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ABSTRACT 

The major purpose of this study was to investigate immediacy of 

attention as a factor influencing the efficacy of therapeutic treatment. 

More precisely, behavioral problems of children were examined in an 

effort to determine the effect of timed, therapeutic intervention. 

Such information might prove helpful to alleviate deviant behaviors in 

children. 

The review of the literature indicated that immediate attention 

to a behavioral problem is a crucial factor in the amelioration of that 

problem. In the past, much therapeutic work occurred on a delayed, 

postponed basis. The history of crisis intervention revealed that rapid 

professional consultation tended to extinguish problem behaviors. In 

most cases where some form of rapid intervention was made available, 

either by professionals or paraprofessionals, a significant reduction 

in deviant behaviors was noted. The results of the literature review 

suggested that proper, immediate intervention facilitated the acquisi

tion of desirable, socially approved behavior. 

Certain environmental-social contingencies were assumed to be 

important dimensions contributing to therapeutic effectiveness. The 

present study, therefore, attempted to assess the effect of a time 

differential of professional intervention as it related to therapeutic 

progress in treating behaviorally disturbed children. The samples ob

tained represented professionally trained therapists and client 

vii 
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populations of the Child Guidance Clinic in Tucson. Ten therapists 

applied behavior modification techniques to a group of 75 children in 

a control (eight week delay) group. Another ten therapists applied 

the same techniques to a different group of 75 children in an experi

mental group (two to eight hours intervention).' Parents of the sample 

children with similar behavioral problems used a checklist, developed 

especially for this study, to rate their children's behavior on pre-

post treatments. This Child Behavior Checklist was administered at 

three intervals: (1) pretherapeutic (baseline), (2) post-therapeutic 

(after eight weeks of intervention) and (3) at a follow-up period (after 

nine months from the termination of therapy). This instrument was de

signed to measure aggression, withdrawal, and apathy in children as 

indicated by parental ratings. The reliability of the Child Behavior 

Checklist was found to be .75. 

The results of the ratings showed no significant differences in 

the long range effect of immediate, crisis intervention as compared to 

the long effects of delayed therapeutic treatment. However, at the end 

of an eight-week therapeutic period parental ratings showed a signifi

cantly lower mean value for the crisis group in contrast to the delayed 

group. Such findings tend to indicate that immediacy of therapeutic 

intervention is an important variable in successfully treating children 

with behavioral problems. 



CHAPTER I 

INTRODUCTION 

Traditionally, therapeutic intervention programs dealing with 

children's behavioral problems follow a highly structured agency approach. 

This visually involves the initial contact by the client (or the child's 

parent) with a therapist or therapeutic agency, followed by a waiting 

period during which there is no further contact between the agency and 

the client. Often the first therapeutic session is some weeks after the 

first request for help. Many agencies then require a further delay so 

that the staff may meet to discuss the case and agree on a therapeutic 

program. The time between the initial contact and the actual beginning 

of the therapeutic program may extend into several weeks. The tradi

tional approaches have been criticized recently for such delays in actual 

treatment. 

Furthermore, traditional approaches sometimes disregard parental 

perceptions of the nature and severity of the problem. Newer techniques 

place greater emphasis on the client's own judgment of the deviance of 

the behaviors in question from the social norm and the extent to which 

they should be modified. An increasing awareness of factors such as 

parent involvement, client's own judgment of the misbehavior and societal 

reactions to misbehavior have led clinical practitioners to carry on 

therapeutic work in the natural environment. 

1 
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Consistent with the above-mentioned trends in therapeutic work, 

Bandura (1969, pp. 58-59) has stressed that in any-theory of deviance 

the client's own reactions and societal reactions must be taken into 

account. Often the client's own perceptions of deviancy are not congru

ent with the traditional therapeutic concepts of deviance. Nonetheless, 

clients' perceptions do reflect the concerns and discomforts they have 

and such affective tendencies often are highly correlated with thera

peutic outcome. Bandura (1969, pp. 58-59) also stressed the necessity of 

involving clients in the selection of therapeutic goals and suggests 

that this involvement in turn might be important for the selection of 

intervention techniques. Although the intervention techniques are typ

ically determined by the theoretical orientation of therapists, the 

willingness of the parents to understand the problems and to accept and 

cooperate with therapists are important determinants of therapeutic 

outcome. 

In every evaluation of behavioral deviance there is an implicit 

value judgment being made. This includes attitudes toward the behavior 

in question, feelings associated with the misbehavior and perceived 

severity of the problem at the time the intervention is made. It is im

portant, in Bandura's (1969, pp. 58-59) view and that of the present 

author, to understand these parental and family views and to work with, 

rather than against them. Consonant with Bandura's approach, a thera

pist would start his work by accepting clients' and parents' judgments 

of the problem, as this would enhance the possibilities for work in the 

natural environment. These judgments are not detrimental to the change 
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being sought, but rather are important ingredients in the therapeutic 

process as a whole. 

In this author's view, behavioral problems involving children 

should involve the parents' concept of deviant behavior and their values 

regarding what should be changed. Since the parents usually initiate 

contact with the therapist, it is felt that they should define the prob

lem in question (often with the therapist's help) and set target goals. 

The value of parent involvement in treatment has been suggested 

in the work of several authors (Bandura, 1969; Tharp and Wetzel, 1969). 

The parents are present in the child's immediate environment and, there

fore, they usually come into contact with the problem first. Sometimes, 

however, it is possible that the school or some other social agent might 

be first to encounter the problem and bring it to the parents' attention. 

Even though teachers, school personnel or some other persons outside the 

home may recognize the problem, they usually can be of little help with

out the cooperation of the parents for problems which are primarily in 

the home. This cooperation is necessary to bring about the desired 

change in the child's behaviors. 

It is further suggested that parental cooperation alone will not 

be of much benefit unless the parents participate in the therapeutic pro

cess and are entrusted with therapeutic responsibilities. When this is 

possible, the effectiveness of intervention is enhanced because parents 

have the greatest control over their children's home environment. 

Although therapy involving parents and similar individuals from 

the child's natural environment has been most effective in a number of 

instances (e.g., Tharp and Wetzel, 1969), there are other equally 
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important factors which have received very little attention in 

therapeutic work. One of the unresolved issues related to dealing with 

children's behavioral problems concerns the importance of "immediacy of 

attention." As was pointed out earlier, traditional practice usually 

involved a delay of a few days to several weeks between the initial con

tact and the beginning of therapeutic work. The time factor, which 

would seem to be crucial to achieving the desired therapeutic outcome, 

has not received the attention of either therapeutic workers or re

searchers in the field. It seems logical that children's problems could 

be dealt with more effectively if the modification program were initi

ated as soon as possible. Immediate attention, coupled with parent in

volvement, would seem to be a promising approach to therapeutic work. 

In the present study the factor of immediacy of attention was 

studied within the context of recently developed methods of behavioral 

therapy. The parents of both experimental and control group cases were 

trained in behavioral therapy procedures, and were encouraged to assist 

in the amelioration of their child's problem. The experimental group 

received immediate clinic attention while the control group experienced 

the usual two to eight week delay in attention. 

Statement of the Problem 

The present study was designed to compare two intervention pro

grams in terms of their effectiveness in dealing with behavioral problems 

of children. The purpose of this comparison was to test the assumption 

that immediate attention may produce differential therapeutic results. 

In order to test such an assumption, two groups of children were treated 
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for common behavioral problems by two groups of therapists. In one 

group, therapeutic work on each case was started immediately; in the 

other group, therapy began after a waiting period. Therapists in both 

groups involved parents in their work and used the same therapeutic 

techniques. 

Immediacy, for the purpose of this study, is defined as a delay 

not greater than from two to eight hours between initial contact and 

start of therapy. For the immediacy or "crisis group," then, the treat

ment work began no later than eight hours after initial contact. In the 

traditional agency approach there is usually a delay of four weeks or 

longer before therapy begins. This longer time lag was used with the 

second group of subjects, the comparison "contrast group" for the study. 

Need for the Study 

In the literature related to the effectiveness of psychotherapy 

there have been several references made to the possible importance of 

immediacy of attention as a factor influencing the success or failure of 

intervention (Lydia Rapoport, 1962; Ichikawa, 1961). The use of immedi

ate and intensive treatment as a therapeutic strategy has been termed 

"crisis intervention" (Lynn Rapoport, 1962). 

Parad (1968) defines crisis intervention as "entering into 

the life situation of an individual, family, or group to alleviate the 

impact of crisis-inducing stress in order to help mobilize the resources 

of those who are in the significant 'social orbit1." He suggests that 

since it is in the nature of many behavioral problems to change rapidly, 

and since the crisis event is in itself an opportunity to change and learn 
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more appropriate behavior patterns, immediate attention is essential. 

If attention is not given early, the problem may be altered in a way 

which gives immediate relief but with persisting socially unacceptable 

or psychologically deviant symptoms. 

The crisis intervention literature further suggests that immedi

acy of attention is a variable of sufficient importance to explain 

successful treatment outcomes in many cases (Parad, 1968). Although 

there have been occasional suggestions made by professional people about 

the use and value of the crisis intervention approach, there have been 

no empirical studies investigating the effectiveness of such an approach 

in the resolution of behavioral problems. 

The present study attempted to maximize the therapeutic effect by 

involving parents in both groups while manipulating the delay in begin

ning the process. One group began therapy at once (a two to eight hour 

delay). The other group—the contrast—had the customary delay of four 

weeks. 

Hypotheses to Be Tested 

The present study will test the following hyptoheses: 

1. At the end of the eight week therapeutic period, the crisis 

group and the contrast group will show significant differ

ences on the parental ratings of aggression, withdrawal, and 

apathy. 

2. At the end of the nine month follow-up period the crisis 

group and the contrast group will show significant differences 

on the parental ratings of aggression, withdrawal, and apathy. 



CHAPTER II 

REVIEW OF THE LITERATURE 

The purpose of this chapter is to review the research work 

related to the present study, i.e., work on parent involvement and immedi

acy of attention. The chapter will be divided into two sections: one 

dealing with studies in parent involvement (a central technique for the 

main hypothesis) and the other specifically dealing with immediacy of 

attention in therapeutic intervention. 

Parent Involvement 

Tharp and Wetzel (1969) have stressed the need for involving 

parents in intervention programs to bring about desirable changes in 

children's behaviors. These writers have employed parent involvement 

techniques within the framework of behavior modification principles. 

Working within this system requires that there be some agent to dispense 

the appropriate reinforcers to the children. In order to dispense these 

reinforcers, the agent must possess or control them. The authors wisely 

suggest that the most natural and workable structuring of the behavioral 

contingencies can be done by the parents (or teachers, if working in a 

school situation). 

Bandura (1969) also urges the use of parents in dealing with 

children's problems. He suggests that a functional analysis of the 

behavior be performed to determine the maintaining contingencies, 
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followed by a modification program much the same as Tharp and Wetzel's 

(1969). Although there is a need for parent involvement in behavioral 

change with children, there are few controlled studies which have util

ized the concept in actual change situations. 

Mira (1970), in an article which reviews 21 months of work with 

a total of 113 children, concludes that parental involvement is an 

essential aspect of successful behavioral change with home centered 

problems. The author notes that the parents involved in that study were 

as successful as were the more extensively trained teachers and social 

agency workers. She concludes that the most effective and economical 

way to involve parents is to give the parents individual training in 

behavioral modification techniques and to involve the parents in the 

assessment of the client's behavioral problems. 

Crisis-Intervention Programs 

In recent years there has been much emphasis on preventive mental 

health centers and projects, with a corresponding growth in the number 

of crisis intervention centers. The intent of these centers is to pre

vent the need for hospitalization of persons with behavior problems, to 

avoid labeling clients as "mentally ill" and to seek out those persons 

who would most benefit from a short-term therapeutic approach. 

Implicit in the argument for such centers is the idea that immedi

ate attention to a problem is a crucial factor in the amelioration of 

that problem. The review of the literature in the remainder of the 

chapter will trace the history of crisis intervention from its early 
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beginnings, when it stressed the nature and etiology of problems, to its 

present stress on immediacy of attention. 

Perhaps the earliest reported use of crisis-type intervention was 

when Freud (Jones, 1953) treated the symphonic conductor Bruno Walter. 

Walter had a partial paralysis of his right arm which occurred following 

the birth of his first child. The paralysis was diagnosed as having psy

chological rather than physiological origins. Freud saw Walter, starting 

at once, for only six interviews. He suggested that Walter take a vaca

tion and that he conduct with the arm as it was. The treatment was 

successful. 

One article which deals with crisis theory is Lindemann's (1944) 

study of the survivors of the Coconut Grove Nightclub fire. Although 

the article clearly focused on the definition of grief and its etiology, 

there is the implied concept that the more immediate the attention to 

the grief situation the more likely it is that the grief will be ex

pressed in appropriate ways and for appropriate periods of time. In 

Lindemann's study relatives of the fire victims were interviewed and the 

results of these interviews were analyzed by psychiatrists. Somatic 

complaints in the 101 persons interviewed were further investigated using 

physiological tests to determine the validity of the physical distress. 

Ffcom the interview results it was concluded that in all cases where 

attention to the grief was either ignored or postponed there were serious 

psychological and somatic disturbances. In cases where some form of rapid 

intervention technique was used, either by professional therapists or by 

friends or clergymen, a significant reduction in inappropriate reactions 



was noted. The author further noted that with proper and rapid 

intervention techniques it was possible to bring about desirable changes 

in inappropriate behavior. 

Levy (1945) focused on the environmental aspects of behavioral 

problems and suggested that when those environmental realities are 

quickly altered a stressful state results for the clients. This new 

state is often diagnosed as mental illness, but in reality it is rarely 

more than evidence of a person attempting to cope with a new environ

mental reality which he is ill equipped to handle. As a result of obser

vations and analysis of personal patients, the author notes that if the 

total social situation were taken into account and rapid attention given 

to the situation, there would be little need to resort to such dubious 

explanations as psychic illness. 

The environmental-social aspect was also emphasized by Jones 

(1950) in his work dealing with behavioral problems. He suggested, as a 

result of careful analysis of his patients' individual cases, that each 

behavioral problem, to a certain extent, is determined by the person's 

own environment. 

Prior to 1960 crisis intervention was thus seen as necessary for 

specific types of problems. Single traumatic experiences, e.g., death of 

loved ones, or problems such as attempted suicide were seen as particu

larly appropriate for immediate attention. 

Since 1960, crisis intervention has been recommended for a much 

wider variety of problems. The theoretical background for this view was 

suggested earlier by Levy (1945), who. stressed the relationship between 



environmental variables and behavioral deficits, relating to the 

generalization that a sudden change in social relationships may be the 

cause of many problems which are labeled as pathological. He suggested 

in a non-behavioristic way that a person's hierarchy of coping mecha

nisms becomes drastically upset with environmental change and, therefore, 

the very essence of therapeutic intervention becomes the manipulation 

of social influences and reinforcers. He conceptualized crisis events 

as learning situations and potential opportunities for growth. If these 

opportunities for growth are not actualized immediately, the change will 

often involve the development of defense mechanisms or other inefficient 

behaviors. The period of behavioral difficulty, then, is a significant 

learning period in the client's life. If intervention is not made immedi

ately the learning process is likely to take a maladaptive course. 

Kalis et al. (1961) discussed the value of immediate attention to 

the crisis situation, on the basis of their research at the Langley 

Porter Institute in Los Angeles. They found that when the client applies 

for help, any findings concerning the onset are inevitably colored by 

an unconscious tendency to falsify and consequently, emphasis must be 

placed on seeing applicants as soon as possible following their request 

for help to minimize such falsification regarding the precipitating 

stress. Secondly, they noticed that circumstances associated with the 

disruption of functioning are more likely to be accessible if they are 

recent. Finally, they found that only active conflicts are amenable to 

therapeutic intervention, and disequilibrated states are more easily 
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resolved before they have crystallized, acquired secondary gain 

features, or become highly maladaptive balances in and of themselves. 

Waldfogel and Gardner (1961) also noted that the probability of 

success is usually enhanced if treatment is given at once. Beck (1962) 

has found in her clinical work that about 50 percent of those clients 

asked to wait for treatment for nine weeks following the initial contact 

failed to report back. From Beck's (1962) data it could be assumed that a 

large portion of those clients who did not get a chance to receive treat

ment for nine weeks had found different ways to cope with the difficulty; 

such newly developed coping strategies may not have been beneficial. 

Caplan (1961) pointed out that, in his experience, most crisis 

situations do not last more than about six weeks. Often after that time 

some type of equilibrium is achieved, although that new state may not 

necessarily be adaptive or socially acceptable. 

Jacobson et al. (1965) listed five essential guidelines for the 

basic operations of the Benjamin Rush Center for Crisis Intervention in 

Los Angeles. The first was the policy of providing service either at 

the time it is first requested or as soon as staff members are able to 

see the client. In no case, they suggested, should the initial contact 

be made after more than a week. They felt it crucial to follow such a 

guideline, since early intervention provides the occasion for preventa

tive behavioral treatment. 

Morley (1965), in a paper devoted to the usefulness of clinical 

practices followed by the Benjamin Rush Center for Crisis Intervention, 

has commended the Center's practice of initiating treatment the same day. 
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Thus he strongly agreed with the practice of immediate treatment of 

behavioral problems. 

Bandura (1969) emphasized the importance of early and prompt 

attention to behavioral deviancy. Behavioral problems, which he assumed 

are learned, will be altered more rapidly and effectively if treatment 

is initiated immediately. 

Tharp and Wetzel (1969) and Erickson (1959) also have supported 

the idea that crisis situations—the temporary stressful periods of a 

person's life—are periods when new behavior must be learned. Whatever 

the theoretical approach used to explain the behavioral crisis, it re

mains evident that immediacy of attention to the problem is a crucial 

factor and a factor increasingly stressed in the literature. Immediate 

treatment, when used in clinical practice, appears to have been success

ful in bringing about desirable changes in behavior. Several crisis-

type centers (Los Angeles, Tucson, San Francisco) lend support to this 

notion. 

Parad and Parad (1968) maintained the view that if families in 

the midst of a crisis have to wait for help, the crisis may well subside 

but perhaps with some crippling and sometimes tragic results. A little 

help at the right time may, for many families, be more effective and 

economical than a long period of help after the crisis has subsided. 

Some families can work together only at times of crisis and for short 

periods of time. Limited immediate treatment may serve to mobilize the 

constructive energies of some families in working toward specific goals. 
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Articles mentioned earlier in this chapter have suggested that 

parental assessment and immediacy of intervention are important factors 

in therapeutic work. However, empirical studies have not been conducted 

as of this date to test whether immediate attention can make a signifi

cant difference in the success of clinical practices or not. The dearth 

of studies in this area might be due in part to the theoretical notion 

that behaviors can be altered only by professional staff members, whose 

heavy caseloads often preclude prompt treatment of new patients. Since 

a sizable number of professionals in the clinical field now feel that 

paraprofessionals could be utilized more effectively for clinical work, 

it is hoped that future studies in this area will put greater stress on 

such factors as parent involvement and prompt initiation of treatment. 

The present study is an attempt to explore the impact of immediacy of 

attention—a highly important, but frequently ignored, variable in 

dealing with behavioral problems of children. 



CHAPTER III 

METHODOLOGY 

This chapter will be devoted to the description of specific 

procedures used for the selection of subjects and therapists, experi

mental treatment and data analysis. For the sake of convenience the 

chapter is divided into the following sections. 

1. Sampling 

a. Selection of therapists 

b. Selection of clients for study 

2. Instruments used 

a. Format of the checklist 

b. Administration of the checklist 

3. Treatment procedure 

4. Design and analysis 

Sampling 

The study obtained two samples which were randomly drawn from the 

therapist and client populations of the Child Guidance Clinic in Tucson. 

One sample consisted of therapists who were to treat the two groups of 

clients; the other sample was drawn to select subjects for the study. 

The following is a description of the two samples thus obtained. 

15 
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Selection of Therapists 

A group of 20 therapists was selected to work with the clients in 

the study. The therapists were drawn from the population of all clinical 

workers at the Child Guidance Clinic in Tucson. The 20 therapists 

selected were then trained and supervised by a clinical psychologist. 

The training of the therapists was intended to familiarize them with be-

haviorist treatment concepts and to ensure that all therapists would use 

the same approach with similar skill. 

Initially the group to be trained contained 21 therapists who were 

selected randomly from the therapists working at the Tucson Child Guid

ance Clinic, but one, who declined to accept the theoretical concepts 

involved, was judged unacceptable and had to be dropped from the group. 

The mean age of the final group was 25.1 years. All had formal courses 

beyond the bachelor's degree and had some experience in the clinical 

work. Data regarding the training and experience of the therapists are 

given in Table 1. 

TABLE 1 

•AGE AND TRAINING OF THERAPISTS 

X Age X Years Training 

Crisis 26.4 16.5 

Control 23.8 16.3 

Total 25.1 16.4 

After the 20 therapists had been given training of like duration 

in the use of the same therapeutic skills, one-half were randomly 
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assigned to the crisis group and one-half to the contrast group. The 

therapists were trained to apply the therapeutic concepts of modeling, 

reinforcement and functional analysis of problems to all subjects in both 

groups. In all cases the therapists worked with both the children and 

their parents. Therapists in both groups scheduled three interview 

sessions per week with each client for the total of eight weeks. Special 

effort was made not to let the therapists know that they were treating 

subjects in two different groups. Thus, therapists did not know the 

purposes of the study and were, presumably, equally motivated to obtain 

the desirable outcomes. The following instructions were given to the 

therapists in both groups. 

The young children coming to the clinic at this time are the 
clients who have problems in three major areas. Namely, aggres
sion, withdrawal and apathy. I would like you to work with the 
clients assigned to you for a period of eight weeks. You will 
be told when the client is available for therapeutic work. As 
stressed in the training program, you will involve the parents 
of the child referred to you and will use modeling, reinforce
ment concepts and functional analysis of the behaviors. 
I would like you to deal with the problems of your clients 
strictly within this framework. The training was designed to 
give you skills in these areas and to see how all of you can 
handle the cases in the same way. Therefore, you should not 
deviate from the therapeutic procedures outlined for you in the 
training. 

Remember again, these clients are to be given exactly the same 
treatment as our usual children, i.e., you should do a func
tional analysis of the child's behavioral problem(s) and then 
proceed with your usual techniques of working with the parents 
to apply positive and negative reinforcements. There is a 
child behavior checklist which we ask you to have all parents 
complete just before the therapy process begins and after the 
eight-week period. We will do a nine month follow-up later. 
Thanks. 

In addition to these instructions the therapists were checked from 

time to time by the investigator to ensure that the desired procedures 



18 

were used. This was done by individual interviews with the therapists 

and by checking the records of the clients prepared by the therapists. 

Selection of Subjects 

The population of subjects for the study was comprised of all in

coming clients at the Tucson Child Guidance Clinic. There were 225 

clients referred during our experimental selection period, for a variety 

of problems. Not all clients were included in the study as it had been 

decided in advance to select for use in this particular study only those 

who had problems related to aggression, withdrawal or apathy. It was 

noticed that most of the clients referred to the clinic had such prob

lems. 

From the clients who had behavioral problems in the specified 

areas, 150 (76 males, 74 females) were randomly selected as subjects for 

this study. The selection was done by accepting the first 150 who met 

the criteria, alternating them by sex. These selected subjects were sub

divided into two groups, again using randomization techniques. One of 

these groups served as the contrast group, while the other was the experi

mental "crisis" group. Within each group 38 were males and 37 females. 

Since the problem areas were specified and the assignment of 

subjects to the treatment groups was random, it was assumed that the two 

groups of subjects would be similar in terms of severity and type of 

behavioral problem. Nonetheless, the similarity of the two groups was 

checked by comparing initial ratings of their behaviors made by the 

parents. It was shown that there were no significant differences be

tween treatment groups in the parents' ratings of the behavior problems 



19 

prior to the beginning of therapy. After computing the means for 

initial ratings for the crisis and contrast groups it was found that the 

overall mean ratings were 3.16 for the crisis group and 3.17 for the 

contrast. Using the Mann-Whitney U Test, the significance of the differ

ence between the two ratings was calculated and found to be nonsignifi

cant at the .05 level. Data regarding the above information are found in 

Table 2. 

TABLE 2 

INITIAL RATINGS FOR THE CRISIS AND CONTRAST GROUPS 

Behavior 
Categories 

Crisis Contrast 
Signifi
cance 

Behavior 
Categories N- X N X U 

Signifi
cance 

Aggression 75 3.62 75 3.60 6127 N.S. 

Withdrawal 75 2.79 75 2.75 6020 N.S. 

Apathy 75 2.72 75 2.90 5573 N.S. 

Total 75 3.16 75 3.17 6149 N.S. 

A typical case included in this study was a nine-year-old child 

from a family of four children. As in many cases it was noticed that his 

parents were divorced and that the child lived with his mother, who was 

the main support of the family. As was typical of most of the children 

referred, he was in considerable difficulty at school because of exces

sive fighting behavior and had repeatedly been involved in physical 

fights. The parents of all these children typically felt that their chil

dren were manifesting severe behavior problems and thus perceived a need 

for professional help. 
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Although the subjects selected for the study were used to explore 

the effectiveness of experimental procedures or to test certain hypoth

eses, such an intervention was communicated neither to the parents nor to 

the subjects. Those assigned to the contrast group were told by the 

receptionist that the delay for services was unfortunately four weeks, 

due to a waiting list, and that they were to be attended to as soon as 

time permitted. In all cases the parents were asked to complete the 

child behavior checklist immediately before and after the eight-week 

therapeutic period. Concerning the use of the checklist, it was ex

plained to all the parents that this was a usual procedure and that 

such information would help the staff to delineate the problems more 

accurately. 

Instruments Used 

A child behavior checklist was devised to check the severity and 

the type of the subject's problems before treatment, and the degree of 

change following treatment. The parents of the children rated the pre-

and post-treatment severity, and these data were used to determine the 

effectiveness of immediacy of treatment in the present study. Prior to 

the ratings each parent was given the following instructions on the use 

of the child behavior checklist. 

Put a checkmark in the appropriate column for each item. If 
the child has not shown the behavior, the "Never" column with 
the (1) should be checked; if he has shown it occasionally, 
check the "Occasionally" column (3), and if he has shown it 
frequently, check the "Frequently" column with the number (6). 
Please consider each item carefully for your particular child. 
Thank you very much for your cooperation. 
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Format of the Checklist 

The checklist contained 19 statements relating to the behavioral 

problems in three areas. Each statement could be rated as 1 if the 

behavior never occurred, 3 if it was noticed occasionally and 6 if it 

occurred quite frequently. All the questions of the checklist were devel

oped by the author and were worded as clearly as possible. Thus, there 

was no reason to suspect that any parents had difficulty in comprehending 

them. An attempt was made to use words in common usage, and to avoid 

academic jargon. 

The three categories used in this study, and assessed by the check

list, were aggression, withdrawal, and apathy. 

A reliability coefficient was obtained using 25 subjects, adminis

tering the checklist once and three weeks later. This coefficient was 

calculated to be .75. Aggression was defined by questions 1 through 9. 

These questions stressed overt and cognitive behaviors which fit the 

usual dictionary definitions of aggression. Withdrawal was defined by 

questions 10 through 15. These questions stressed cognitive and be

havioral aspects, typified by an active drawing away from other children 

or a lack of self-confidence. Apathy, defined by questions 16 through 

19, was typified by sluggish, daydreaming behaviors. The appendix in

cludes a complete presentation of factor analysis studies relevant to 

these categories. 

Administration of the Checklist 

The checklist was administered immediately before treatment and 

immediately following the eight-week treatment period. A nine month 
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follow-up administration was also given. The parents were again asked 

to check the 1 for a "Never" response, check the 3 for an "Occasional" 

response and to check the 6 for a "Frequently" response. Thus a high 

score represents a greater frequency of undesirable behavior. The means 

of these responses as a whole, as well as the means for the sub

categories, were used in the statistical analysis. 

Treatment Procedures 

The study was conducted at the Tucson Child Guidance Clinic. 

After the therapists were trained, they were randomly assigned to sub

jects as the clients came into the clinic. Therefore, each of the first 

20 subjects was matched to a randomly picked therapist and then the sub

jects were alternately assigned to either the crisis or contrast group. 

It should be noted here that the investigator did not have access to all 

150 subjects at one time. They were selected from the incoming client 

population over a period of six months. Each day the persons referred 

to the clinic were checked to see whether their problems fell in the 

specified areas. If the clients met that criterion, they were alternately 

assigned to the crisis or the contrast group. 

After a subject was assigned to one of the treatment groups, the 

therapist first asked the parents to isolate problems using the checklist. 

This was followed by a behavioral analysis of the problem in consultation 

with the child and the parent. After the functional analysis of the 

behavior, each therapist outlined appropriate contingencies, negative 

and positive reinforcers and modeling factors to be used in altering 
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behaviors. The basics of social learning and reinforcement techniques 

were explained to all parents, so that they could cooperate with the 

therapists. 

For the purposes of explaining these techniques, two meetings were 

arranged with each individual parent, at a time most convenient to them. 

In these meetings the therapists involved explained the importance and 

use of positive and negative reinforcers, modeling of appropriate be

haviors and how to focus attention on a particular problem. An attempt 

was made to ensure that a standard way of explaining was used by each 

therapist and at the end of the second session with the parents the 

therapists were advised to check whether the parents had developed 

appropriate skill in the use of these techniques. The following is a 

typical description of the explanation given to the parents by the thera

pists. 

I'm sure you've noticed that children tend to do things more 
often when they get something they like for it. We call this 
reinforcement, and it is a well known fact in psychology that 
children's behaviors are controlled by what happens following 
the behavior. For example, if your child has a tantrum and you 
just can't stand it any more and 'give in' and give him what he 
wants, your child will tend to have tantrums more often. An
other aspect of this is what we call modeling—if your child 
sees another have a tantrum and get what he wants, your child 
may very well begin to have tantrums at home even if he never 
did before. It is this kind of thinking that we will stress 
here and we'll try to control your child's behavior by dis
covering what is making him continue to do it and to help him 
learn new and better ways of behaving. 

Along with parental training, therapists in both groups started 

working with parents by making a functional analysis of the behavior in 

question. These meetings to define the problems were immediately follow

ing the meetings used to explain the concepts to the parents. Thus, 
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a therapist did not have to wait to begin his work until the therapeutic 

technique to be employed had been explained to the parents. 

After such an analysis was made, each therapist in both groups 

developed a scheme for setting up appropriate contingencies, modeling 

and positive and negative reinforcers for the parents to use. Such a 

scheme was then communicated to the parent and each parent was told that 

it was essential that he follow closely the guidelines developed by the 

therapist. Therapists then consulted with each parent on the average of 

three times a week for the remainder of the eight-week period. The 

subjects were also seen by the therapists once each week for the eight-

week period, to assess behavioral changes and to ascertain whether or not 

parents were using devised techniques. Such a procedure was used for the 

subjects in both groups, except that the therapeutic work began within 

eight hours from the time of referral for the crisis group and after four 

weeks from the initial contact for the contrast group. 

After the eighth week of work with the parents and children, the 

parent was given the child behavior checklist to assess the behavioral 

problems. The ratings were compared for experimental and control groups. 

After a period of nine months from the termination of treatment, 

a follow-up was made of children in both the crisis and contrast groups. 

The parents, at the end of the nine-month period, were asked to assess 

their child's behaviors using the same checklist. These follow-up 

ratings were again compared to check whether the altered behaviors were 

equally maintained for both groups. In doing follow-up work it was found 

that the families of certain subjects included in th6 study had moved 
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resulting in a substantial loss of subjects for the follow-up work, and 

a large discrepancy in the number of subjects available to each group. 

The follow-up data presented in the results section are based on 59 

subjects for the control group and 73 subjects for the crisis group. 

Design and Analysis 

A pre- and post-experimental contrast group design was used in 

this study. The experimental hypotheses were tested using the results 

obtained from the three administrations of the child behavior checklist. 

The mean ratings for each group obtained at the eight week and nine 

month presentation were compared, using the Mann-Whitney U Test. This 

nonparametric statistical test was used because the data obtained could 

be viewed as ordinal, rather than interval. Siegel (1956) maintained 

that the Mann-Whitney IJ Test is the most powerful nonparametric test for 

ordinal data on unmatched groups drawn from skewed populations. 



CHAPTER IV 

RESULTS 

This chapter summarizes the results obtained at the three stages 

of the therapeutic intervention. For the sake of convenience, the re

sults obtained are presented in two sections. Section 1 of this chapter 

deals with the comparisons of crisis and control groups, using the Child 

Behavior Checklist at pre-therapeutic, post-therapeutic (after eight 

weeks of intervention) and at the follow-up stage (after nine months from 

the termination of therapy). All these comparisons were made using the 

Mann-Whitney U Test at the .05 level of significance. 

The second section of the chapter is devoted to the testing of the 

stated hypotheses in the light of the obtained results. For this purpose 

each hypothesis was restated and its acceptance or rejection was deter

mined using the stated level of significance (.05). 

Presentation of Data 

The comparison was done for each category and the obtained value 

of IJ was checked for significance. Table 3 presents the means, number of 

subjects in each category and the significance at the specified level of 

confidence. Comparing the results at the initial stage it was found that 

all the obtained values of U failed to reach significance. The IJ for 

aggression was 6127 (X = 3.63); for withdrawal 6020 (X = 2.80); for 

apathy, the value of IJ was 5573 (X = 2.72). The obtained for the total 
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TABLE 3 

INITIAL COMPARISONS OF CRISIS AND CONTRAST GROUPS 

Behavior Crisis Contrast U signifi

Category N X N X Value cance 

Aggression 75 3.62 75 3.60 6127 N.S. 

Withdrawal 75 2.79 75 2.75 6020 N.S. 

Apathy 75 2.72 75 2.90 5573 N.S. 

Total 75 3.16 75 3.17 6149 N.S. 

ratings was found to be 6149 (X = 3.16). These results indicated that 

both groups at the beginning of treatment had equally severe problems 

in all the areas of behavioral difficulties to be investigated. 

At the end of the eight-week therapy period the groups were again 

compared in terms of behavioral ratings. The results obtained from this 

comparison are summarized in Table 4. Results indicated that there were 

significant differences (p < .05) in terms of overall ratings at the 

end of the therapeutic intervention. The crisis group's ratings indicated 

TABLE 4 

EIGHT-WEEK COMPARISONS OF CRISIS AND CONTRAST GROUPS 

Behavior Crisis Contrast U Signifi

Category N X N X Value cance 

Aggression 75 3.03 75 3.13 2830 N.S. 

Withdrawal 75 2.45 75 2.73 2409 S.D. 

Apathy 75 2.33 75 2.89 1995 S.D. 

Total 75 2.69 75 2.93 2405 S.D. 
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(X = 2.69) that the severity of their problems after the therapy was 

reduced as compared to the contrast group (X = 2.93). The ̂ obtained for 

the overall ratings was 2405 which reached significance at the .05 level. 

Comparing the behavioral ratings at the termination of the inter

vention program for each behavioral category it was noticed that the 

post-therapeutic ratings did not significantly differ for problems re

lated to aggression (U = 2830). However, the obtained Rvalues for with

drawal and apathy categories were found to be significant (p _< .05). In 

these two areas the crisis group had significantly lower ratings, indi

cating the effectiveness of crisis-oriented techniques. 

A comparison similar to pre- and post-therapeutic comparisons was 

made for the follow-up ratings which were obtained at the end of the 

ninth month, following the termination of the treatment. Table 5 sum

marizes the results obtained from these follow-up comparisons of crisis 

and contrast groups. 

TABLE 5 

NINE-MONTH FOLLOW-UP COMPARISONS OF CRISIS AND CONTRAST GROUPS 

Behavior Crisis Contrast u Signifi-

Category N X N X Value cance 

Aggression 73 2.85 59 2.86 2001 N.S. 

Withdrawal 73 2.35 59 2.46 1974 N.S. 

Apathy 73 2.47 59 2.61 1991 N.S. 

Total 73 2.58 59 2.68 2059 N.S. 
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Analyzing the results again in terms of total scores and in terms 

of each behavioral category it was noticed that at the end of the ninth 

month the groups were not significantly different. The U values obtained 

for each follow-up comparison failed to reach significance at the stated 

level. The obtained Us for aggression, withdrawal, apathy and total 

ratings were 2001, 1974, 1991, and 2059 respectively. 

These results, therefore, indicated that the long range effects 

of crisis intervention were not significantly different from the long 

range effects of the therapeutic techniques involving a delay in initi

ation of treatment. 

Analyzing Results in Light of the Stated Hypotheses 

One of the hypotheses of the study was that at the end of the 

eight-week therapeutic period the behavioral ratings obtained from both 

the groups would not show significant differences. Testing the hypothe

sis, using the Mann-Whitney Test it was found that the obtained U_ value 

reached significance (U = p _<.05). Therefore, this hypothesis was 

rejected. By rejecting the hypothesis it was found that immediacy of 

attention was a significant variable. The results indicated that the 

crisis group had statistically significantly lower ratings than the 

contrast group. 

The second hypothesis of the study related to the testing of the 

significant difference between the treatment and contrast groups at the 

end of the ninth month follow-up period. The U_ values obtained from 

follow-up comparisons failed to reach significance and, therefore, the 
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second hypothesis of no difference between crisis and control was 

accepted. Although the overall behavioral ratings for the crisis group 

were lower, they were not significantly so. Even by rejecting this 

hypothesis it could be said that the crisis group showed a consistent 

trend indicating greater improvement as a result of therapeutic interven

tion. 



CHAPTER V 

SUMMARY, CONCLUSIONS, LIMITATIONS AND RECOMMENDATIONS 

Summary 

The present study was designed to investigate the effectiveness of 

immediacy of attention (crisis approach) in dealing with three common 

behavioral problems of children, namely, aggression, withdrawal and 

apathy. A specific checklist (see Appendix A) was developed to permit 

parents to rate the severity of problems in these areas. Using two 

groups, the study investigated the effects of immediacy of treatment by 

starting the treatment as soon as possible for one group (two- to eight-

hour delay) after the initial contact and vising a delay of four weeks 

for the contrast group. In both these conditions parents were involved. 

The effectiveness of the crisis approach was checked at the end 

of the eight weeks of therapy for both groups, and also at the end of the 

ninth month. The data thus obtained were analyzed using the Mann-Whitney 

(J Test. Results showed that those given immediate treatment had signifi

cantly greater improvement at the termination of therapy than did the 

contrast group. 

Following up these cases nine months later, however, no significant 

differences were found in behavior as measured by the behavior checklist 

ratings. 

The results obtained from comparing two groups at the termination 

of the therapy indicated that the crisis group subjects improved 
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significantly more than the control group subjects. According to these 

results it seems, then, that immediacy of treatment might be considered 

as an important variable in therapeutic work with children. Such find

ings are congruent with the suggestions of Parad (1965) and Morley (1965) 

who have implied that such immediacy would enhance therapeutic outcomes. 

However, the findings are weakened by the failure of the observed differ

ences to hold up over a nine-month follow-up period. 

Conclusions 

Although the results of the study are in the direction of the 

suggestions and recommendations made by several professionals (Parad, 

1965; Morley, 1965) more studies of this nature are needed if generaliza

tions are to be made. Even though the crisis group involved signifi

cantly as compared to the contrast group, follow-up comparisons indicated 

that the differences between treatment groups diminished in the months 

following treatment. In the light of the follow-up results, then, ques

tions might be raised about the long range value of crisis intervention. 

Since, at the end of the ninth month, there was little difference in the 

behaviors (dealing with aggression, withdrawal, and apathy) of the two 

groups, long range effects of the crisis approach may not be as attrac

tive as short-term effects. One of the possible explanations for such 

a long-term effect might be offered in the light of the behavioral im

provement at the end of eight weeks. From the following graph (Figure 1) 

it is apparent that at the end of the eighth week the crisis group had 

substantially lower ratings, indicating lower severity of the problem, 
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and therefore the amount of improvement which could be measured was more 

restricted for this group than for the contrast group. 

Apart from the long-range effects, the results of the study might 

be particularly significant in terms of economy of time and resolution 

of the behavioral problems. As is evident in Figure 1, the behaviors of 

the crisis group were improved much faster than those of the contrast 

group—perhaps as a result of immediacy of attention to their problems. 

From this point of view, the immediacy might be an important variable not 

only in dealing with behavioral problems of children but for the improve

ment of academic adjustment and social maladjustment as well. 

Limitations 

Like most studies in the behavioral sciences the present study had 

some limitations which deserve discussion. One of the limitations of the 

study was that, in the crisis group, the time between the initial contact 

and the beginning of therapy could not be held constant for all subjects. 

Although an attempt was made to start therapy for all crisis group sub

jects with the same amount of delay the time between the first contact 

and the beginning of therapy ranged from two to eight hours. Because of 

limited time and funds, the crisis group could not be broken down into 

further subgroups on the time variable. Since the crisis group benefited 

from immediacy of attention, it could be hypothesized that even within 

the crisis group the subjects who received treatment within a minimum of 

delay might have benefited more than those crisis subjects for whom delay 

was greater. 
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A second possible limitation of the study was that it focused 

attention only on problems of aggression, withdrawal and apathy. It is 

not known whether such an intervention program could be equally success

ful with subjects having more severe behavior problems, such as psy

chosis or neurosis. The results of the study are only applicable to the 

types of problems studied. 

Similarly, since the study did not use older subjects (over 12 

years of age), it is not known whether such an intervention program would 

be equally effective for adult subjects. With adult subjects, parental 

cooperation would not play as great a role; perhaps cooperation of a 

spouse or other loved one would be of value in such cases. 

Since this study utilized a population of young children and dealt 

specifically with three types of behavioral problems, the results of 

this study may not be generalized to other populations of subjects and to 

other types of behavioral problems. However, the study may have implica

tions for related areas of clinical and social work. Such areas may in

clude the training of volunteers and paraprofessionals and the administra

tive organization of agencies which deal with crisis-type problems. The 

results of this study indicate that immediacy of attention should be 

carefully investigated as a variable in relation to therapeutic treat

ment outcome. 

Recommendations 

It is recommended that future work in children's therapeutic 

centers should carefully attend to the time lag beween initial contact 



and treatment, and should attempt, wherever feasible, to begin 

therapeutic work as soon as possible. Such early therapeutic inter

vention could well alleviate development of deviant behaviors in chil

dren and prevent these behaviors from becoming part of the permanent 

behavioral repertoire. This approach could also be used with children's 

learning problems in school. 

The methods used in this study could well be extended to exami

nation of a wide variety of behavioral problems in adults as well as 

children. 



APPENDIX A 

CHILD BEHAVIOR CHECKLIST AND ITS FACTORIAL STRUCTURE 

I 
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CHILD BEHAVIOR CHECKLIST 

Put a checkmark in the appropriate colum for each item. If the child 
has not shown the behavior, the "Never" column with the (1) should be 
checked; if he has shown it occasionally, check the "Occasionally" 
column (3), and if he has shown it frequently, check the "Frequently" 
column with the number (6). Please consider each item carefully for 
your particular child. Thank you very much for your cooperation. 

Never Occasionally Frequently 
(1) (3) (6) 

1. Gets mad when doesn't get his 
own way. 

2. Disrupts the family, bothers 
others. 

3. Hits or pushes other chil
dren . 

4. Disobeys. 
5. Jealous over attention paid 

other children. 
6. Destroys, breaks things. 
7. Argues and won't accept a 

"no" when told not to do 
something. 

8. Remains angry a long time 
after a little quarrel 

9. Threatens to hurt other 
children when angry. 

10. Gets awkward or embarrassed 
when attention is focused 
on him. 

11. Just stands around with 
other children. 

12. Shy, bashful* 
13. Thinks he can't do anything 

well, lacks self-confidence " 
14. Fearful of being hurt at 

play-
15. Never sticks up for himself 
16. Seems lost in thought; 

doesn't hear what is said 
to him. 

17. Drowsy, sleepy. 
18. Sits and stares blankly 

when he should be working 
19. Little energy, sluggish. 
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Table A-l. Factor Matrix of 19-Item Checklist Used in Rating Subjects' 
Behavior 

T. FACTORS 
Item 
Number* I II III h 

1 .66 .10 .50 .70 

2 .66 .01 .38 .58 

3 .67 .12 .01 .46 

4 .64 -.60 .19 .81 

5 .62 .24 .10 .45 

6 .64 .01 .70 .99 

7 .65 .15 .14 .46 

8 .45 -.60 .11 .57 

9 .65 -.70 .10 .92 

10 .01 .62 .15 .41 

11 .04 .53 .35 .41 

12 -.14 .68 .08 .49 

13 .20 .45 .40 .76 

It -.08 .61 .12 .79 

15 -.10 .64 .18 .45 

16 .20 .14 .58 .76 

17 .12 .14 .56 .35 

18 .29 .50 .47 .56 

19 .03 .29 .57 .41 

*These item numbers were assigned for convenient grouping after factor 
analysis data were obtained. 
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