlled studies; it produced no significant changes in the child’s observed
behavior or in court records of antisocial behavior.
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Later Beginnings: The 1960s and 1970s

During the 1960s and 1970s, developments in experimental psychology and
child psychiatry led to major innovations in the treatment of antisocial children. B.
F. Skinner’s Science and Human Behavior (1953) had a profound influence on a small
group of investigators who were studying children’s aggressive behavior. A series of
laboratory studies and efforts to intervene led to the development of what might be
characterized as a contingency theory of children’s aggression. This in turn led to
the development of the early forms of parent training therapy (PTT).

The 1960s also witnessed a major revolution within the general field of
psychotherapy. Young psychiatrists of various persuasions were moving away from
the psychoanalytic emphasis on daily sessions stretching over years to forms of
short-term treatment. Among these professionals were the founders of the new
structural family therapies (Minuchin, 1974) and strategic family therapy (Haley,
1976). This orientation has become the dominant form of treatment for families,
including some families of antisocial children.

Early Forms of Contingency Theory

What Cairns (1979) identified as second-generation social learning theories
generated a basis for the development of PTT. Both the theory of aggression and
the intervention techniques are still developing.

Most or all of the early investigators were strongly influenced by Skinner, and
they adopted an operant framework for thinking about how aggression is learned
and performed. From this perspective, aggressive behaviors are directly produced
by reinforcing contingencies supplied by the social environment (e.g., siblings,
peers, and parents) (Bandura & Walters, 1963). The fact that children also learn by
merely observing others” behavior (imitation) immeasurably speeds up the process
of socialization. However, what the child elects to do is presumably based on the
reinforcing contingencies offered by the social environment. From this viewpoint,
the problem is not in the child, but in the contingencies supplied by the social
environment.

Later developments in this model suggested that the anger, social cognitions,
low self-esteem, and negative attributions so readily noted in the behavior of the
problem child were secondary products of the training process (Patterson, 1982).
Presumably, changing any one of these conditions without also altering the contin-
gencies for aggressive behavior would not produce reduction in aggressive symp-
toms. In both the early and the current versions of PTT, changing the contingen-
cies is viewed as a necessary, but not sufficient, condition for brmgmg about
remission of the core symptoms.

The question was soon raised as to whether reinforcers could be used to
increase aggressive behaviors. What are the reinforcers in the natural environ-
ment? It seemed counterintuitive that anyone in the child’s world would inten-
tionally reinforce such behaviors. The laboratory studies carried out in the early
1960s clearly identified a variety of positive reinforcers (e.g., approval, money,
candy, points) as potential reinforcers for aggressive responses (e.g., hitting a
rubber clown). The carefully crafted studies also showed that having another child
model the responses could reliably increase the rate of these analogue aggressive
behaviors (Bandura, 1973). There were several problems with this analogue the-



ory; chief among them was the fact that these reinforcers were not the primary
contingencies controlling children’s aggressive behavior in their natural environ-
ment. Observation studies showed that in certain settings the victim inadvertently
supplied positive reinforcers for aggression (e.g., the aggressor gets the desired toy,
the victim cries) (Patterson, Littman, & Bricker, 1967). In the home, however, the
crucial contingencies for aggression seemed to involve negative reinforcement
(escape conditioning) rather than positive reinforcement (Patterson, 1982).

These new ideas about aggression were first applied to the treatment of
problem children by Wahler, Winkle, Peterson, and Morrison (1965) and then by
Hawkins, Peterson, Schweid, and Bijou (1966), Patterson and Brodsky (1966), and
Hanf (1968). Most of these studies employed pre- and posttreatment observation
data collected in the home to evaluate treatment outcome. The early studies
demonstrated that the therapist skills could be taught and applied to clinical
samples (Fleischman, 1981) and transplanted to new communities (Fleischman &
Szykula, 1981).

According to Patterson and Narrett (1990), accurate feedback from observa-
tion data collected in homes and classrooms made it possible to quickly identify
those components that were not working. For example, placing aggressive behavior
on extinction and reinforcing competing responses proved ineffective for clinical
cases. Presumably, the reduction in rate for aggressive behavior requires the use of
an effective punishment and reinforcement for prosocial behaviors.

An Empirically Based Theory of Aggression

The early successes in training parents to change the behavior of their own
out-of-control children were accompanied by a growing interest in building an
empirically based theory of children’s aggression. The key idea was that families
who provided faulty contingencies would produce children who were not only
antisocial, but also very likely lacking in social skills (Patterson, 1982). Observations
in the home showed that the parents in these families tend to be highly irritable, as
do all the other family members (Patterson, 1982; Snyder, 1977). In two clinical
samples both the target child and his siblings tended to be more irritable with each
other than did children from normal families, but the parents were significantly
more irritable only with the problem child (Patterson, 1984). The children in these
families quickly learned that an aversive counterattack often paid off (i.e., the family
member who initiates the aversive intrusion backs off following a counterattack).
Such a three-step arrangement (aversive intrusion—child counterattack—other
withdraw) is an example of negative reinforcement or escape conditioning. These
contingencies form a significant correlation between the antecedent behavior of
the family member and the coercive reaction of the target child.

Individual differences in coerciveness in the home are determined by the
strength of the connection between these antecedents and the child’s coercive
reaction and the density with which these controlling stimuli occur in the home.
Several small-scale experiments described by Patterson (1982) showed that only a
few presentations of negative reinforcement produced profound changes in the
child’s coerciveness. Snyder and Patterson (1986) showed that in the home such an
arrangement is followed by an increase in the probability of the child’s coercive
reaction given that the same controlling stimulus was presented at a later point in
time. Snyder and Patterson (1993) also showed that in the home the covariation
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between the relative rate of coercive child behavior and the relative rate of payoffs
for these behaviors was a startling .73! The child’s social behavior matches the
payoffs provided by the social environment.

In effect, the family members in chaotic families operate in such a way as to
maximize short-term gains and, in doing so, increase the likelihood of future
misery. They natter and threaten at high rates, but usually fail to follow through.
The scoldings and occasional beatings only make things worse (Patterson, 1982),
and parents’ failure to use contingent positive reinforcers means they do not
function as a mutual support system for growth and development.

The core of PTT still includes a focus on changing parents’ noncontingent
reactions by (1) increasing their use of positive support for prosocial behaviors such
as compliance and cooperation and (2) increasing their use of effective punishment
for deviant behaviors when they do occur.

By the mid-1970s there were noticeable shifts within social learning theory. A
number of investigators began to emphasize the bidirectional nature of the
parent—child relationship. Others began to see that the context in which the family
was embedded seemed to determine the contingencies observed in the home.
Wabhler (1980) identified the isolation of the mother as a significant factor in
determining the interaction of child and mother. Patterson (1983) and Wahler and
Dumas (1987) demonstrated how daily variations in stress impact daily variations
in maternal irritability. Still other investigators showed that parental depression,
antisocial trait, and social disadvantage all seemed to function as determinants for
ineffective parenting practices.

Patterson, Reid, and Dishion (1992) presented a detailed description of this
expanded theory of children’s antisocial behavior. One of the primary assumptions
of this fourth-generation social learning theory is that family management skills
control the contingencies that govern antisocial behavior. Ineffective parental
discipline and monitoring practices, for example, are thought to control the
reinforcers available for antisocial behavior. If this is true, then measures of
parental discipline and monitoring practices should account for much of the
variance in measures of child antisocial behavior. Forgatch (1991) summarized the
findings from three different samples in which multimethod, multiagent indicators
were used to define each of the three constructs in the parenting model. The
findings from the structural equation models for three at-risk samples are summa-
rized in Figure 3.1. The fit between the data set and the a priori clinical model was
acceptable for each sample. The measures of parenting practices accounted for
30% to 50% of the variance in the criterion measures of child antisocial behavior.

Of course, the correlations do not establish the causal status of parenting
practices. Experimental manipulations are prerequisites for acceptance of any
theory about child aggression. Three such experiments have been carried out;
each set of findings is consistent with the idea of a causal status of parent discipline
practices (Dishion, Patterson, & Kavanagh, in press; Forgatch, 1991; Forgatch &
Toobert, 1979).

As noted earlier, the assumption is that contextual variables, such as stress,
social disadvantage, divorce, or parental depression, and the antisocial trait all
disrupt family processes. Patterson, Reid, and Dishion (1992) summarized findings
showing that a mediational model provided an appropriate fit for each of the
contextual variables. In the mediational model the impact of the contextual
variable on child adjustment is mediated through its effect on parenting practices.



A study of social disadvantage by Larzelere and Patterson (1990) is presented
in Figure 3.2. The effect of the contextual variable social disadvantage on later
delinquency is almost entirely mediated through the measures of parenting prac-
tices. This model is a replication of earlier work by Laub and Sampson (1988).

Contextual variables are extremely important in two senses: (1) they are
helpful in defining which families are at risk for disrupted family management
practices, and (2) they define some of the primary sources of parental resistance
during treatment (Patterson & Chamberlain, in press). These studies are reviewed
in separate sections of this chapter.
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Figure 3.1. Two replications of the parenting practices model (from Forgatch, 1991).
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Primary Theories

Parent Training Therapy

Although variations of PTT exist, most are based on a similar set of well-
prescribed principles. There are, however, systematic differences in the types of
skills, which vary somewhat depending on the age of the child. We discuss in a
separate section the series of efforts that has considerably strengthened PTT in the
last decade.

Hanf’s (1968) application of PTT to preschoolers and younger children begins
with a heavy emphasis on positive interactions between the mother and the child.
This point is also heavily underscored in the work by Webster-Stratton (1984) and
Forehand and McMahon (1981). Parents are trained to use such techniques as
distraction, selective attention, and ignoring to reduce child conduct problems.
Time-out is used for problems such as hitting or temper tantrums. There is a
general emphasis on skills that enhance closeness between parent and child and
parent emotional availability. The work with these younger children and their
parents does not generally require a high order of clinical skill and can be carried
out in a relatively brief series of contacts (6 to 12 sessions). Most therapists view
these families as the easiest and most successful one-third of their caseload.

For elementary-age children, more emphasis is placed on helping parents
establish programs for contingent discipline and reinforcement. The targets of
treatment reflect the child’s newly acquired status as a student with increased
community contacts. The focus is on having the parents work to improve the child’s
skills in self-maintenance, work, homework, and academics. In cases where there
are serious or long-standing problems, the treatment usually includes a school-
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Figure 3.2. Structural equation method of the effects of socioeconomic status (SES) and parental
management on early delinquency (from Larzelere & Patterson, 1990).



based intervention and monitoring component. The reason for this is that a
substantial portion of these cases are academically retarded.

Daily incentive programs (contracts) are commonly used, and typical disci-
pline methods endorsed include privilege removal and time-out. These procedures
were presented by Fleischman and Horne (1979) and Patterson, Reid, Jones, and
Conger (1975).

It is our distinct impression that the parents of these children are much more
resistant during treatment; because they have been defeated so often, they have a
thicket of defenses against confrontations with the child. These families are probably
the one-third of therapists’ caseload that most of them find difficult but with which
they have some success. Therapists at the Oregon Social Learning Center find
themselves consistently introducing enhancement components such as anger con-
trol, cognitive skill training, paradoxing, and reframing, to mention but a few.

For adolescents, parent supervision skills are emphasized. Poor supervision
has been strongly linked with adolescent delinquency (e.g., Farrington, 1978; Laub
& Sampson, 1988; Wilson, 1987), poor school achievement (e.g., Crouter, MacDer-
mid, McHale, & Perry-Jenkins, 1990), fighting (Loeber & Dishion, 1984), lying
(Stouthamer-Loeber & Loeber, 1986), drug use (Baumrind, 1991), and other
antisocial and conduct problems (reviewed by Kazdin, 1985). Goldstein (1984)
showed that the level of parental supervision was a better predictor of the likeli-
hood of an adolescent having conduct problems than whether the adolescent lived
in a one- or two-parent household.

Emphasis is placed on the parents’ monitoring of the child’s peer relationships
and school performance. There is also a focus on teaching family problem solving,
negotiation, and communication skills (e.g., Patterson & Forgatch, 1987, 1989).
Contingency contracting is a major treatment component, and typical discipline
methods include privilege removal and restitution through chores.

Although efforts to use PTT for chronic delinquents produced statistically
significant results, the results suggest that this is not a viable approach to the
problem. We review the findings in a section that follows.

A more practical approach to the problem of adolescent delinquency is the
treatment foster care (TFC) model, which is now widely used in the United States
for children and teenagers with a variety of presenting problems, such as abuse
(Hawkins, Meadowcroft, Trout, & Luster, 1985) and medical fragility (Yost,
Hochstadt, & Charles, 1988). The TFC program described here is aimed at
delinquent and emotionally disturbed adolescents who are at risk for placement in
or leaving institutions (Chamberlain, 1990; Chamberlain & Reid, 1991). This
approach combines two models: social learning/interactional family treatment and
family foster care.

In TFC, community families who are experienced with teenagers, have good
parenting skills, and have a willingness to work as part of a treatment team are
recruited. They are trained in behavior management strategies, including specific
methods for teaching prosocial skills, discipline, problem solving, and contingent
responding. One teenager is placed in each home. Their treatment plan consists of
a minimum of five components, including:

1. A daily individualized at-home program implemented by the foster par-
ents.

2. A school program monitored by teachers and followed through on by foster
parents.
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3. Individual therapy that focuses on changing the child’s maladaptive
cognitive-processing patterns.

4. PTT for the biological family.

5. Close monitoring and supervision of peer relationships.

Other components, such as specialized treatment (e.g., for substance abuse) or
work-setting interventions, are added as needed. This multicomponent treatment
plan is supervised and coordinated by a case manager who also maintains daily
contact with the foster parents. The individual and family therapies are conducted
by therapists who are thoroughly trained in the social learning approach.

In most cases the goal of the program is to have the adolescent return to live
with his or her family. The typical placement length is 6 months. During that time it
is the family therapist’s job to teach the biological parents to improve their
supervision, discipline, and reinforcement skills. The parents are given oppor-
tunities to practice these skills during weekend home visits. In order to program in
generalization rather than leave it to chance, the parents are taught to use the same
daily at-home program with their teenager that the foster parents are using. As
treatment for the biological parents progresses, home visits are lengthened and
implementation of the school program is transferred to them.

Preliminary evaluations of the social learning TFC program model are en-
couraging. Using a matched comparison design, Chamberlain (1990) examined
incarceration rates for 32 chronic juvenile offenders who had been placed in TFC
or in group homes or residential care. More TFC cases completed treatment, and
fewer TFC cases were incarcerated at 1 year and at follow-up. Chamberlain and
Reid (1991) reported a stronger test of the TFC model. They randomly assigned 9-
to 18-year-olds who were leaving the state psychiatric hospital to TFC or treatment
as usual in their communities. The TFC cases were placed outside of the hospital
more frequently and more quickly than those in the control group; once placed
outside of the hospital, TFC cases were more successful at continuing to live in an
unlocked setting. Recently, investigators in several different settings have experi-
mented with foster home placement as a prelude to returning children to their
biological parents. This application of PTT looks promising. Three years from
now we should have the results from Chamberlain’s ongoing study; it will be the
first systematic evaluation of the approach.

Family Systems Theory and Treatment

The relation between child development and a general systems theory has
been articulated by a number of writers (e.g., Sameroff, 1989). In such a formula-
tion, antisocial behavior is viewed as the logical outcome of a malfunction of the
family system. Sameroff (1989) based his definition of a general system on the
following principles:

1. The whole is greater than the sum of its parts.

2. A family system has a set point or equilibrium that it attempts to maintain.
Perturbations from inside or outside the family, are met by efforts to shift
internal structural relationships to meet these new demands. In a sense, the
system is self-stabilizing.

3. The efforts to self-stabilize lead to a reorganization of the structure of the
system.

4. The changes will emerge along hierarchical lines.



From the systems view, problem behaviors can best be understood by examin-
ing the family structure within which the problems occur. For example, how clearly
defined are the boundaries between roles within the family? Are the structural
relations between some roles more proximal or more distant than they should be?
Are the boundaries too rigid or too diffuse? Are these structural flaws accom-
panied by repetitive sequences?

Treatment approaches focus on getting therapist’s accepted within the system.
Once involved, their goal is to interrupt the dysfunctional relation between the
child’s problem behaviors and the structures that produced them. The concomi-
tant goal is to get the child to try some new behaviors while getting the family
members to respond when they occur.

The therapy itself may introduce family enactments in which family members
try a reversal of their usual roles. The enactments created by the therapist during
the sessions bring the structural problems into dramatic focus and are a major
vehicle for bringing about change (Minuchin, 1974). In addition, the systems-
oriented family therapist works to change the family members’ perceptions about
each other’s behavior by making frequent use of reframe statements. Paradoxes are
used as a means of breaking up the repetitive nature of negative interaction
sequences (Haley, 1976). Here, the therapist requests that family members “prac-
tice” the symptom as a means of teaching them that it can be controlled.

Minuchin and Montalvo (1967) described their groundbreaking efforts to
apply some of these ideas to a small sample of delinquents living in the slums. They
did not systematically evaluate outcome, but they clearly identified antisocial
behavior as one of the early targets for this approach to intervention. Wells and
Egan (1988) conducted the one systematic study that has been done with antisocial
children; they showed that family systems therapy (FST) produces no changes in
observed child compliance. A number of efforts to combine FST with PTT have
suggested it may be a very useful adjunct. We review these studies in a separate
section.

More Recent Innovations: The 1980s

Within the last decade, cognitive and developmental psychologists have con-
tributed significantly to the treatment of antisocial children. Both emphasize that
antisocial children lack critical social survival skills. The developmentalists, who see
that these problem children almost invariably lack skills in forming relationships
with members of the normal peer group, have carried out a long series of studies to
determine whether social skills training (SST) will reduce antisocial behaviors. By
contrast, cognitive psychologists, who showed that some crucial cognitive proce-
dures have been disrupted in these problem children, have spent more than a
decade developing intervention procedures designed to redress these omis-
sions.

Social Skills Development: Peer Relations

Developmentalists such as Ladd and Asher (1985) showed that social skills
training directly altered the interactions of withdrawn children with peer group
members. This led to systematic efforts to develop standardized programs that
could be applied to these problem children. Hops (1982) showed that these efforts
were at least partially successful. Using observations and role-play tasks, Walker et
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al. (1983) showed that social skills interventions in the school can have positive
effects on children’s social behavior at school. Nevertheless, it is unclear to what
extent such improvements relate to the conduct problems leading to referral for
outpatient treatment. These promising results led to efforts to develop a similar
technology that could be applied to antisocial boys.

Although intuitively appealing, the concept of replacing aggressive behavior
with socially skilled behavior (Goldstein, Sprafkin, Gershaw, & Klein, 1980) has not
been particularly successful. Studies have shown that role-play measures of social
skill could be changed (Minkin et al., 1976), but these changes tend not to
generalize to other settings and are not accompanied by reductions in antisocial
behavior (Spence & Marzillier, 1981).

Bierman, Miller, and Stabb (1987) showed in their programmatic studies that
training was followed by increased positive and decreased negative interactions for
target populations of rejected children. These significant changes in the experi-
mental groups were not reflected by concomitant improvements in cither teacher or
peer group ratings! As Bierman’s observation and intervention studies continued,
she concluded that aggressive boys were not deficient in prosocial skills. The skills
were present, but there was an increase in risk of a negative behavior occurring in
subsequent interactions. When it did, it disrupted ongoing peer interactions. She
concluded that social skill training alone was an insufficient treatment for antiso-
cial children and that it must be accompanied by procedures that would reduce
antisocial symptoms.

Social Cognitive Theory of Children’s Aggression

Bandura (1978, 1985) took the position that children’s perceptions and pro-
cessing of their ongoing commerce with the social environment serve as the causal
variables for social behavior. The perspective emphasizes the fact that children are
not merely passive reactors to contingencies supplied by the social environment.
Rather, their expectancies about the payoffs and negative sanctions are what
govern their behavior. From this perspective, the problem lies not so much in the
noncontingent social environment, but within the child. This, of course, has a
major implication for treatment.

Some of the basis work in this area was drawn directly from cognitive theory by
clinicians such as Spivack, Platt, and Shure (1976). Their position was that aggres-
sion and other forms of disruptive behavior were the outcomes of faulty cognitive
processing. They demonstrated that laboratory measures of cognitive skills corre-
lated significantly with teachers ratings of child adjustment. For example, they
found that problem children were less able to generate alternatives to problem
solutions, less able to trace out the intermediate steps required to meet a goal, and
less likely to accurately perceive the consequences of their behavior. Their studies
moved on from the correlations to experimental interventions designed to demon-
strate that improving the child’s cognitive skills would result in improved classroom
adjustment. Although the results from their early intervention studies could not be
replicated, the work served as an impetus for many contemporary efforts to employ
cognitive skills as components to enhance the impact of other procedures, such
as PTT.

Dodge (1985, 1991) has carried out a decade of work that places disrupted
cognitive processes directly in a social context; cognitive variables are used to build
an empirically based theory of children’s aggression. He takes the position that the



child is not accurately processing the social cues generated during social interac-
tions. The child’s misperceptions about what is going on are exacerbated by a
failure to consider a range of alternative reactions that might follow. Dodge
carefully mapped out the correlation between aggressive behavior and several
distortions in cognitive processes. His programmatic studies examine cognitive
processes based on the child’s responses to a series of vignettes. The vignettes reveal
how the child encodes information about the reactions of other children (e.g., are
relatively ambiguous behaviors perceived as threats? Are these misperceptions
accompanied by negative attributions that in turn facilitate counterattacks to ward
off the threat?). Several aspects of the formulation are similar to the earlier work by
Spivack and his colleagues. For example, how likely is the child to search for
alternative means for solving the problem, and does the child expect a favorable
outcome if he or she initiates an aggressive response?

Several studies have shown low-level but significant correlations between the
child’s aggressive behavior in school and the cognitive-processing variables mea-
sured by the vignettes. According to Dodge (1991), the reason for the relatively low-
order correlations is that they are based on faulty criterion measures of aggression.
Typically, the aggression scores are the sum of two very different kinds of aggres-
sive behavior. In his new formulation, reactive aggressive behaviors are accom-
panied by strong negative affect that reflects a history of violence and abuse. These
prior experiences are strongly related to hypervigilance and negative attributions,
which in turn elicit reactive aggression. Proactive aggression reflects a history of
modeling for attack behavior and of positive and negative reinforcement for its
occurrence. His data showed that proactive aggressive children were less likely to
distort cognitive processing than were reactive aggressive children.

Cognitive-behavioral approaches to children’s aggression have recently drawn
heavily from the work of Dodge (e.g., Kendall, Ronan, & Epps, 1991; Pepler, King,
& Byrd, 1991). The other important source of components for these innovations is
based on the applied work of Meichenbaum and Goodman (1971) and their
emphasis on teaching self-talk. Currently, there is not a single cognitive-behavioral
theme.

In the section that follows we review studies evaluating the contribution of
cognitive and social skills training components. In general, there is a good case to
be made for adding either or both of these components to a treatment package.
Nevertheless, there is no evidence to support the notion that either procedure is
necessary or sufficient for the treatment of antisocial children.

Outcome Studies

We review here only those studies that use random comparison designs and
include pre- and posttreatment measures such as court records, observation, or
teacher ratings. The reasons for not including studies that rely primarily on
parental report of treatment outcomes are detailed in a section that follows. We
begin the review with PTT because it has received the most attention by investiga-
tors. In the second segment we focus on such alternative treatments as cognitive
skills training, family systems therapy, and biochemical procedures as stand-alone
treatments for antisocial behavior. In the third segment we review efforts to
combine PTT with enhancement components.
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Parent Training

Reviewers of the literature on the treatment of conduct problems have unani-
mously concluded that PTT produces the most consistent positive treatment
effects for antisocial children (Dumas, 1989; Kazdin, 1987; McMahon & Wells,
1989). Based on our clinical experience, we hypothesize that younger problem
children are easier to treat than older problem children because older children
have a longer history of defeating their parents in discipline confrontations. The
implication would be that the older the problem children, the more likely parents
are to avoid attempts to confront or control them in any way.

An evaluation of treatment outcomes for the cases treated at the Oregon Social
Learning Center (OSLC) was consistent with this hypothesis. In a reanalysis of
clinical archival data from OSLC, Dishion (1984) compared the effectiveness of
PTT with younger and older children. In this reanalysis, outcome was concep-
tualized as the extent of clinically significant change (Jacobsen, Follette, & Re-
venstorf, 1984). Comparing the means and standard deviations of the clinical
sample and a normal (nonreferred) sample, cutoff points can be derived that
indicate the extent to which a member of the clinical group is within the normal
range following treatment. This, of course, is the goal of most clinical interven-
tions. Home observation Total Aversive Behavior scores were used as the
benchmark criterion of adjustment, with different cutoff points established for
younger (3 years to 6% years) and older (6% years to 12 years) children. Comparing
the outcome of 87 referred children to the home observation data for 63 non-
referred children (Reid, 1978), Dishion found that 36.6% of the children were
within the normal range following treatment. Comparing younger with older
children revealed dramatic differences in treatment outcome, with 63.2% of the
younger children and 26.9% of the older children showing clinically significant
improvement. In a discriminant functional analysis, several client characteristics
(deviance at baseline, family chaos, parent psychopathology, and the child’s age)
were included as independent variables, discriminating between clinically im-
proved and unimproved. Age of the child was the strongest (negative) predictor of
treatment outcome: The younger the child, the more likely there was to be clinically
significant improvement. The younger children also tended to have smaller fami-
lies (mean 3.7) than the older referred children (mean 4.5).

A structural equation model based on more recently treated cases showed that
the older the problem child, the less parental discipline improved from baseline to
termination of PTT (Patterson & Stoolmiller, 1991). Less change in discipline was
associated with poor treatment outcome (Forgatch, 1991). Forgatch employed
changes in several indicators to define improved parental discipline (baseline to
termination of treatment). The findings from Figure 3.3 are from a set of unpub-
lished analyses. The data directly test the hypothesis that parents with older
problem children have more difficulty improving their discipline practices (using
contingent punishment). Parents of older problem children (11 to 12 years) had
worse discipline practices during baseline and failed to show any improvement
during the course of treatment.

Treatment Outcomes for Younger Antisocial Children

Forehand and his colleagues have documented in their programmatic studies
the effectiveness of PTT for young oppositional children. They have articulated



the correlations between changes in parental behavior and changes in noncom-
pliance and have examined the contribution of contextual variables to these
changes. Webster-Stratton (1984) carried out the first systematic comparison study
for this age group that used both random assignment and pre- and posttreatment
observation data. Families were assigned either to a PTT group that also included
videotapes and other self-help materials or to a group that received only videotape
materials; the groups were then compared to a wait-list control group. Both
experimental groups showed significant changes in parent and child behavior on
the observation data, but the control group did not show these changes. These
effects were obtained for mildly disturbed, young (ages 6 to 8) children from
essentially middle-class families.

Webster-Stratton, Kolpacoff, and Hollingsworth (1988) followed this major
contribution to the field with a replication study of disturbed children referred to a
university clinic because of oppositional problems. This also was a sample of young
children (mean 4.5 years; range 3 to 8 years) from a wide range of socioeconomic
levels. The 80 families were randomly assigned to three experimental groups (self-
administered videotape-based, group discussion plus videotape materials, or
group discussion alone) and a wait-list control condition. As before, the videotape
and self-help materials detailed the PTT procedures. The pre- and posttreatment
comparison data from the observations showed significant changes for all three
experimental groups compared to the wait-list control group. There were no
significant differences among the experimental groups. The replicated findings
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Figure 3.3. Changes in parental discipline as a function of the age of problem child.
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strongly underscore the utility of self-administered parent training materials. The
effects were maintained for two-thirds of the sample in a 1-year follow-up study
(Webster-Stratton, Hollingsworth, & Kolpacoff, 1989). The study was further
strengthened by data collected for a 3-year follow-up of the same treated sample
(Webster-Stratton, 1990). During the follow-up, about 10% of the families sought
additional treatment, 16% were in special education classes, and about 19% of the
mothers and 15% of the fathers requested additional therapy. Twenty-six percent of
the teachers reported significant behavior problems; about half of the mothers and
fathers said they were still concerned about their child’s problem behaviors.
Children who remained maladjusted tended to be from single-parent, lower
socioeconomic status families in which there was increased maternal depression
and a family history of alcoholism and drug abuse.

Although there may be a slight advantage to using group discussion plus
videotape materials, the finding that self-administered videotape materials are
effective has major implications for treatment and prevention. A family that is not
socioeconomically disadvantaged but does have a problem child seems to be the
family of choice for the novice therapist.

Many therapists report that about one-third of their PTT cases move rapidly
through therapy (in 6 to 18 hours) and are relatively easy to treat. We believe these
cases are probably young and from lower-middle to middle-class families.

Interventions for Preadolescents

Older antisocial children typically require more treatment time (20 to 50
hours). Outcomes of PTT studies involving such children are less consistent in
producing either clinical or statistical significance. Outcome studies that used
unsystematic designs based on interventions with older children have failed to
demonstrate significant changes in pre- and posttreatment observation compari-
sons (Eyberg & Johnson, 1974; Ferber, Keely, & Shemberg, 1974). Bernal, Klinnert,
and Schultz (1980) used a large-scale systematic design based on a sample that
included preadolescent antisocial children. Parent ratings indicated positive
changes, but the pre- and posttreatment observation data showed no change for
either the experimental group for the comparison (client-centered relationship-
building) group. Treatment was limited to 10 sessions and was carried out by
inexperienced therapists. The three studies that failed to find a significant out-
come had three common characteristics: (1) they included some preadolescent
problem children, (2) they consisted of time-limited treatment, and (3) the treat-
ment was provided by inexperienced therapists.

We believe older antisocial children are more difficult to treat. Our case is
considerably strengthened by Phillips (1984), who summarized the findings that
resulted when the 12 treatment sessions used in the Eyberg and Johnson (1974)
study were extended to roughly 20 hours. There was a significant improvement in
pre- and posttreatment observation scores for the children referred for treatment.
The level of experience of the staff may or may not be a factor, but the number of
treatment sessions does play a critical role in treatment of older problem children.
We also believe a high order of clinical skills is a significant factor for these cases,
although there are no studies available that directly test this hypothesis. The reason
for the omission probably lies in the difficulty of measuring clinical skills.

Phillips’s (1984) finding that about 20 hours of treatment are necessary to



bring about significant changes is in keeping with our own findings. At OSLC, the
average length of treatment for PTT is around 20 hours and closer to 30 if it
includes intensive work in the school and classroom.

Patterson, Chamberlain, and Reid (1982) conducted a comparison study in
which 19 families referred for treatment received an average of 17 hours of
treatment (range of 4 to 48 hours). The average age of the problem child was
around 7 years (range of 3 to 11 years). The families were randomly assigned to
experimental or comparison groups. The comparison families received an eclectic
mix of treatments including structural family therapy, Adlerian, and behavioral
components. The pre- and posttreatment comparison of home observation data
showed significant changes for families in the experimental group and nonsignifi-
cant changes for families in the comparison group. In observations at termination,
33% of the problem children in the comparison group were functioning within the
normal range, compared to 70% of the children in the experimental group.
Parents’ global ratings at termination showed that 25% in the comparison group
thought the treatment was “very effective,” compared to 90% of the parents in the
experimental group.

Dishion et al. (in press) reported data for a random-assignment study of PTT
with high-risk early adolescents ages 10—-14 (N = 119). Families were randomly
assigned to the following groups: (1) parent training only, (2) cognitive-behavioral
training only, (3) parent training and cognitive-behavioral training, and (4) self-
administered parent training materials only. Parents were seen in group sessions,
and children in the social cognitive condition were treated in “teen groups.”
Families receiving self-administered materials only were provided with instruc-
tional videotapes and a newsletter containing the intervention information deliv-
ered in the other intervention conditions.

In one analysis, families involved in parent training were compared to those
who received other forms of treatment. A treatment effect was found for boys, with
those in the groups with a parent training component showing greater improve-
ment in teacher ratings on antisocial behavior than those involved in the other
treatment conditions. The effects were associated with improvement in maternal
discipline reactions in a videotaped problem-solving session. Structural equation
modeling was used to model treatment outcome. This model indicates that
random assignment to parent training is associated with improvements in maternal
discipline as well as the child’s antisocial ratings.

Many of the families of these preadolescent problem children are difficult to
treat and require the full range of clinical techniques. They probably constitute the
one-third of the caseload that is tough to treat but satisfying in that the therapist is
often able to point to some definite areas of progress.

Interventions for Adolescent Antisocial Youth

In every decade since the 1940s there has been at least one review on the lack
of effectiveness of interventions for antisocial adolescents. Investigators have
consistently been unable to find interventions based on well-designed, random-
assignment studies for which the effects (1) persist during follow-up and (2) can be
replicated.

In one of the best known efforts to intervene with families, Alexander and
Parsons (1973) used a combination of PTT and family systems therapy (FST). The
design is not exactly clear, but it seems that 86 families of adolescent offenders were

59

Antisocial Children



60

G. R. Patterson
et al.

referred by the juvenile court and also had complete file data. From these, 46 were
randomly selected for the experimental procedures; 30 families were randomly
assigned to either client-centered (19), or psychodynamic (11) treatment; and 10
families were randomly assigned to a wait-list control. From the description, it does
not seem that at any given time a family could be at risk for assignment to four
different groups. Recidivism rates were used to demonstrate a significantly better
outcome for the families in the experimental group (26%) than for families in the
client-centered (47%) or the psychodynamic (73%) group. This is very good news;
unfortunately, the results are uninterpretable because there was no information
given for baseline arrests in the four groups. It is extremely likely that the baseline
frequency of police arrests would differ for the four groups. Studies with sample
sizes of less than 10 or 20 per group seem particularly prone to this problem. The
inability to balance baseline arrests for comparison groups was a crippling factor in
the Arbuthnot and Gordon (1986) study. It was also a major difficulty in the earlier
comparison studies carried out at OSLC (e.g., Wiltz & Patterson, 1974). With the
small samples, it is unlikely that the baseline means were equal in the Alexander
and Parsons study, and it is not clear what the outcome data mean. This is one of
those extremely important studies we all want to believe; it is badly in need of
replication.

During the last decade there were two large-scale efforts to intervene using
techniques based on social learning principles. Kirigin, Braukman, Atwater, and
Wolf (1982) showed that while the adolescents in their study were in a highly
structured setting (token economy in a halfway house), there was a significant
reduction in delinquent behavior and well-documented increases in prosocial
behaviors. As shown by a national evaluation study of halfway houses (e.g.,
Achievement Place), the effect was quickly lost when the youths returned to their
homes and to the communities that had originally referred them (Jones, Weinrott,
& Howard, 1981).

Bank, Marlowe, Reid, Patterson, and Weinrott (1991) carried out a 3-year
follow-up of a sample of adolescent chronic offenders randomly assigned to over 50
hours of either community treatment or PTT at OSLC. In many instances these
extremely difficult cases required that our best therapy staff work in pairs. During
intervention the PTT group showed significantly greater reduction than the
comparison group in police offenses. The effects persisted during the 3-year
follow-up, although there no longer was a significant difference between the two
groups in police offenses. In effect, this massive effort to intervene accelerated the
boys dropping out of the crime process—one year earlier than they might
otherwise have done. The experimental group also spent significantly less time in
institutions. Unfortunately, because of the very high level of training and experi-
ence necessary for the therapists in this study, it cannot be said that these
procedures should be adopted as a practical means for handling community-level
problems of delinquency.

Alternative Treatment Approaches

In the section that follows, we briefly review the outcome studies that include
cognitive, biosocial, social skills, and family systems approaches to the problem.

Contingency-Based Change in Social Skills. As noted earlier, efforts to
train for peer relational skills outside of the classroom and then test for generaliza-



tion have been successful. An alternative is to imbed the training in the classroom
itself and increase social skills by direct manipulation of contingencies controlled
by the teacher. Such approaches (e.g., the Good Behavior Game) have a history of
reliably reducing antisocial behavior for entire classrooms (Barrish, Saunders, &
Wolf, 1969; Medland & Stachnik, 1972). Moreover, the Good Behavior Game
appears to be most effective with the most aggressive youths (Dolan et al., in press).
Consistent with the coercion model (Patterson, 1982; Patterson, Reid, & Dishion,
1992), effective interventions with antisocial children include alterations in the
natural consequences provided for antisocial behavior.

As yet, no one has combined the effects of PTT with changes produced by
altered classroom contingencies that focus on peer relational and academic skills.
This is a study that certainly needs to be done.

Family Systems Therapy. A growing number of studies are using one or
more components of FST in conjunction with PTT. By and large, this combination
looks promising; we review the studies in a later section of this chapter. We have
been able to find only one systematic evaluation of its effectiveness for antisocial
problems (Wells & Egan, 1988). In this carefully designed study, 24 families were
referred to a child psychiatry clinic. The cases were carefully screened. All of those
accepted for the study had been diagnosed with oppositional disorder, and all had
demonstrated at least 50% noncompliance in a brief (15-min) prestudy observa-
tion. The cases were randomly assigned to either PTT or an FST condition. The
treatment was carried out by graduate students supervised by senior practitioners
of PTT and FST. Each intern carried out both types of treatment.

There were no significant differences between the groups on pre- and post-
treatment measures of parental depression, anxiety, or marital satisfaction. The
observation data showed significant increases in parental use of rewards for the
PTT group. There was also a significant increase in observed child compliance to
commands for the PTT group.

More studies are needed before we can conclude that FST is an ineffective
stand-alone treatment for antisocial children. The fact that FST has been effective
with anorexic and asthmatic children suggests that it should also be carefully
evaluated as a potential treatment for antisocial children.

Drug and Biosocial Treatment. Most of the studies that have used drug
treatments with antisocial children seem to be clinical trials. In general, the field
could be characterized as being in the presystematic stage—a necessary prelude
for the design of large-scale comparison studies. In the systematic studies that have
been completed, drug treatment has almost always been accompanied by some
form of psychosocial intervention. We consider the use of drugs a form of biosocial
treatment.

The literature on the use of drug treatment has been somewhat atheoretical
and incidental. One would expect that the use of drugs to ameliorate antisocial
behavior would be based on theories about the biological underpinnings of
antisocial behavior. This is not the case. Lithium (DeLong & Aldeshof, 1987),
neuroleptics (Campbell, Green, & Deutsch, 1985), and imipramine (Puig-Antich,
1982) have been used in children with conduct problems. The choice of drug
treatment appears to be related to the comorbid symptoms of the clinical sample,
and some success has been observed in reducing the antisocial behaviors as
assessed via parent or treatment staff ratings.
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There is a strong comorbidity between antisocial behavior and attention deficit
disorders; therefore, methylphenidate is often used in youth with conduct prob-
lems. The treatment of choice for children showing the attention deficit syndrome
is also methylphenidate, which reliably produces improvements in children’s school
behavior (Barkley, 1989; Pelham, Bender, Caddell, Booth, & Moorer, 1985). The
consensus, however, is that stimulants are beneficial only when accompanied by
child-management training for parents. To date, there are no data that conclusively
indicate a synergistic effect for PTT and methylphenidate treatment (Barkley,
1989).

Quay (1990) and colleagues are investigating the possibility that there is a
physiological predisposition toward conduct problems and attention deficits in
children. Their goal is to link social experiences with the physiological predisposi-
tion in order to understand the biosocial processes leading to more extreme
pathology in antisocial behavior. This could lead to a better understanding of the
mechanism of drug action on behavior, as well as new strategies for drug treatment.
The model arises out of Gray’s notion of the behavioral activation (reward) and
inhibition systems, which are assumed to be biological substrata underlying basic
behavioral dispositions to seek rewards even under threat of punishment. These
children are also more susceptible to escape conditioning of the sort suggested by
coercion theory (Patterson, 1982). They are difficult to socialize and require tighter
contingencies and more careful parenting (Quay, 1990). Some laboratory studies
have confirmed that conduct-disordered children show response perseveration
under laboratory experimental conditions where contingencies of reward and
punishment are systematically manipulated (Daugherty & Quay, 1991; Shapiro,
Quay, Hogan, & Schwartz, 1988). Other developmental investigators, working from
a different theoretical perspective, have provided data suggesting that autonomic
activity and hyperactivity and hyperactivity accompanied by antisocial behavior
are highly prognostic of more serious criminality in late adolescence (Magnusson,
1988). A better understanding of physiological mechanisms that contribute to
individual differences in responsiveness to environmental circumstances may lead
to more comprehensive biosocial treatment strategies. We assume that such com-
prehensive strategies would be employed for individuals at extremely high risk for
an antisocial lifestyle. Linking such developmental research with clinical outcome
studies would lend some understanding of what, if any, physiological processes
need attention in treatment and how they might be assessed.

Social Cognitive Skills Training. Much of the current effort to apply
cognitive skills training (CST) to aggressive children is based on the primary
prevention work of Spivack and Shure (1974). Among the most promising of these
CST studies was the research program of John Lochman. Within a solid experi-
mental design, Lochman, Burch, Curry, and Lampron (1984) compared several
versions of an anger control intervention with a no-treatment control. The subjects
were boys aged 9 to 12 years who had been identified by teachers as aggressive.
Three versions of the intervention were analyzed: anger control only, anger control
and goal setting, and goal setting only. The data revealed that the three cognitive
behavioral interventions compared favorably with the no-treatment control in
producing improvements in disruptive aggressive behavior in the classroom. More-
over, it appeared that a combination of anger control and goal setting (with teacher
contingencies) was superior to the other three versions of cognitive-behavioral
intervention. The extension of this study by Coie, Underwood, and Lochman



(1991) included 26 treatment sessions for a carefully screened sample of
aggressive—rejected children in Grade 3. The intervention consisted of four
components, one of which included an elaboration of the procedures employed by
Lochman et al. (1984). The other three included social problem solving, group
entry skills, and positive play training. The treatment has been applied to three
cohorts. Although there is a trend toward significant changes in aggressive behav-
ior, the overall results are not consistent. Coie’s extensions of this work include PTT
components. :

Pepler, King, and Byrd (1991) also tested an intervention that was described as
asocial cognitively based social skills training program. The essential feature of the
experimental design was random assignment to a wait-list control. They found that
teacher ratings of improvements in externalizing and internalizing behavior were
associated with social cognitive skills training. Parent ratings of these problem
behaviors also improved. An examination of the extent to which the intervention
produced improvements in social problem solving yielded mixed and weak find-
ings. The treatment group was not different than the wait-list control group. The
only light on the horizon was the fact that the wait-list control group did improve in
social problem-solving skills when they eventually received treatment.

Other clinical investigators (Kazdin, Esveldt-Dawson, French, & Unis, 1987)
have documented important treatment effects using a cognitive-behavioral inter-
vention with aggressive inpatient children. The growing number of positive
treatment effects with the cognitive-behavioral approach supports continued re-
search and development.

One of the most interesting attempts to use a stand-alone procedure for
treatment of antisocial children can be found in the application of Kohlberg’s
theory of moral reasoning (Arbuthnot & Gordon, 1986). The sample of 48 boys
and girls (aged 13—17) was screened by teacher ratings on school adjustment.
Those randomly assigned to the experimental condition received 4 or 5 months of
weekly groups discussions on moral reasoning. Unfortunately, 50% of the sample
was lost during follow-up. Although some of the findings for teacher ratings and
court referral are suggestive, it is difficult to interpret the data because of the
marked differences in baseline performance on several of the key variables.

The strongest case yet for the contribution to treatment of these problem
children has been made by Kazdin and his colleagues in their work with children
from an inpatient psychiatric setting (Kazdin et al., 1987). The 56 children (ages 7
to 13) were being treated in a structured ward setting. They were randomly
assigned to either a control group, individual general counseling (relationship-
enhancing) sessions, or 20 problem-solving sessions. These were Spivak-type
procedures in which the children practiced generating alternative solutions, taking
the perspective of the other, and the like. At 1-year follow-up, the teachers’ ratings
showed a significant reduction in externalizing problems. The effects persisted
through the follow-up period for the problem-solving group; the other two groups
became worse. Kazdin is very conservative in his evaluation of these findings; he
points out that although the results are statistically significant, there did not seem
to be marked clinical changes in these children.

Although they did not employ systematic designs (random assignment, com-
parison group), there is one other study that should be mentioned here. Stanton,
Todd, and Associates (1987) designed an FST approach that could be applied to
families of drug abusers. They used behavioral techniques such as therapist
incentives to get the families to come in for treatment and regular telephone calls
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between sessions to maintain contact. After strategic family therapy, the majority of
the adolescents and their families reported improved functioning and reductions in
drug use. The effects maintained but were somewhat diminished during follow-up.

It is too early to judge the potential for these procedures. We need more
carefully designed studies like Kazdin’s. It seems odd that so many investigators
have adopted the strategy of using CST as an enhancement rather than test for its
efficacy as a stand-alone component.

Enhancement of PTT

There have been no attempts to increase the effectiveness of PTT for older
problem children by systematically adding academic and peer-relational skills
training components. We see this as one line of studies urgently needed in the near
future. To date, most of the enhancement studies have combined PTT with
components for marital discord, maternal depression, FST, or CST.

Much of the PTT work in the 1970s included clinical efforts to cope with
maternal depression and marital discord, but there were no systematic studies of
what these components added to the overall effect. As shown in the review of
enhancement studies by Miller and Prinz (1990), these studies are now occurring
with greater frequency: for example, training the mother to more accurately
synthesize her daily range of experience (Wahler & Barnes, 1988); and direct
assistance in coping with parental distress, which seemed to enhance the impact of
PTT (Forehand, Furey, & McMahon, 1984).

Brunk, Henggeler, and Whelan (1987) are three of the investigators who have
expanded the focus to include all of the transactions within the family as well as
those of the family with other crucial social units. They randomly assigned child-
abusing families to standard PTT or to enhanced treatment. The pre- and
posttreatment observation data showed stronger treatment effects for the en-
hanced group. These and other similar studies suggest that expanding the treat-
ment focus to include components that impact parental stress, depression, marital
conflict, and child peer-relational skills may significantly enhance PTT effects for
families of antisocial boys. As Miller and Prinz (1990) pointed out, however, the
efforts to date are not systematic enough to provide a basis for estimating effect
sizes for these new components.

Even during the early stages of PTT development, it was apparent that a great
deal might be gained by adding some ideas and procedures from FST (e.g.,
Attneave, 1969). For example, Alexander’s work combines some elements of PTT
with some elements of a systems approach. Compernolle et al. (1985) have made a
systematic effort to incorporate the work of Minuchin and that of the OSLC group.
Most practicing PTT therapists, particularly those working with older and more
difficult children, are convinced that some features of FST are essential for
effective interventions. The study by Kolko and Milan (1983) is a case in point.
They studied three adolescents with school problems who were moderately out of
control. They set up the usual school-based contract that was monitored by the
parents. The multiple-baseline data suggested that they were having little success
until they introduced paradoxing (e.g., the child was told to increase his truancy).

An increasing number of studies are combining contingency manipulations
with cognitive skills training. Horn, Ialongo, Greenberg, Packard, and Smith-
Winberry (1990) compared the two approaches with attention-deficit grade-school



children; they found some indication of improved outcome when parent training
and cognitive-behavioral approaches were combined. Kendall ¢t al. (1991) de-
scribed a series of programmatic studies that nicely combine contingency control
by the therapist in a school setting with provision for teaching anger control plus
cognitive skills. These procedures served as the model for the study by Kazdin et al.
(1987). In their study, Kendall and colleagues applied the 20 treatment sessions to
29 black and hispanic children (ages 6 to 13) from a psychiatric facility. Each child
was carefully screened and had received a diagnosis of conduct disorder. The
children were randomly assigned to receive either the current psychiatric program
or the cognitive-behavioral treatment. Both the teacher and the child self-report
data showed significant effects in favor of the experimental group for increased
self-control and prosocial behavior. Six-month follow-up showed that these effects
did not persist; more to the point, there were no significant changes in antisocial
behavior.

In general, there is very weak evidence that the two approaches yield synergis-
tic effects (McMahon & Wells, 1989). A developmental data base is badly needed to
guide clinical activity with conduct-disordered children from preschool through
adolescence, with particular attention paid to the environmental and organismic
factors needing attention at each age.

Resistance

One result of the prolonged warfare between parent and problem child is the
parent’s sense of having been defeated by the child. The thousands of failures
during discipline confrontations lead the parent to feel both anger and anxiety at
the thought of confronting the child one more time. We hypothesize that PTT
encounters very strong avoidant behavior on the part of the parents as soon as they
are placed in the position of having to impose rules, limits, or negative sanctions.
The older the problem child, the stronger the avoidant behavior.

Avoidant behavior is reflected in the twin themes of “I can’t” and “I won’t” that
we find throughout the treatment sessions (Patterson & Chamberlain, in press).
The key role of these resistant behaviors is that they change the behavior of the
therapist. Strong parental resistant behavior is experienced by therapists as aver-
sive, and it literally drives them out of the therapy relationship.

For parents of aggressive/antisocial children, the determinants of parental
resistance are thought to be influenced by two key factors: the dispositions that the
parent(s) brings to the treatment sessions and the demands for change made by the
therapist. Resistance to the therapist’s suggestions for change occur both in the
context of the therapist’s face-to-face interactions with the parent, and in the
parent’s reactions to homework assignments given by the therapist.

Patterson and Chamberlain (in press) reported that for severely antisocial
youngsters, the mean proportion of mothers’ overtly resistant in-session statements
was 6% to 10% of total statements, depending on the phase of treatment measured
(i.e., at baseline, midtreatment, or termination, and fathers was 6% to 9%.
Chamberlain, Patterson, Reid, Forgatch, and Kavanagh (1984) found that the
number of parental resistant statements in the first two sessions predicted which
families would complete treatment and which would drop out.

The specific type of parental resistance expressed has been shown to relate to
social and contextual factors in the family. For instance, Patterson and Chamber-

65

Antisocial Children



66

G. R. Patterson
et al.

lain (in press) reported that maternal depression and antisocial scores at baseline
were correlated with “I can’t” but not with “I won’t” statements at midtreatment.
For fathers, baseline antisocial scores related to midtreatment “I can’t” and “I
won’t,” but depression correlated only with “I can’t” statements. The age of the
child appears related to the parent’s homework completion rates: those parents
with younger children being more successful.

For fathers, social disadvantage was related to all three forms of parental
resistance measured. There is some longitudinal evidence that paternal social
disadvantage may relate to the father’s own antisocial tendencies (Elder, Caspi, &
Downey, 1983). Data from our own studies showed that antisocial traits, social
disadvantage, and depression all contributed significantly to parental resistance
during all stages of PTT.

The mission of the therapist treating these families is to get parents to develop
or improve a well-specified set of parenting skills. The amount of session time that
is focused on these skills and concepts has been shown to relate to the level of case
improvement and also to the amount of parental resistance that occurs (Forgatch,
1991). Patterson and Forgatch (1985) described this paradox for the therapist in an
experimental test of the influence of therapist in-session behavior on client resis-
tance. They showed that as the therapist talked about parenting skills or confronted
the parent, there was a significant increase in the likelihood of parental resistance
over the base rate. Decreases in therapist teaching and confronting were associated
with decreases in client resistance.

In their face-to-face interactions, therapists who persistently focus on having
parents improve their parenting skills are punished by the parents’ resistant
reactions. The effect is that these therapists are gradually influenced not to like,
and finally to give up on, the family. Patterson and Chamberlain (in press) found
that maternal and paternal rates of “I can’t” statements and poor homework effort
at midtreatment were associated with therapist ratings of not liking the parent at
termination (rs ranged from .35 to .49, all significant at p < .05). Therapists’
ratings of not liking were also related to mothers’ (but not fathers’) levels of “I
won’t” statements (r = .44) at midtreatment. The actual amount of session time
spent talking about social learning topics was negatively related to the number of
parental “I can’t” statements during the closing phase of treatment. Furthermore,
maternal rates of “I can’t” at baseline predicted time spent on social learning topics
at closing (—.42, p < .001). For both parents, success at homework was significantly
correlated with the amount of session time spent on social learning.

Not surprisingly, the length of treatment is affected by the therapist’s liking of
the client, although the patterns of findings appear to be different for mothers and
fathers. Patterson and Chamberlain (in press) hypothesized a curvilinear relation-
ship between resistance and length of treatment. Because of Chamberlain et al.’s
(1984) finding that clients who are most resistant tend to drop out of treatment
before the fifth session, these cases were dropped from the analysis. The two forms
of in-session resistance and homework in three phases of treatment were correlated
to number of sessions. The only maternal resistant behavior that related to length
of treatment was “I won’t,” which did not emerge until midtreatment (—.24; p <
.05). More “I won’t” statements from mothers were related to fewer sessions. Oddly,
one form of fathers’ resistance was related to longer treatment. Statements of “I
can’t” at midtreatment correlated .47 (p < .001) with number of sessions. Because



of the high rate of absent fathers in the families studied, this effect was found for a
sample of only 30 cases and should be interpreted with caution.

The therapist’s ability to persist in teaching key skills in the face of the
expressed helplessness of the parent and the therapist’s own increasing discourage-
ment or dislike appears to account for much of the variance in the success of
treatment. Patterson (1985) articulated the need for a support system for the
therapist to aid them in this effort.

A Model for Evaluating Treatment Outcomes

Treatment outcome studies should provide an empirical base for deciding
whether one treatment works better than another. At the very least, they should
inform us about whether a specific treatment is better than no treatment at all. The
general model presented here assumes a two-step procedure. The first step is to
identify the bias and validity of the pre-/posttreatment criterion measures used to
evaluate outcome. The second step is to estimate the true change score from
baseline to termination or, better yet, through follow-up. The primary hypothesis is
that when biased and invalid criterion measures are used to estimate change,
erroneous conclusions will be reached about what works and what does not. The
implicit assumption is that this problem holds for a vast bulk of published work
evaluating therapy for children.

We begin this section by defining what the target behaviors are for evaluating
the outcome of treatment for antisocial children. We present a case for including
multiple indicators for each problem behavior typically associated with the antiso-
cial child. The reason for this is that any single measure of outcome is assumed to
be biased. As a case in point, we review the studies relating to maternal bias in
describing their problem children. We also present data that evaluate the validity of
five outcome measures in predicting later child adjustment. Finally, we use the
general model to evaluate the conclusion from meta-analysis of therapy outcomes
that anything works as well as anything else.

What Behaviors to Target?

There is more to conduct-disordered children than just a set of antisocial
symptoms (Patterson, Reid, & Dishion, 1992). Clinical studies typically describe
antisocial boys as having myriad problems, including rejection by peers, academic
failure, low self-esteem, depressed mood, substance abuse, and involvement with
deviant peers. Structural equation modeling of the longitudinal Oregon Youth
Study (OYS) has shown that, for many boys, these co-morbid symptoms have a
common set of causes. The shared process is due to the nature of the antisocial
symptoms themselves. When the antisocial acts are generalized to other settings
(e.g., the school), the noncompliance, explosive temper tantrums, and refusal to
accept negative feedback produce highly predictable reactions from the social
environment. These behaviors cause many children in the normal peer group to
reject the boy (most of the studies have been of boys). The boys obdurate
noncompliance includes spending little time on academic tasks, either in the
classroom or on homework. The result is that he fails in school. These reactions
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68 from the social environment produce predictable reactions from the boy. His

G. R. Patterson obvious failure leads him to become sad and to develop low self-esteem (Patterson

et al. & Capaldi, 1990; Patterson & Stoolmiller, 1991). Such experiences lead him to seek
the islands of social support that do exist, which he finds in the deviant peer group
(Dishion, Patterson, Stoolmiller, & Skinner, 1991). The effect over time is a steady
unfolding of new problems and complications. The metaphor we use, “a cascade of
effects,” is summarized in Figure 3.4 (Patterson & Yoerger, 1993). It implies that the
more extreme the antisocial behavior, the more likely the child is to be characterized by a
cascade of secondary problems. One might say these problems are comorbid (i.e., they
coexist), but this generally implies separate symptoms with separate causes. In the
cascade model, a symptom in the sequence is a cause for the one that follows it:
antisocial symptoms are a direct cause of school failure and an indirect cause of
depressed mood. One direct cause of depressed mood is rejection by peers,
another is school failure, and so forth.

A key assumption in the cascade model is that the process begins as soon as the
problem child enters school. Tremblay (1988) showed that boys identified as
antisocial in kindergarten were significantly more likely to be failing as early as
Grade 3. Studies of the peer rejection process have shown that it takes only a few
hours of interaction to set this process in motion. The implication for outcome
evaluation studies is clear. By the age of 9 or 10, the antisocial symptoms will likely
be accompanied by any or all of the following: school failure, peer rejection, and
depressed mood. The implication is that for older children, both the treatment
components and the outcome measures must target these concerns. On the other
hand, one might be able to sidestep these concerns when working with younger
children (ages 3 and 7 or 8). The cascade model was developed recently. In its wake
comes the understanding that all of the outcome studies carried out previously
failed to include components that directly addressed deficits in peer-relational and
academic skills, or depressed mood. The next generation of outcome studies must
include these as part of the treatment package, as the new generation of prevention
studies has already done.

Antisocial

Career as
Antisocial Adult

Substance Abuse

Academic
Achievement

Suicide Ideation
or Attempt

Poor Work History

Figure 3.4. Cascade models.



Multimethod, Multiagent Measures of Outcome

Because PTT typically includes some components for tracking school adjust-
ment and homework completion, there should be a significant generalization of
effects from the home to the school. If the academic deficit is severe, however, this
will probably not be sufficient, as demonstrated by the long-term follow-up of
young oppositional children successfully treated by PTT (Forehand & MacMahon,
1981). In either case, the “ideal” assessment package would include variables that
tap both home and school settings. Another characteristic of such an assessment
package would be a provision for the use of observation data for both settings.

The use of observation data is thought to be a necessary, but not sufficient,
basis for evaluating the treatment of antisocial children. This exalted status is
based on the findings that suggest observation data is a relatively unbiased
measure of change (Patterson, 1982). In a later section we will briefly review the
data relating to the issue of bias in observation data. Our confidence in this type of
data has been further bolstered by data showing that it can be effectively used to
make long-term predictions about child adjustment. Using longitudinal data from
the OYS, Bank and Patterson (1992) found that the path coefficients predicting
later delinquency were roughly equivalent (each around .50) whether they were
based on ratings from multiple agents (parents, teachers, peers, child) or observa-
tions from multiple settings (home, playground, classroom). Our confidence was
further buttressed by the findings from a large-scale follow-up study of cases
treated over the years at OSLC. The data showed that the observation-based Total
Aversive Behavior (TAB) score could also predict long-term clinical adjustment
(Prescott, 1991). The median follow-up interval for the 83 cases was about 10 years.
A search of the records showed that the baseline TAB score obtained 10 years
earlier correlated .201 (p = .035) with later adult police offenses. The observation
score showed a correlation of .231 (p = .018) with the total pathology score from the
Brief Symptom Inventory (Derogatis, 1975). The higher the level of observed devi-
ancy in the home, the more likely the individuals will be to report 10 lyears later that
they experienced a wide range of psychiatric symptoms. The TAB score also
showed a borderline correlation of .19 (p = .106) with institutionalization as an adult.

Ideally, we collect data from multiple agents, including observers, with each
agent sampling from different settings when evaluating outcome. One of the key
assumptions underlying the developments in structural equation modeling has
been the eminently reasonable notion that all measures typically employed in the
social sciences are characterized by biases of some kind (Bentler, 1980). The bias
issue is particularly significant in the analyses of change over time. Some agents
seem more biased than others. If this is so, and if reports from only a single source
are used, then it is conceivable that an estimate of treatment effectiveness is totally
in error. In fact, we see the problem of analyzing agent bias in reporting changes in
problem behavior as one of the key issues for the next generation of outcome
studies.

We believe that parent, child, teacher, and peer data may each be charac-
terized by a different set of biases in estimating a child’s trait score. It is even more
likely that each of these agents is differentially sensitive to change: some are biased
to perceive change when it hasn’t occurred (mothers), and others are biased to
perceive no change when in fact it has occurred (e.g., the peer group in the
Bierman et al., 1987 study).

69

Antisocial Children



70

G. R. Patterson
et al.

Mothers and Other Biased Agents

In this section, we briefly review the hypothesis that maternal ratings are
strongly biased in several important ways. This discussion is also illustrative of what
we expect to find when we examine bias in teachers’ and fathers’ ratings.

Mothers’ biases seem to exist both in their descriptions of their children’s traits
and in their reports on improvements after treatment. The hypotheses to be
examined are the following: (1) maternal bias is stronger in deviant samples than in
normal samples (e.g., clinical or socially disadvantaged families); (2) the effect of
the bias in clinical samples is also related to a lack of validity for these ratings; and
(3) certain maternal traits are related significantly to false-positive errors in
maternal ratings, while other traits are related to false-negative errors.

Maternal Bias in Rating Child Traits. A review of the 10 studies of parental
ratings on the Child Behavior Checklist showed that mothers and fathers differed
very little in their ability to predict such criteria as teachers’ ratings or police arrest
(Achenbach, McConaughy, & Howell, 1987). We suspect that a different situation
holds when more deviant samples of parents are used as raters. Our hypothesis is
that the more deviant the sample, the lower the convergence and validity of
maternal ratings in predicting future adjustment. We also hypothesize that the
maternal errors are selectively related to certain personality traits.

Our earliest efforts to model data from a severely disturbed clinical sample
convinced us that it is more difficult to obtain convergence among family members’
ratings in clinical samples than in nonclinical samples. When using the baseline
data from a severely disturbed sample referred for treatment (Patterson & Cham-
berlain, 1988), it was difficult to obtain solid convergence on almost every construct
we examined (see Table 3.1). The difficulty held across all agents, though the
convergence seemed better for termination than for baseline data sets.

Both samples included boys and girls. The data from the clinical sample
consisted of baseline measures of children ages 6 through 12 referred for treatment
because of severe antisocial problems. For purposes of contrast, the comparable
convergence data for the Grade 4 assessment from the OYS is shown below the

Table 3.1. Convergence Matrices for the Antisocial Trait

Clinical sample

OYS sample Mother Father Teacher Observer
Mother CBCe — 54 3kek .35 3kkk .071
(40) (69) (79
Father CBC .64 8k — 321* —.212
(132) 39) (79)
Teacher CBC 406%* 420%* — .053
' (196) (142) (70)
Observer? 167%* .193%% 117% —
(142) (206)

Note. Figures in parentheses denote subsample sizes. OYS = Oregon Youth Study.
«The Child Behavior Checklist (CBC) was scored for our definition of antisocial
behavior (see Capaldi & Patterson, 1989).

#Total Aversive Behavior (Capaldi & Patterson, 1989).

*p < .05, *rp < 0L iy <001,



diagonal. These at-risk families were living in the four highest crime areas in the
metropolitan area of Eugene—Springfield, Oregon. The details of the OYS sample
and the psychometric properties for the scales were described by Capaldi and
Patterson (1989).

In all six of the comparisons, the magnitude of the correlation from the OYS
sample of at-risk families was higher than the comparable value for the clinical
sample (i.e., the convergence was lower for the clinical sample than for the at-risk
sample).

We propose that social disadvantage is another means for identifying samples
that will be characterized by a lack of convergence for maternal ratings. West and
Farrington (1973) found that the extent of the correlation between teachers’ and
parents’ ratings varied as a function of social class. The convergence was lower for
socially disadvantaged parents than it was for parents of middle-class families.
They cited an earlier study by Glidewell, Gildea, Domke, and Kantor (1959), who
found similar convergence. We consider this issue in a section that follows.

Although the poor convergence of maternal ratings in clinical or socially
disadvantaged samples is a matter of some concern, the key issue is how valid those
ratings are. They might not converge but still be a better predictor of future child
adjustment than ratings by any other agent. To test this hypothesis, Jackson, Reid,
Patterson, Schaughency, and Ray (1989) analyzed the OYS data collected at Grade
4 to predict police arrests during the ensuing 5 years. Mothers’ ratings of sons were
less predictive of later police arrests than were ratings by fathers or teachers. The
correlations were .44 for teachers, .39 for fathers, and .23 for mothers.

We propose that the criterion variables used to evaluate outcomes should first
be attempted for the clinical sample that is the target for the intervention. Do
measures of this kind collected at termination effectively predict some relatively
unbiased measures of future child adjustment? To provide a base for examining
this hypothesis, a sample of 78 boys and girls (Patterson & Chamberlain, 1989)
were followed up for 2 years after completion of PTT. Three relatively objective
measures of child adjustment were selected: juvenile court records of police
arrests, agency records of placement out of the home, and school records of
discipline contacts. The convergence correlations among these indicators for the
child adjustment construct are summarized in Table 3.2.

The covariation between arrest and out-of-home placement is quite strong
(.421), but the school discipline variable shows only borderline (.220) correlation
with arrest.

Five measures seemed to have a good deal of face validity: mothers’, fathers’,

Table 3.2. Convergence among Three Measures of Child
Adjustment at 2-Year Follow-up

Criterion variable Arrest Placement  School discipline
Arrest —
Placement out of home A421%* —_
(n = 78)
School discipline contacts .220% 032 . —

(n = 62) (n = 61)

* < .05,  **p <001
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and teachers’ ratings of antisocial behavior, observation TAB scores, and therapists’
ratings of risk for future arrest (see Table 3.3). Mothers correlate somewhat with
teachers and correlate well with fathers, as do therapists with fathers, but each
agent is looking at a slightly different aspect of outcome. According to these data,
the measures do not converge to form a coherent latent construct; rather, they
resemble what we think of as a risk score.

How does an investigator choose among indicators when comparing treatment
outcomes? We propose selecting one or more termination measures that are the
most valid predictors of future adjustment. In the present context, we test the
utility of ratings at termination of PTT by mothers, fathers, teachers, observers,
and therapists for child adjustment measured 2 years later. The findings are
summarized in Table 3.4. Of the five termination scores, only the one based on
mothers’ ratings showed no significant predictive validity. Each of the other
indicators significantly predicted at least two of the three adjustment criteria. This
suggests that three of the four variables may be used in a composite risk score.
Presumably, a good score on each of the four indicators would mean a good
prognosis for future adjustment; a very low score would indicate a poor prognosis.

Patterson and Reid (1984) reviewed four laboratory studies carried out at
OSLC. They found that mothers of problem children were significantly overinclu-
sive in categorizing child deviant behavior. They were more likely to classify as
deviant those child behaviors perceived as neutral by others. Although it was not
tested in those studied, we suspect that the tendency to be overly inclusive in
classifying child deviancy correlates with maternal depression. A number of
studies have shown that mothers of problem children tend to be more depressed
than mothers of untroubled children (Forehand et al., 1984; Patterson, 1980).
Presumably, depressed mothers tend to make negative attributions not only about
themselves but about their children and spouses as well. We hypothesize that
depression is one of the important sources of bias in mothers’ ratings of their
children, particularly their sons.

Griest, Forehand, Wells, and McMahon (1980) carried out a study that relates
to this hypothesis. They demonstrated that mothers’ ratings of children covaried
significantly with self-reported depression and anxiety. These theme was reiterated
by Forehand et al. (1984), who showed that maternal ratings reflected maternal
distress as much as observed child behavior did. These findings could also mean

Table 3.3. Intercorrelations among Termination Variables

Mother CBC Father CBC Observation Therapist Teacher CBC

Mother CBC —
Father CBC 449%* —

(32)
Observation 151 118 —

(62) (33)
Therapist —-.024 .336* —.084 —

(62) (34) (66)
Teacher CBC .263* 114 132 139 —

(50) 27) (51) (52)

Note. Figures in parentheses denote subsample sizes. CBC = Child Behavior Checklist.
*H < .05  *p< 0L



that having a deviant child increases maternal depression. Indeed, there is mount-
ing evidence that the relation between maternal depression and child problem
behavior is bidirectional (Forgatch & Patterson, in press).

Duncan, Patterson, Reid, and Bank (1992) refined the bias hypothesis further
by demonstrating that maternal depression contributes to a particular kind of
error in predicting future child adjustment. They used longitudinal data from the
OYS to demonstrate a very subtle interaction between certain maternal personality
traits and the #ype of bias reflected in maternal ratings of antisocial behavior in boys.
They used mothers’ ratings of their 10-year-old boys to predict police arrest in the
next 5 years. The first hypothesis tested was that depressed mothers would tend to
be overly inclusive in their ratings. This implies that maternal depression would be
associated with high risk for false-positive errors in prediction of future arrest (i.e.,
the mothers see their sons as deviant, but this is not reflected in later arrest record).
The second hypothesis tested was that maternal antisocial trait (measured by
driving violations, MMPI scales 4 and 9, and substance abuse) would be at greater
risk for false-negative errors of prediction (i.e., even though the boy was arrested,
the mother had not previously seen him as being antisocial). The data provided
strong support for both hypotheses.

In summary, the data now available support the hypothesis that the more at
risk the sample, the less likely the maternal ratings of child adjustment are to be
valid indicators of the level of child adjustment. This is paradoxical in that much of
the fields of social development and child psychiatry are built on a foundation of
maternal report data.

Maternal Bias Evaluating Treatment. It is hypothesized that maternal
ratings are biased in a positive way when used to evaluate treatment outcome (i.e.,
mothers perceive improvement when none has occurred). Early publications
evaluating the effect of PTT often commented that mothers perceived improve-
ment even though none was reflected in the observation data (Atkeson & Forehand,
1978). In their review of 24 studies evaluating PTT, parent-reported change did
not agree with observer-reported change in 22% of the studies. The problem is still
with us today, as shown in the study by Knapp and Deluty (1989). Their observation
data showed no significant changes in child behavior, but parent ratings of child
behavior showed significant improvement. These parent ratings probably included
fathers as well as mothers. Our hunch is that the act of seeking help may be

Table 3.4. Predicting Future Clinical Outcome

2-year follow-up

Out-of-home Arrest School
Prediction at termination placement (yes—no) discipline contacts
Mother CBC .003 (62) .139 (63) .050 (52)
Father CBC .331* (33) .246¢ (34) —.094 (25)
Observation (TAB) —.068 (66) 1752 (67) 43¢ (54)
Therapist rating 439 (66)  .277* (68) —.045 (53)
Teacher CBC .138 (51) .286* (52) 558k (44)

Note. Figures in parentheses denote subsample sizes. CBC = Child Behavior Checklist. TAB =
Total Aversive Behavior.
ap <.10.  *p<.05. Hp< 0l FeEp <001
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followed by a decrease in inaternal depression, and then by the mother’s perception
of the problem child in a more positive light.

The most extreme example of this bias is found in studies where the mothers
believed their children were receiving treatment when in fact none had occurred.
This phenomenon occurred in a study by Collins (1966). After obtaining the initial
parent ratings, the children in the study were to be assigned to one of several
experimental conditions. Unbeknownst to the mothers, however, the scheduled
treatment had been delayed, and Collins found it necessary to ask for a second set
of ratings to reestablish his baseline estimates. The parents though their children
had been receiving treatment, and their ratings reflected substantial improvement.
Peed, Roberts, and Forehand (1974) and Pepler (1988) noted similar improvements
from pre- to posttreatment ratings for wait-list control groups.

A parental bias to perceive improvement in problem children is certainly
understandable; all parents hope for change. It seems also to be present in ratings
from middle-class samples of mildly disturbed children. In a study by Sloane,
Endo, Hawkes, and Jenkins (1991), the correlation between parents and observers
was quite significant (.55, p < .05); the parent-report data identified 46% of the
problem children as improving, while home observation data identified 33% as
having improved.

We first encountered this problem in the early 1970s while designing a series
of comparison studies. In a carefully crafted procedure, parents in the experimen-
tal (PTT) and placebo (parent-led discussion) groups were matched for expectan-
cies for change (Walter & Gilmore, 1973). The pre- and posttreatment observation
data showed that after 5 weeks, the families in the experimental group significantly
improved, but those in the placebo group were slightly worse. The parents’ global
ratings showed that about two-thirds of the parents in the placebo group saw
improvement, while virtually all of those in the PTT group perceived improve-
ment. Despite the fact that the sample sizes were terribly small, we have come to
believe that almost any form of treatment will produce global ratings of improve-
ment in 60% of the families regardless of changes in the child’s behavior.

The focus of this discussion has been exclusively on mothers. As we noted
earlier, the reason for this is the richness of the available test data set. We suspect
that mothers may be more biased in their ratings of improvement than teachers,
fathers, or therapists, although the appropriate studies have not been carried out.
We are convinced that teachers, fathers, and therapists are significantly biased too.
In one small pilot study, we found that teachers rating children whose parents had
been divorced and who had recently moved into the area underestimated the level
of deviancy. If they did not know the child well, they did not want to rate the child
as being deviant. While this situation may deserve some less pejorative term than
bias, it does constitute a source of noise in convergence and predictive matrices.

Over the years, we have come to view the pre-/posttreatment estimates based
on observation data as the golden standard. Our own preference in this matter is
based on a series of methodology studies carried out in the 1970s and summarized
by Patterson (1982). Studies carried out in Stonybrook, New York, and in Eugene
showed it was possible to bias global ratings made by observers after home visits.
The studies also showed, however, that the biases were not reflected in the
molecular data they had coded. Programmatic studies were carried out at several
centers to identify the impact of the observers’ presence on social interactions in
homes and classrooms. The studies left little doubt that the observers were noticed



and responded to, but several approaches to the problem failed to demonstrate
that the observers’ presence significantly altered rates of observed deviant child
behavior. This is not to say that there is no bias in observation data; the studies to
date just failed to find it.

We presently believe that the TAB score is a less biased estimate of treatment
change than, say, ratings by mothers for clinical samples. Another reason for
emphasizing the value of observation data is that they seem to have a moderate
level of validity. As shown earlier, observation data were significant predictors for
school discipline problems and police arrests 2 years after termination of PTT, and
for adult antisocial behavior some 10 years later.

Termination and Change Scores Are NOT the Same!

Up to this point, we have made a case for thinking of the criterion measures
obtained at termination of treatment as a set of predictors for future child
adjustment. Studies such as the one by Alexander and Parsons (1973) that give only
termination scores are providing a valuable base for predicting outcomes (e.g.,
children arrested after treatment are more likely to be arrested later on). But we
cannot simply look at a termination score and deduce from it who improved in
treatment and who did not. Children who look good at termination might have
looked even better prior to treatment. It is even conceivable that those who look
terrible at termination were doing relatively well before the intervention (i.e., an
iatrogenic effect).

To understand change, it is necessary to use the termination scores to calculate
a difference score (e.g., the pre- and post-home observation designs used in the
Webster-Stratton, 1984, study and most of the studies reviewed in this report).
Before it can be said that one treatment works better than another, it must be
demonstrated that the mean rate of change for one group differs from that of
another.

Itis true, of course, that change and termination scores are inextricably tied to
each other as necessary dimensions for describing process. If you know where an
individual started or ended up, and if you know the magnitude of change, then you
have accounted for all the information in intraindividual growth.

A score describing rate of change is not necessarily correlated with the
termination score. The individual who improves the most during treatment might
very well still be the most poorly adjusted at termination. In the hypothetical cases
shown in Figure 3.5, individual A is a case in point. Knowing about the rate of
change, for example, does not necessarily tell us much about the termination score.
If we wish to evaluate the magnitude of treatment effect, then it is the difference
score that is of interest. If we wish to predict future adjustment, then the termina-
tion score is the measure of choice.

Rogosa, Brandt, and Zimowski (1982) pointed out that the simple difference
score (e.g., termination minus baseline) is an unbiased estimate of true change.
They attribute psychologist’ reluctance to consider it as such the result of some
confusion about concepts of regression to the mean, reliability, and errors of
measurement. OQur position is that the simple difference score is the ideal means
for describing intraindividual changes during treatment. This is hardly news;
ANOVA repeated measures have been the prime tool in the investigation of
treatment outcomes. In this report, however, we are making a case for using
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multiple measures of change. Methods available now, such as latent growth models,
are ideally suited to such a task.

It seems important, perhaps as a secondary issue, to know whether change
measured at termination of PTT is a stable estimate of change that would be
measured during follow-up. For the sample of teachers from the treated clinical
sample (Patterson & Chamberlain, in press), the correlation was .633 (p < .001).
This means that if we calculate the difference score based on the child’s adjustment
1 year after intervention, the slope looks much as it did when we used that child’s
termination measure. The comparable stability correlation for mothers was .422 (p
< .01); for the observed TAB score it was .520 (p < .001).

The changes being measured are not ephemeral. But is it possible to form a
latent construct composed of change scores all measuring changes in therapy in
the same way? Again, we suspect that it may not be possible to form such a
construct when using data from more disturbed families. It may be that the family
process is more chaotic in these extreme families, or perhaps there is a higher level
of noise in the social judgments made about these families.

As shown in Table 3.5, data from two treated samples were used to derive
multiple estimates of change. The at-risk sample consisted of preadolescent boys
and girls referred for treatment because they were thought to be at significant risk
for substance abuse (Dishion et al., in press). The hypothesis tested was that the
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Figure 3.5. Intraindividual growth during intervention. Individuals A and D exhibit positive change;
individuals B and C show negative change.



convergence among change scores would be significant for Dishion’s less disturbed
at-risk sample, but not significant for the more disadvantaged and disturbed
clinical sample described earlier. Both samples contained boys and girls. The data
from the at-risk sample are for parents (average mother and father ratings), while
the data from the clinical sample contain ratings only from mothers. For the clinical
sample, there is no support for the notion of a latent construct for measuring
change; all of the convergence correlations were nonsignificant. For the at-risk
sample, however, the convergence is moderately successful. The teacher estimates
for intraindividual change scores correlated significantly with the other estimates
of change.

Dishion et al. (in press) carried the analyses one step further, analyzing the
data for boys and girls separately. None of the convergence correlations for girls
were significant! The convergence for boys was significant, however. For example,
the correlation between observers’ and teachers’ change scores was a robust .39.
The implication of the findings are quite profound. For example, it is a distinct
possibility that in evaluating preadolescent girls from an at-risk sample, one may
obtain as many different answers to questions about improvement following
treatment as there are criterion measures. For this subsample and this treatment,
there simply is no single accurate measure of change. It seems that we must rely
upon some type of multivariate averaging across change scores. We are faced with a
similar choice for the extremely disadvantaged clinical sample. Again, there is no
acceptable single measure of change. This means there is no way of precisely
specifying the absolute magnitude of the treatment effect for such a group. The
best we could do would be to add up the number of variables that reflected overall
positive change and the number of variables that show no change or a negative
slope. This is hardly a satistying state of affairs, but it seems to apply to the very
disturbed clinical sample and to Dishion’s sample of treated girls.

We should eventually have solid information about which variables can be used
to measure change in various samples of antisocial children. For example, it may be
that therapists’ ratings of improvement correlate well with the observation-based
measure of change. It may be that we cannot rely on reports by any of the family
members as a reliable measure of change for these more disturbed samples. The
present data set suggests that for some subgroups, such as the boys from the
Dishion studies, we will be able to be more precise in describing change during
treatment. The increased precision rests on the fact that different agents agree on

Table 3.5. Correlations among Difference Scores: for Two

Samples®

Teacher CBC  Mother CBC  Observation TAB
Teacher CBC — .22% (.29) .26%* (.39)
Mother CBC -.18 — .10 (.13)
Observation TAB .15 .18 —_

Note. Figures in parentheses are for boys only. CBC = Child Behavior Checklist. TAB
= Total Aversive Behavior.

eTermination-to-baseline measure

bAt-risk sample above the diagonal; clinical sample below the diagonal.

*p < .05.
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the change that occurs. This means that we can build a latent construct—defined
by a set of indicators used at baseline, termination, and follow-up—to define
change. McArdle and Epstein (1987) described a latent growth model with several
useful characteristics. Figure 3.6 shows some of the possible relations that can be
explored. For example, we can ask if teacher scores collected at three points in time
really load on the same concept. Are the factor loadings for the teacher ratings
significant at all points in treatment? If so, we can assume all of the ratings reflect
the same underlying construct. We can then ask if intraindividual growth curves
defined by observers and teachers really define the same latent construct. Dishion
is currently carrying out these analyses on the data set for boys.

We can now move to the question of what variables associated with treatment
account for the differences in the intraindividual growth curves. Why do some boys
improve but others get worse? We can introduce these variables as covariates
measured at Time 1, and then determine the relative contribution of each in
accounting for the individual differences in growth curves (McArdle & Epstein,
1987). We would assume, for example, that families who were randomly assigned to
receive twice as much treatment would show greater changes. Similarly, the socially
disadvantaged, more deviant problem children with disturbed parents would
probably show less change (Patterson & Chamberlain, in press). Using a latent
growth model, we can test the even more interesting proposition that changes in,
say, parenting practices covary with the latent construct assessing changes in child
adjustment. At this point in Dishion’s study, his sample size is not quite large
enough—150 subjects would be the minimum. Completing his replication study
will take care of this problem.

Reinforcement Trap for Therapists

What are the implications for the fact that, for some extremely disturbed
samples, different agents perceive change differently? One is that by selecting
agents to report on change, investigators can use a random assignment and wait-list
control design to obtain any effect that pleases them. If one wished to obtain strong
positive outcome, then mothers should be selected as the reporting agents. The
studies reviewed here suggest that any treatment for antisocial behavior that looks
even remotely plausible to mothers can be expected to produce strong ratings of

lTeacher”Observer] JTeacherIbbsarver—l LTeacher]IObserverl
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Figure 3.6. Latent growth model describing intraindividual growth during treatment.



positive change for the experimental group and little or no change for a wait-list
control group. One might even replicate such findings many times as further proof
of treatment efficacy (e.g., the review of Adlerian family counseling studies by
Dinkmeyer, McCay, & Dinkmeyer, 1990). The positive results are forthcoming
whether or not the childs behavior has changed; it may be that the child was
actually helped by the treatment, but we cannot infer that from these kinds of data.

There is another, even more debilitating scenario that unfolds from this
syllogism. Imagine a situation in which several hundred studies have been com-
pleted in an effort to determine which treatment for antisocial children is most
effective. Let us say that most investigators have followed what seems to be a
perfectly reasonable procedure; each used mothers’ ratings as the key criterion
variable in evaluating outcome. Let us also assume that if mothers believe their
child is receiving some kind of treatment, they are preprogrammed to perceive
improvement 60% to 70% of the time. The success rate holds regardless of what
the treatment was. It also holds even though the child did not actually receive any
treatment. By contrast, if the child actually did receive a beneficial treatment, then
70% to 90% of the mothers will rate the outcome as successful. A meta-analysis of
these studies should show that everything other than wait-list control “works.” It
would also show that some things seem to work a little better than others, although
the differences among treatment approaches are not all that large.

We believe this is precisely the problem with the conclusions reached by meta-
analyses such as the one for child treatments reported by Casey and Berman
(1985). We agree with Whalen and Henker (1991), who advocate the use of
multiagent, multimethod indicators to evaluate treatment outcomes. We also be-
lieve that each indicator should be screened to evaluate both validity and bias
before it is used as a measure of change.

Decades of effort to help children have resulted in the scores of treatments
that are now being offered. Each of them appears like a shooting star on the
horizon, accompanied by their charismatic leaders’ glowing reports of success.
They continue to be used even after they have been replaced by some new fad. In
our desperate search for something that works, those of us who wish to help these
children must learn each therapy. As Patterson and Narrett (1990) phrased it,

Global ratings provide a feedback to therapists of an 80% success rate, even if
the child makes no improvement. No matter what therapy is used, the same
percentage of clients will show improvement on global ratings. Thus, each
therapy remains immobilized, without chance of improvement. Old and new
alike float like lost galleons on a Sargasso Sea of forgotten therapies. (p. 9)

Implications

At the most practical level, the most effective treatment for antisocial children
seems to be some variant of parent training. It is too soon to say whether alternate
stand-alone approaches, such as family systems, social cognitive, and social skills
will be effective for these cases. There is a growing belief that one or more of these
components, when added to PTT, significantly enhance the effect. It is probably
safe to say that most of the major PTT studies have included all of these
components for at least the last decade or two. It was not until the 1980s that the
revised procedures were actually studied systematically. Consequently, most of the

79

Antisocial Children



80

G. R. Patterson
et al.

early treatment manuals are badly in need of revision. Which components are used
for what? What are the clinical skills required to bring them into play?

Parent training therapy is most likely to have a demonstrated effect in
reducing noncompliance and other antisocial symptoms for children between the
ages of 3 and 8 (a very rough guess). We can expect about half of the children in
this age group to function within the normal range (according to observation data)
after treatment. Although PTT may produce statistically significant effects for
older children (9-12 years old), only about 25% of them will be observed to
function in the normal range.

It is not surprising that studies have demonstrated improved school adjust-
ment following PTT; most of the programs include components for keeping the
parents and school working together on academic skills. It is important to note,
however, that long-term follow-up studies (like Forehand’s) show that successfully
treated children continued to show school problems some years later. These
outcomes highlight the need to expand PTT and increase the emphasis on
academic deficits. We believe a comparable follow-up study would show that many
of the successfully treated cases would be having problems with peer relations or
with forming intimate relationships in general. It seems clear that future develop-
ments in PTT must include stronger components to redress both of these skill
deficits.

Another byproduct of PTT shown in several different studies is a reduction in
maternal depression following successful completion of the program. There is
some evidence that adding components that directly alter depression and marital
discord would further enhance treatment outcomes.

The findings suggest that social disadvantage is a major risk factor for
treatment outcome. The more socially disadvantaged the parents, the less likely
treatment is to be effective. One set of studies showed that the reason for this lies in
the increased resistance of the parents to the therapist’s efforts to intervene. In
effect, the aversive exchanges with the socially disadvantaged parents turn off the
efforts of the therapist to help the family. In the same vein, there are now several
well-controlled studies suggesting that written or videotaped presentations alone
produce significant and long-lasting treatment outcomes for middle-class parents
of younger children with relatively mild problems. One implication of these
findings is that self-administered parent training materials may be particularly
effective for this large segment of our population.

At this point, there are no treatments shown in systematic evaluations to
produce long-term effects for antisocial adolescents. Major efforts to apply social
learning-type procedures to these problem youth demonstrated that there were
significant reductions in offense rates while the intervention was in place. In the
years following intervention, however, the differences among the comparison
groups were no longer significant. On theoretical grounds, the most promising
approach for these individuals seems to be foster home placement. The clinical
effects noted to date are startling. Well-controlled evaluation studies are currently
under way, so future reviewers should be in a good position to evaluate this
promising approach.

Itis clear that, despite being the best current treatment for antisocial children,
PTT is very costly. The addition of the necessary academic and social skills deficit
components will make it even costlier. We must expand our perspective on this
important societal problem. The cost of applying intervention procedures shown



to be 100% effective would be too high. We must concentrate on preventing these
problems before they are fully developed. At least three major programs (in
Montreal, Eugene, and Baltimore) have been set up to determine the feasibility of
preventing antisocial problems. All of these programs are well designed and
employ carefully crafted assessment batteries. It is entirely possible thatin 10 years,
communities will have carefully evaluated prevention packages backed up by
improved versions of PTT for younger antisocial children, and perhaps foster
home placement for antisocial adolescents. This combination of prevention and
treatment seems the most practical.

We have made a case for changing the way we think about studying treatment
outcome. Thinking of outcome as a study of process or change over time intro-
duces the necessity for assessing both intercept and slope. Presumably, only those
measures that have previously been shown for that sample to significantly predict
future child adjustment would be used to describe change. The study of outcome
becomes the study of intraindividual growth. Structural equation models can then
be used to describe not only the significance of these changes but also the
contributions of key variables in accounting for these changes (e.g., experience
level of therapist, time in treatment, social disadvantage, parental depression).

We introduced data showing that the more deviant the sample of families, the
greater the risk that maternal ratings had neither convergent nor predictive
validity. This simple fact was used to evaluate the hypothesis that “everything
works”: Investigators can obtain any outcome they wish simply by choosing the
right measure of outcome.
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Behavior Analysis for

Developmental Disabilities
The Stages of Efficacy and Comparative Treatments

John R. Lutzker

Historical Overview

Developmental disabilities are generally considered to comprise mental retarda-
tion, autism, and cerebral palsy. This chapter focuses on mental retardation and
autism because the large majority of behavioral treatment focuses on those two
disabilities. Mental retardation involves impaired functioning in social, educa-
tional, intellectual, and adaptive behavior. Some forms of mental retardation have
organic etiology that is understood, such as Down syndrome; other forms are
clearly congenital with unknown etiology. Most forms are considered “familial,”
with the role of genes, organic trauma, and social/environmental factors being less
clear. Systems of classification are based upon the degree of retardation, edu-
cability, and adaptive behavior. The total incidence of mental retardation in the
United States is approximately 3% (Scheerenberger, 1971). Autism occurs in 1 of
2,500 children born in the United States (Schriebman, 1988).

In any historical overview of mental retardation, it becomes readily apparent
that in looking prior to the twentieth century it is difficult to clearly distinguish
between the history of mental retardation and the history of mental illness. A look
at old photographs or paintings sometimes shows clear genetic anomalies of
institutionalized individuals, indicating mental retardation. But, these individuals
may have been residing in institutions that also housed people with mental illness.
Thus, any historical overview can at times be describing what we might broadly
conceive of as the history of mental retardation, deficiencies, disorders, and illness.
Once the review is taken into the twentieth century, however, the distinctions
become more discriminable and the focus narrows to true mental retardation.

John R. Lutzker ¢ Department of Psychology, Lee College, University of Judaism, Los Angeles,
California 90077.
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The history of mental retardation is a contemporary recollection of sorts.
Before the eighteenth century it appears as though there were few provisions made
for persons with mental retardation. Throughout the centuries, depending on the
country and the times, mental defectives were either scorned, persecuted, tortured,
or killed, or were considered “gifted” and thus treated quite favorably. More often
than not, however, negative treatment was the “mode o’day.” For example, the great
religious reformer Martin Luther believed that persons with mental illness were
possessed by the devil, and he encouraged their execution. It has been reported
that in the time of Calvin, individuals with retardation were thrown into rivers to
drown, put into the woods for animals to attack, or thrown over cliffs. A consensus
exists that the age of enlightenment in the care and training of persons with mental
retardation began with the pioneering efforts of Jean Marc Gaspard Itard (1775—
1838), a French physician working in a school for deaf persons in Paris (Ball, Seric,
& Payne, 1971; Kanner, 1964).

Jean Marc Gaspard Itard

Itard was an otologist (a physician specializing in problems relating to the ear
and hearing). Much of his work was influenced by the teaching model provided by
his employer, Jacob Rodrigues Pereire, who operated a school for the deaf and was
actively involved in their instruction. Itard is mostly known for his work with, and
descriptions of, “the wild boy of Aveyron.”

The boy, whom Itard named Victor, had been captured in the woods outside
of Paris in 1799 and was assigned to Itard for treatment. The boy was thought to be
11 or 12 years old when he was brought to the school, apparently after living all or
most of his life in the woods acting like, and living among, the animals. Victor
possessed no receptive nor expressive language, was not toilet trained, wore no
clothes, had eating habits (manners) resembling those of the animals of the woods,
rejected all social contacts, and became aggressive (including growling) when
approached by normal individuals. Of course, it would be inappropriate to
summarily conclude that Victor had spent his entire life in the woods, because
persons with profound mental retardation occasionally have been known to exhibit
some or many of the behaviors demonstrated by Victor, even though these
individuals have resided at home and/or in institutions. In any case, Victor
provided a challenge to Itard, who felt that he had an opportunity to study the
effect of environmental deprivation on intelligence (Ball et al., 1971).

Clearly, Victor was a child with virtually total developmental deficits. What
becomes apparent, however, in reviewing Itard’s innovative teaching, is that Itard
was one of the first (unlabeled) behaviorists, relying greatly on discrimination
learning and other “modern” strategies. For example, one of Itard’s early successes
with Victor was teaching him to discriminate between hot and cold by having
Victor bathe frequently.

Another example of Itard’s foresighted approach is the “education plan” he
set forth for Victor by outlining five aims. The aims included involving Victor in
social life, “awakening his nervous sensibility,” extending his range of ideas, giving
him speech, and providing him with what today would be labeled as preacademic
training. Thus, Itard provided Victor with a social education using strategies that
closely resemble some of the best-known techniques of the late twentieth century,
such as individual education plans.



Edouard Onesimus Seguin

Seguin was Itard’s student. He imitated, and then embellished, some of Itard’s
techniques. Seguin was concerned with teaching persons with mental retardation
adaptive behaviors, and some of his techniques closely resemble those used today
in teaching adaptive social behavior. In order to facilitate learning and minimize
distractions in the educational environment, Seguin taught his students in a drably
furnished room. Also, he used an approach favored by many educators today, in
that he utilized advanced children as models for less-advanced children. He was
also opposed to the use of corporal punishment with institutionalized residents.

Samuel Gridley Howe

The first public institution in the United States was the Perkins Institution for
the Blind, founded in 1832 in Watertown, Massachusetts, by Samuel Gridley Howe.
In 1850, the experimental school of the Perkins Institute was separately incorpo-
rated as the Massachusetts School for 1diotic and Feeble-Minded Youth. In 1891,
the school moved from its South Boston location to Waverley, Massachusetts, where
it was named the Walter E. Fernald State School.

In Europe, the first government-sponsored German center for the care of
“idiotic children” was opened in Mariaberg on May 1, 1847. In 1846, a small school
was opened at Bath-on-the-Avon in Great Britain. In 1877, in Britain, William
Weatherspoon Ireland published On Idiocy and I'mbecility, the first well-organized
and medically oriented book on mental deficiency.

One of the most important medical-genetic contributions of the nineteenth
century was made by the British scientist John Langdon Haydon Down, who
formally identified “the Mongolian type of idiocy,” which was first called “mongol-
ism” and is today known as Down syndrome. As it turned out, Down was initially
misled by the features of persons with this genetic anomaly, believing that such
persons had Mongolian blood (Down, 1876). Down later dropped that notion and
presented three groupings to explain the etiology of “idiocy.”

Nineteenth Century—Summary

The nineteenth century saw great changes in the treatment of individuals with
mental impairments in the Western world. While we have come to discover that
institutions can be quite problematic, in the nineteenth century they represented a
major step forward. By 1888, at least 15 states in the United States had institutions
for the feebleminded. Institutions proliferated until two factors came to light in this
century. First, institutionalizing an individual for a lifetime is prohibitively expen-
sive. Second, institutions themselves promote some of the very behavior that society
deems unacceptable. Thus, deinstitutionalization, community reentry, and nor-
malization have become the focus in the recent history of mental retardation.

The Twentieth Century

Two major developments in mental retardation occurred around the turn of
the century. The first was a focus on eugenics, or heredity. The second was the
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development and validation of intelligence tests. This latter effort also allowed for a
more sophisticated classification system to come into place.

Eugenics

The emphasis on eugenics has been called the “eugenics scare” (Kanner,
1964). Some of the pioneering work of Down, and others examining the role of
heredity in human development, caused concern in many that, unchecked, people
passing on genetic anomalies would produce large races of deformed, mentally
subnormal people. In 1910, a study was conducted by Goddard (and published in
1912) in which he traced six generations of the Martin Kallikak family. Mr. Kallikak
and a “feebleminded” barmaid bore illegitimate children, who bore children, and
so on. Goddard produced evidence that the illegitimate side of Mr. Kallikak’s
family produced several hundred individuals with mental retardation over six
generations. By contrast, Martin Kallikak married an upstanding colonial “maid,”
and the progeny from that side of the family over six generations produced judges,
teachers, and other individuals respected by society.

Today we know that factors such as lifestyle, health, nutrition, education, and
other sociological variables cannot be separated from the heredity factors in
looking at a genealogy such as Martin Kallikak’s. Nonetheless, in the early part of
this century, the new discoveries in biology and genetics greatly favored the
“nature” side of what came to be known by developmental psychologists as the
“nature—nurture” controversy.

Despite the eugenics scare, several foresighted professionals were striving for
improvements in the institutional environments. For example, in 1919, Walter E.
Fernald called for

* early identification of retardation

+ family visits to institutionalized persons

* home support systems and training manuals

* professional consultation

* legal provisions

» aftercare assistance for graduates of special education programs
* outpatient clinics

The provisions listed represented “treatment” in mental retardation, basically
until 1964. Thus, although by 1926, sterilization laws had been passed in 23 states
because of the concern over the “spread” of retardation, individuals such as
Fernald were still able to press for progressive changes. Further innovations by
Fernald and others included the establishment of farm colonies where higher-
functioning persons with mental retardation could live or work.

Intelligence Testing

The other major emphasis affecting mental retardation after the turn of the
century was intelligence testing. Although it is still controversial today, intelligence
testing has been a major factor in shaping the direction that psychology and
education have taken.

Although he was the pioneer of intelligence testing, Binet expressed concern
and suggested caution when using intelligence tests to diagnose mental retardation



without corresponding behavioral and clinical observations and socioeconomic
considerations.

The work of Binet and Simon was translated into English in 1911 by Henry
Goddard. In 1916, Lewis Terman, an American psychologist, further perfected
and standardized the Binet—Simon Test. Terman set the following standards for
I.Q. scores: 50—70, moron; 25-50, imbecile; less than 25, idiot. During the
remainder of the twentieth century, more research in intelligence testing brought
refinements of the early tests, new tests (such as the WISC and the WAIS and their
revisions), and considerable arguments about the biasing features of tests. None-
theless, there remains general agreement in psychology and education that intel-
ligence tests, when appropriately and carefully administered (to the correct popu-
lation for the test), continue to have a primary function in those fields.

The Great Lull

During the “great lull,” described by Kanner (1964) as the period between
1910-1935, no new advances in treatment or education of the people with mental
retardation came to light. More institutions were built in Europe and the United
States, and more special education classes and programs came into being, but no
great advances in philosophy, treatment, or training appeared.

During this period, work by Clifford Beers fostered the establishment of child
guidance clinics. This “mental hygiene” movement had little impact on the retarda-
tion field.

A New Era in the Twentieth Century

In 1934, the great lull came to an end. The precipitating event was the
discovery by Dr. Ivan A. Folling that phenylpyruvic acid oligophrenia as a meta-
bolic disorder (phenylketonuria-PKU) could be considerably reversed by a diet low
in certain protein intake. This was a major medical discovery, but only later did
PKU testing become required before hospital discharge in the United States.
Nonetheless, Folling’s work seemed to rekindle scientific/feducational concern over
the care and treatment of individuals with mental retardation.

Although Folling’s work produced some new movement, the Great Depression
and World War II caused the field of mental retardation to take a back burner
again in terms of any clearly measurable great studies or discoveries.

One of the major developments to occur after World War II was the founding
of the National Association for Retarded Children (NARC). Beginning with a
small group of concerned parents and professionals, the group grew into a major
advocacy, lobbying, and scientific support organization of over 50,000 members. In
the 1950s and 1960s, NARC was instrumental in bringing the issues of persons
with mental retardation into the educational and legislative forefronts. Thus,
NARC provided a model that parent groups could be formed in order to secure
rights and opportunities for children with mental retardation.

The work of NARC in the 1950s set the framework for President John F
Kennedy’s 1962 President’s Panel on Mental Retardation. The work of the panel
produced sweeping changes in law and funding. The enactment of PL 88-164 and
PL 88-156 authorized the establishment and construction of research centers for
the study of the causes, prevention, and treatment of retardation. These laws also

93

Developmental
Disabilities



94

John R. Lutzker

provided for the development of university-affiliated facilities for training and
service demonstrations and the development of community mental health centers.

Research and training was the focus of the 1960s; deinstitutionalization was
the focus of the 1970s. Group homes and other community facilities became
alternatives to state institutions. Many institutions either closed or were made
smaller, often restricting their services to persons with severe and profound mental
retardation and residents with severe multiple handicaps.

Treatment—Behavior Modification

Behavior modification and applied behavior analysis have become the treat-
ment and training strategies in mental retardation and developmental disabilities,
particularly autism. The historical landmarks covered thus far in this chapter have
primarily been philosophical, custodial, or medical, but the most significant
treatment breakthroughs came to be in the 1960s.

The foundations of behavior modification were laid in the laboratories of I.
Pavlov and B. F. Skinner. But the work of these pioneer researchers had no
measurable impact on treatment in mental retardation until 1949, when an article
appeared in the American Journal of Psychology entitled “Operant Conditioning of a
Vegetative Idiot.” In this article, Fuller, a graduate student at Indiana University,
described using warm sugared milk as a reinforcer to increase arm raising in an 18-
year-old male with profound mental retardation. In Alan Kazdin’s History of
Behavior Modification (1978), Kazdin describes the impact of Fuller’s work as “ . . a
landmark because it showed operant responding in a human whose inability to
learn anything had been assumed” (p. 246).

Not many advances in this extension of Skinner’s operant technology to
humans occurred during the 1950s. Ogden Lindsley and Skinner did some
experiments at Metropolitan State Hospital and the Walter E. Fernald State School
in Massachusetts, but the first dramatic breakthroughs came in the early 1960s in
Seattle, Washington, and Anna, Illinois (Lutzker & Martin, 1981). On psychiatric
wards in Anna, Ayllon and Azrin (1968) demonstrated that patients with schizo-
phrenia could learn adaptive skills and show fewer psychiatric symptoms when
they were motivated by a token reinforcement management program.

The Washington Monuments

In the meantime, at the University of Washington and Ranier School, Drs.
Sidney Bijou and Jay Birnbrauer were using token reinforcement programs to
control deviant behavior and improve academic performance in children with
mental retardation (e.g., Zimmerman & Zimmerman, 1962). Researchers at Ari-
zona State University shaped vocalizations in a 9-year-old girl who was mute. At the
University of Washington, and later at the University of California, Los Angeles,
Dr. O. Ivar Lovaas pioneered behavior modification treatment for children with
severe autism.

A landmark case was reported by Wolf, Risley, and Mees (1964), who described
the intensive use of behavior-change techniques with a child with autism named
Dicky. At the time of referral Dicky was a 3-year-old boy. The child did not eat



normally and lacked age-appropriate social and verbal behavior. Further, he
engaged in severe tantrums and self-injurious behavior. Complicating the behavior
problems was a medical problem, the need to wear corrective lenses following eye
surgery for the removal of cataracts. If Dicky did not wear the glasses regularly he
would go blind; yet he refused to wear the glasses. When adults tried to put the
glasses on Dicky, he would immediately pull them off and often throw them.
Primary positive reinforcement was the major component of the efforts to get
Dicky to wear his glasses. Near the beginning of their efforts the experimenters
reinforced Dicky by small bites of candy, cereal, or ice cream for wearing his glasses
for just a few seconds. Gradually, the response requirement was lengthened in that
he had to wear the glasses for longer periods in order to receive the edible
reinforcers. After several days Dicky was wearing the glasses for several minutes at
a time. By the end of this stage of his treatment (a little over 2 months), he was
wearing his glasses 12 hours per day.

The method used to teach Dicky to wear his glasses, described in this historic
report (Wolf et al., 1964), is one of the first systematic examples of positive primary
reinforcement and shaping, the reinforcement of successive approximations to a
desired goal response.

Some of the earliest successes in the behavior-change field occurred in state
hospitals and special education schools where large-scale token economies were
employed. Among these were the education programs at Ranier School in Wash-
ington State (Bijou & Orlando, 1961) and the Cottage Program at Parsons State
Hospital in Kansas (Lent & Spradlin, 1966).

In these programs children with mental retardation earned large numbers of
points or tokens (plastic chips) each day for performing academic and self-help
behaviors. They were able to trade the points in for a variety of differently priced
“back-up” reinforcers. Systems such as these demonstrated the powerful utility of
the contingent use of generalized conditioned reinforcers. Jones and Kazdin (1975)
showed that mentally retarded children in a special education classroom could be
gradually weaned from the tokens to a system of more natural reinforcers such as
peer praise and activities.

Other Techniques

Self-injurious behavior is a severe problem for some children and adults with
mental retardation. O. I. Lovaas was one of the pioneers in applying behavior-
change strategies to the treatment of self-injurious behavior. In 1969, he and
Simmons reported a comparison between extinction and painful electric shock
punishment in treating self-injury in three children with severe mental retarda-
tion. Today, there is still little evidence to support any uniform theory of self-
injurious behavior, but many have concluded that for whatever reasons self-
injurious behavior appears in children, adult attention to it can contribute greatly
to its maintenance and can often increase its rate of occurrence. With this as the
undergirding philosophy behind their investigation, Lovaas and Simmons placed
the children in rooms isolated from social contacts. The rates per minute of self-
injurious behavior during these 90-min extinction sessions fell from almost 3,000
to zero over nine days. Thus, these researchers showed that an extinction protocol
could be used to treat behavior problems of children with mental retardation. It
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should be noted, however, that the contingent shock stimuli worked much more
efficiently than extinction in suppressing the highly problematic self-injurious
behavior, but shock represents a host of ethical problems and there is little
documentation that its use has long-term benefits (Lutzker, 1990).

Recently, after two decades of treatment of self-injurious biting in individuals
with mental retardation or developmental disabilities, Hite and Vatterott (1991)
concluded that differential reinforcement of other behavior coupled with social
time-out or brief informational restraint was effective in reducing biting. This is
compared to more restrictive procedures such as a variety of response-contingent
stimulation techniques.

Stressing the critical role of assessment in treating self-injury, Iwata et al.
(1990) determined that a demand is a primary antecedent for self-injury in
children with developmental disabilities. That is, self-injury occurs more often in
instructional sequences than in other situations, such as when a child is alone,
receiving attention, or playing. Treatment was successful during demand condi-
tions when the children were physically guided through compliance to instructions
and blocked from engaging in self-injury.

One of the earliest reports of the successful use of a response-cost procedure
describes point removal for the psychotic verbalizations of a 29-year-old woman
with severe mental retardation who was a client in a sheltered workshop (Kazdin,
1979). Receiving points for work-oriented behavior had greatly increased the
woman’s performance, but her bizarre vocalizations were distracting to others and
were not in her best interests in promoting normalization for her. Thus, a simple
response-cost system was implemented whereby she lost points each time she
engaged in these strange verbalizations. By the second week of treatment the
problem had been virtually eliminated. A 15-week treatment showed maintenance
of the treatment gains. Obviously, the back-up reinforcers for the points were so
meaningful to the woman that when restricted access to them (as a function of
point loss), she quickly changed her behavior.

In a study comparing response cost to aversive sound stimulation, Kazdin
(1973) found response cost to be more effective in reducing speech disfluencies in
40 clients with mental retardation. Further, Kazdin (1973) had independent raters
verify the superiority of the response-cost procedures.

Differential Reinforcement of Other Behavior (DRO) is a procedure whereby
reinforcement strategies are used in combination with extinction in order to
reduce the occurrences of unwanted behaviors. Usually done on a time-sampling
basis, DRO involves reinforcing (with primary or conditioned reinforcers) any
behavior other than the unwanted behavior. At any time the unwanted behavior is
seen to occur, it is ignored. For example, a 52-year-old resident of a state school for
individuals with mental retardation had a long history of exposing himself several
times a day (Lutzker, 1974). This unfortunate habit precluded him from participat-
ing in off-ward habilitative activities both on and off the residence grounds.
During at least 8 hours each day, ward staff members collected data every 10 min,
noting whether or not the client was exposing himself. After 9 days of baseline data
were collected, DRO treatment was begun. This involved the staff members
continuing to check the client every 10 min. If he was not exposing himself, a staff
member hugged him and said, “Good, your pants are on right.” If at any time
during each 10-min interval the client was exposing himself, he was completely
ignored. This DRO procedure totally eliminated a long-standing maladaptive



behavior problem after 30 treatment sessions. For the first time in his life the client
was able to participate in a number of therapeutic and habilitative activities, such
as attending occupational therapy sessions at the school, and cultural and sports
events in the city.

The literature on DRO is replete with examples of its effectiveness in reducing
a variety of behavior problems. For example, Repp and Dietz (1974) found it to be
effective alone in some cases, and in combination with time-out in case involving
four children with severe mental retardation who were self-injurious and aggres-
sive. One child had a history of engaging in severe tantrums, self-mutilation, and
biting others. The reinforcer was “M & M” candy, which was delivered contingent
upon the absence of the target problem behaviors. Whenever the problem behavior
occurred, this 12-year-old boy was restrained for 30 sec. This combined treatment
program virtually eliminated these grossly maladaptive behaviors. Similar strate-
gies were used with equal success with the other children. In another study, Repp,
Deitz, and Speir (1974) reported the use of DRO (verbal praise) plus saying “no” for
inappropriate behavior to reduce the stereotypical responding of three children
with severe mental retardation. The single-subject, ABAB research design con-
clusively showed that saying “no” alone, without the DRO procedure, was ineffec-
tive in reducing the stereotypic behavior. Unfortunately, what cannot be deter-
mined is whether the DRO procedure alone would have produced the same effect
as the DRO plus the verbal reprimand.

Looking at DRO across a number of behaviors and settings, Deitz, Repp, and
Deitz (1976) found it useful in reducing hair twirling, hand biting, and thumb
sucking in the residential bedrooms of two children with mental retardation and in
the home living room of another. The disruptive classroom behavior of three
children was also eliminated by using DRO.

Used in combination with social restitution, DRO (social praise) eliminated the
assaultive and inappropriate sexual behavior of a 13-year-old male with Down
syndrome (Polvinale & Lutzker, 1980). The adolescent, who lived at home and
attended a public special education school, faced institutionalization because of his
high rate of sexually aggressive behavior and public masturbation. After a very
brief treatment phase that involved praise for appropriate behavior and repeated
public apologies to others for inappropriate sexual behavior, the inappropriate
sexual behavior was eliminated. During the course of treatment the adolescent also
received a sex education program designed for special education students.

One advantage to DRO is the relative ease with which it can be applied. It is
clearly a very useful treatment strategy that should be one of the first attempted
when considering a behavior reduction treatment plan. This is because inherent in
the procedure is positive reinforcement for appropriate behavior; thus, the extinc-
tion component cannot be considered very restrictive or aversive.

Response-contingent stimulation as a behavior reduction technique has had a
variety of other labels, such as aversive conditioning, punishment, response-
contingent punishment, and so forth. “Response-contingent stimulation” seems
preferable because it is descriptively accurate and is not charged with emotional
overtones. Response-contingent stimulation acts as a behavior reduction technique
when a stimulus is added contingent upon a response (behavior) and there is a
reduction in future frequencies of that response. The classic example of this
technique, of course, is spanking. But spanking is only accurately described as a
behavior reduction technique when it, in fact, reduces the future rate of the
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behavior that precedes it. Thus, as reinforcement is defined according to its effect
on behavior (increases in), so are behavior reduction techniques defined according
to their effects on behavior (decreasing it).

Most of the formal investigations of response-contingent stimulation have
involved self-injurious behavior (SIB). This is because SIB is often severe and
dangerous and resistant to various treatment modes. It is believed to occur in as
much as 4% to 6% of children institutionalized with mental retardation.

In some clients, painful (but harmless) contingent electric shock has been
shown to be successful in eliminating or greatly suppressing SIB (Lovaas &
Simmons, 1969). Although some people are appalled at the thought of shocking
children, it should be remembered that this is considered a treatment of last resort
with the hope that reducing severe SIB will take clients away from the serious
dangers posed to themselves, and then allow for the training of habilitative
behaviors. Two issues, however, have precluded shock from being a panacea for the
treatment of self-injury. First, its use is illegal in some states. Second, its effects
seem to be quite varied. In some cases it seems to work exceedingly well to reduce
rates of SIB; in other cases its effects seem transient or limited to highly discrimi-
nate settings or situations (Corte, Wolf, & Locke, 1971). Thus, by necessity, many
other stimuli have been investigated as methods of reducing SIB.

Pulling neck hair, while not a technique to be strongly recommended, was
shown to reduce SIB (Banks & Locke, 1966). Also, effective have been the use of
aromatic ammonia (Tanner & Zeiler, 1975), air splints (Ball, Campbell, & Barke-
meyer, 1980), and lemon juice (Sajwaj, Libet, & Agras, 1974) to suppress life-
threatening rumination, and facial screening whereby a bib is placed over the
client’s head contingent upon SIB (Demetral & Lutzker, 1980; Lutzker, 1978;
Singh, 1980; Zegiob, Alford, & House, 1978).

Finally, a procedure called required relaxation deserves mention. It was first
described by Webster and Azrin (1973), who used the procedure to reduce the
extremely agitated and disruptive behavior of several institutionalized clients with
mental retardation. When extremely disruptive behavior occurred, clients individ-
ually were required to spend 2 hours being quiet on their own beds (relaxing). This
procedure was effective in eliminating extremely disruptive behaviors that had
previously been resistant to other treatment techniques.

Of course, all treatment procedures should be subjected to treatment plans
that undergo professional and, when necessary, human rights committee reviews.
Careful data collection procedures and, when possible, simple research designs,
should be used in order to provide careful accountability and documentation of
treatment effects. Further, habilitative skill-building programs should take prece-
dence over behavior reduction programs; however, when problem behavior inhibits
adaptive skill training, consideration for behavior reduction programs may be in
order. When response-contingent stimulation is the treatment of choice, after less
restrictive treatment alternatives have been tried or considered, special and careful
attention to the rules of careful staff/parent/teacher training, accountability, and
professional review is especially in order. That is, anyone taught to use these
techniques must be trained and supervised to criterion levels of performance.

Consequences are very important <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>