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Behavioral Assessment Interview

A. 1) What is the problem (that brings you here) for which you seek help?
2) When did the problem begin? What events were associated with it?
3) Describe the problem behaviorally. What was a recent example(s)?
4) How frequently does it occur?

5) When and in what*situations does it occur?
6) Under what circumstances is it least likely?
7) Under what circumstances is it more likely?
8) Generally, what occurs before and after it?
9) What are the self-statements (cognitions), feelings, (affect) and physical sensation
preceding, the problem episode?
10) What has been done to change it thus far?
a) by oneself?
b) by other professionals?
¢) medications?
d) what benefit from 10 a-c above?

B. 1) Identify significant others: parents, family, siblings, peers, school
2) Functional interference by problem: social, vocational, family, educational
3) Identify major reinforcers: persons, places, tangibles
4) Experimental functional assessment
a. Arrange structural situation with differential consequences and settings
i. patient alone (intrinsic — “automatic”)
ii. caretaker present (social precipitator)
iii. caretaker provides attention, i.e., “don’t do that” (attention)
iv. caretaker terminates teaching when problem occurs (escape)
v. caretaker gives tangible reinforcer “to distract” (reinforcer)
b. Record the rate of problem behaviors under each of above
c. Reverse the condition identified as causing the problem behavior

References:

Iwata, B.A. et al. (1982). “Assessment and training of clinical interviewing skills:
analogue analysis and field replication. Journal of Applied Behavior Analvsis, 15, 91-204.

Iwata, B.A. et al. (1994). “Toward a functional analysis of self-injury. Journal of Applied
Behavior Analvsis, 197-209.



From {wata, B.A., et al “Assessment & training of clinical
interviewing skills: Analogue analysis & field replication.” {
Journal of Appl. Behavioral Analysis, 15, pp. 191-204 (1982)

Table 1
Therapist Responses Used During Assessment and Training

L. Gives salutution —Greets client prior to inter-

to describe what happens after the behavior

; s Vie_W-‘ does/does not occur, and who provides conse-
' 2. Gives mame—Scaces fiest and last name.? quences,=-3
3. Gives job sitle—States thac (s)he is a postdoczoral 20, Noves prior trestments—Asks parents o describe
fellow, clinical assistant, etc., in the Division of any prior attemprs to deal wich the problem and
; Behavioral Psychology.! thetr ourcomes. 2
i 4-7. Describes clinical functions of division: (@) lden.  21. Reviews problem—Summarizes discussion of
' tification of cliene strengths and problems. () problem, requests confirmation, and asks if par-
gathering of specific information about bebavior ents would like to expand on any area.23
) problems, (c) identification of prior ireatmenss 22, Desermines goals of treatment—Asks parents
! and their outcomes, (d) training of parents in to specify criteria for successful “problem solu-
; alternative sreatments—Qutlines services pro. ton."3-3 (NOTE: items 13-22 are repeated for
vided by division thac differentiate it from ocher addicional problems previously idencified).
disciplines wichin the institute (e.g., psychologi-  23. [dencifies serengths and reinforcers—Asks parents

cal testing, psychiatry).!

8. Completas/verifies biographical informatiome—

Asks for address, phone number, school, teacher,
medical information, family scructure, 2

to describe things the child does well, likes o do,
etc.2d

. Conducts direct observation—\¥hen appropriate

(e.g.. if the problem lends itself to observarion

9. Describes purpose of behavior checklist—Ex.
plains to parencs thae they will be presented with
: a list of problems typically treated by the divi-
' sion.? 25.
; 0. Presents at leass 10 chechlist ssems—Therapist
selects and describes problems, asks parents if the
item‘ ;'epresents a problem for the child/par-
ents, =
L1, Determines if there are farsher problems—Asks 26,
pacenss if chey can identify any additional prob-
lems not covered by the checklises.2®
12. Regquessts problem ranking—Reviews problems
identified by parents, and asks chem to rank in
terms of prioriry.2-3 N
13. Elicits gengral descripsion of highest priority 28.
problem—Asks parents o provide an example
of Ei;e problem in terms of observable behav.
ior.®
14. Requests additional description—Using parents’ 29,
initial comments as a base, asks parents o be
more specific regarding instances and nonin-
scances of problem.2-3
15. Requests approval of an operational definition— 3.
Summarizes parencs’ description as an observable,
countable behavior, and asks parents 0 comment
on the accuracy of the definition.>? F18
16. Determines onget of problem——Requests thac
parents describe when the problem began, along
with events chac appeared correlated with its on.
ser.:.."
V7. Identifies significans dimensions—Asks pareats 0 -
estimate frequency, duration, etc., of problem >
18. Identifies antecedenss/settings—Asks parents to
describe times, places, events. or persons associ-
ated with che occucrence of che problem,3-*
19. ldentifies currens consequencas—Asks parens

during the evaluacion), therapist asks parents to

engzge in one of several activities with the child,

and collects daca on parent and child behavior.?

Describes active treatmens program—\hen the

formal evaluation has been completed, cherapist

describes goals and requirements of outpacient
program, including appointmencs, parenc train-
ing, data collection, and homework.!

Describes referral service—Presents alternative

options of receiving general recommendations

withour active treatment, or of receiving referral
to another program.!

. Determines parent option—Asks parents to se-

lect one of the service options described.t-3

Initiates data collection procedures—In an active

case, therapisc describes home dara collection

procedures, and prompcs verbal commitment to
collect daea.?3

Compleses therapy conmsracs—In an active case,

therapisc presents concrace specifying cherapist

and client behavior, and asks parencs to sign
concrace.1-3

Schedules next appointment—In an active case,

therapist arranges date and time of next appoint-

menc,'-*

{nforms parents of interdisciplinary conference—

ln cases where 3 number of disciplines are con-

ducting evaluations, therapist explains thac final
determination of case status will be made at an
incerdisciplinacry conference.!

. Provides recommendations or referrul—ln cases
where active treacment will aor take place, ches-
apist provides general recommendacions and/or
makes referral to another program.!

. Clnsing—Escores parears from room, says, "Gooud-
bye,” etc.t

T e —
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e

!Professional courstesy item.
*Behavioral assessment itemn.
Mtems for which a client response is appropriate.

197




Treatment of Depression

Cogmtivee Empluas: Beek, s

Behavioral Limphasis: Lewinsohn: Hersen: Azein: Mclean & Hakstian: Rehm

Reintorcing Activitics Primine:

Assign Daily Planner, curceat and new activitics

Behavioral Goal Setting
overt activity, specific, *do™ vs. “don’t”, record

Functional Behaviors relevant to cause of denression

Behavior marital therapy, vocational (job counseling)

Educational (Study schedute), Social (Soc. Skills training)
Problem-Solving Training

Positive Statements re self, to others (complimeats, appreciations),
about events, possible positive aspects of causal event.

Self-moaitoring Assignment: mood-cognition relacion
mood-behavior relation

-Challenging Nezative Coenitions: Socratic method, Underlying Assumptions
Cognitions vs. statements, catastrophizing vs. reality testing
all-oc-none vs. probability, “should” vs. “preferable”,
altemative explanations to negative Cognitions.

XX

XX

XX

XX
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Behavioeal Family Therapy for Schizopheenia

Paticnt characiensiies: Pyychosis, schizopheenia, living with the Gunily

Sctting: In clinic or at home: individual family or multiple (preferable): patieat is preseat and
_ o y pie (p P
. participaung

Assessinent: 1), pre-treatment individual interviews  2). Structured problem-solving tasks
provided by the therapist  3). obscrvation during treatinent session

EEducation re schizoohrenia: causes, treatability symptomatology. pharmacotherapy, relapse
indicators. Information provided verbally and with wrinen materials

Communicatioa Training: nor-critical listening, positive statemeats, atteading o positive vs.
negative actioas, avoiding criticism, making requests for change,
compromising and negotiation, reacting caimly to disturbing behavioc,
compliments

Problem-Solving Training: Weekly planned family session: 1). Ideatify the goal - do not dwell on
problem 2). “brainstorming™ possible alternative solutions - severat
3). evaluate the advantages and disadvantages of each altemnative -oaly
after the “brainstorming”™ 4). select the best of the alternatives, or
designate which will be attempted first

Soecific Procedure: Medication adherence guidelines, assignment of household respansibilities,
anxiety reduction procedures, token economy or contingency coatracting



Ward/Home Token Economy

I. Selecting Responses
Actions, not attitude: response products preferred
Functional or essential for situation, i.e., chores, homework
Precise definition
Assist with, or substitute, for caretaker’s responsibilities
Initial selection, and final decision, by caretaker with client feedback

[. Identifving/Selecting Reinforcers

Question client and caretaker; peer reinforcers; observed high probability behavior
Only authorized access

Short-term (daily) and long-term (weeks, months), major and minor

Activities and interaction opportunities as well as tangibles

Initial suggestion by patient, then caretaker, then therapist prompts

Include presently existing reinforcers allowed infrequently/inconsistently

Include discontinuation of program as a reinforcer

Caretaker encouraged by Th to include very major reinforcers

I0. Point Value
Tokens for young children/retarded/cognitively impaired
Assign point value to each Resp., each reinforcer
Point value of Resp a function of its importance
Point value of Reinforcer a function of its time/cost/effort by caretaker
Sum of all points earnable equal to sum of cost of all reinforces
Adjust point values periodically

IV. Records
Keep written record of points earned/spent/balance each day
Nightly review with caretaker praise for all responses

V. Altematives to Points:
Level System: Resp. and Reinf. clustered at each Level (3-4)
Good Day: When all or X% of R's performed, Reinforcer = N good days

V1. Overcorrection (Make-up) for omitted behavior within 1 day

VII. Response Cost: Points subtracted for (grossly) inappropriate behavior, i.e., aggression
VIII. Agreement: Signed by caretaker, client, therapist, handshake.
Reference:

Ayllon, T. & Azrin, N.H. (1968). The Token Economyv: A motivational system for
therapy and rehabilitation. New York: Prentice-Hall.




(From Betlak and Mueser, pp- 115 &

Table 7.3 Skiil T«)pic arens

(nterpersanal skills
Conversation skills

Dating and {ricadship
ASIemIveness

Problan-soltving

Self-care and maintennnce skills
Voceatenal cchzbilitation
tHome finding 3nd maintenance
Medication management
Laisure and rccreation
Setf-care and personal hygicae
Use of public transpociation
Food preparation

Moncy management

Usc of commuaity agencics

Sociad Skills Uentning loe Schizophicenia

¢ 116 in Ceaigliead)

Deseriptioa of SST Procedueds

Tive

clinteal pracdures invaleed in ST, wiether

conducied ia group or individual format, geacratly
adhere o the following Lasic steps:

(2]

[

S

The patient’s hehavioral assets, deficis, and
exesnaes in sacial situatioas are sysiematicaily
assassed, through such methods as role-plays,

nzteralistic observation, sad intesvieas,

Snezific social behavioes are targeicd for
medification and 2 rationale for learning these |
behaviors is provided to the paticat. (Sez below
and "Skill Toptc arcas™

The therapist models the skill in a role-play.

Specific instructions are given to the patieat to
fehearse the skill.

Thae patieat practices the skill in a role-plav.

Positive fesdback is given to the patient for
specific components of the skill performed well,

and corrective feedback is given to improve.
performance.

' Repeated rehearsal and feedback wke place.

A homeworik assignment is given to practice the
skill in the natural enviconment, to facilitate
geaenlization of the skill.

Conversation/Sogial skills: eye contact: voice clarity and loudness: facial and voice affect;

expressing greetings and departure; i

mmannc conversation; KCSDOl'ld.lﬂ“ [0 requests: CXP(‘CSS&GO

intecsst; making requests: positive statements, no complaints.

Seiting: Paticnt alone in oftice. lamily not present.
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Freatment of Social Inadequacy

I Identily whether depeession or general anxicty exisis. Il so, treat for the depeession or anxicty
- relaxation training, ’

1L I sitganon-speeific: daung. making (ricnds, unproving a relation, ete.

A,

I uo skill deficit exists, use systematic desensitization, active relaxation or anxiety
management training

I skill delicit exists, or insulficient motivation

Assist patient (o identify socially appropriate actions

Arcange the possible actions in a hierarchy of difficulty

Modet the least difficult action

Role-play this least difficult action with therapist fecdback

Conduct imaginal rehearsal of the action with an imagined favorable reaction
Assign in vivo practice of the action i.e. “exposure™

Repeat # 1-6in ascending hierarchy of difficulty thereby shaping successive
approximations

NOL L
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Teeatment of Eating Disocders: Obesity

I Physienl thetors: Exercise program and nutritional counseling

LI Depression: identify as possible cause and teeat iff prescat

I Stumulus Control and Psychological lactors

LY ) ‘\)-—-

Uu_&

0‘3\3.6‘\

10.
(2.
13.
14.
1s.

L6.
17.

i8.
L9.
20.
21.

Eat meals in same place (stimulus control) .

Cat at same times each day - 3 (0 4 meals (temparal control)

1o not skip meals (temporal controt - hunger cycle)

Do not cat while engaged in other activities (responsc chaining)
Keep foods out of sight betwesn meals (stimulus control)

Eat slowly savoring cach mouthful (satisfy tasic sensations)
Swallow food in mouth before reaching for next morsel (same as above)
Dclay eating for { minute after being served (practice food refusal)
Leave slight amount of food (practice food refusal)

Avoid foods that cequire no preparation (avoids impulsive eating)
No saacKs between meals (disturbs hunger cycle)

Use small plate (stimulus control)

Discard left-overs (same as #10)

Shop from a shopping list (stimulus coatrol)

Shop when not hungry (decreased excessive food availability)

Eat bulky food items (simulates satiation) . .
When eating at a restaurant, decide on the meal typ'c before looking at menu (stimulus
conirol) .

Weigh self frequently (reinforcement, corrective feedback)

Enlist family support (social prompts/reinforcement)

Establish weight loss goal of -2 Ibs. per week (successive approximation)

Eagage in another activity if hungry between meals (competing behavior)



Lt

Trecutment of Bulimia

i Copnttive - Behavioral Ureatment

A. PFollow the same steps as in treating obesity

{n addition:

).
2).
3).
a).

3).

Provide correciion of belicf that non-purgiag results in weight gain

Stress not skipping meals: cat slowly, avoiding “taboo™ foods
Weigh weekly (10 avoid incidental slight day-by-day weight increase).
ldentify problem situations and associated sel f-statements/cognitions
a). rehearse corrective self-statements (cognitive reheacsal)
b.) problem solve for possible competing activities
Secl{-recording of binge and purge episodes (progress chart-reinforcement)

.  Exposurc/Interruption procedure (Extinction of anxiety cationale)

.

SNt B L)~

[n-session eating of taboo foods

Eat until uncomfonable

Record SUDS level from start of eating at intervals of about 2 minutes

Delay purging (vomiting) foc at least 2 hours

Focus thoughts on sensations of fullness

[n vivo, the patieat is instructed to delay vomiting for progressively longer periods
In vivo monitoring of biages, purges,.food.intake_.. _ . ..



Anorexia Treatment
Medical Precautions: tube li.'t.‘(ling, VILHNINS . INIEIVEnons teeding, ce
Mo coaxing to cat (SR+ attention far food rcfusal)
Fixed cating time: 3-4 regular meals (hunger cycie peak)
Mo .\|7L:<;i::l food (SR+ for food over sclectivity) |
Wergh cach day at same time (immediate fcedback)
Largs meals: 4,000 calories: (% of food available eaten)
Large plawe: (apparent small volume of food)
Responsc Goal: 174 [b. gain over previous peak (R+ for SR+)
Partial Response Feedback: number of calories eaten, number of mouthfuls.
Reinforcess: Exercise, jogging, walks, special social interactions, passes, visits, hospital
discharge, recreational activities, no twbe fesding, no intravenous feeding

Post-meal observation: 1+ hours (to prevent pucging)

Cognitive restructuring: ? e body image, food-weight beliefs, interpersonal relations.
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Alcoholism Treatment

L. Community Reinforcement Approach — Incompatible activities (Hunt & Azrin)
Identify “risky” and “safe” situations/persons
Marital Functioning: Behavioral Marital Therapy
Vocational: Job-Club vocational counseling, full-time, permanent, supervised, not seasonal
Peer Associations: Non-alcoholic associations
Stimulus Control: Non-drinking situations
Daily Planner: Schedule associations and situations
Social clubs: non-alcoholic
Religious services (if applicable) regular attendance
Significant Other: Accompany to “risky” situations
Drink-refusal: In-session rehearsal
School/College: Enroll and attend
Enriched environment (for alternative reinforcers): TV, magazine subscription, radio,
recreational activities, visits to relatives and “safe” friends

IL Relapse Prevention (Manlatt)
Identify “risky” and “safe” situations
Identify antecedent cognitions, rehearse alternatives
Teach drink refusal, leaving situations
Problem-solve for alternative activities (see all of the above in Community Reinforcement
treatment)

[lI. Problem-Solving (“Self-directed,” Motivational Interviewing) Miller, Sobells
a. Have patient reconstruct drinking occurrence during past 6 months on a calendar, designating
which persons, places, situations were associated with each drinking episode, as well as
quantity of liquor ingested. Summarize these aspects for the patient. Also, have patients list
reasons for wishing to change.

b. Instruct the patients to devise their own plan for reducing drinking. Avoid any suggestions so
as to maximize patient commitment and avoid unwelcome suggestions.
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Covert Sensitization

ldentify the details of the S- (ncgative stimwulus scquence)

ldentify the details of the SR- (natural acgative conscquences)

Dcmo‘nxxr:uc and rchearse gagging 1\ an aliernative SR-

Eyes closed. distraction - free setting

P umaginc S- at full inteasity

Therapist thea instructs o imagine R- including cognitions and situation features

Therapist gives verbal prompts to heightea the aversiveness of the SR- Continued for
approximately | minute of maintained distress

Alternate between incipient S- and full S- trials
Altemate between positive escape response and R- trials
Obtain 0-100 rating after each trial regarding strength of urge

Ceratinue-uatil ability to create urge.is difficult - long lateacy



Betuvior Marital Cherapy
Rezprogity ‘..'Ullll'-tilllly,:
A, Cosunaaicittion Ic‘:mnu;;

Positive Reaguest Procedure: Flow o make eeguests

Stte peoble: a), oo blume/eriticisim b, brict C). no numcrous cxamples d) anpeessonal weoms
Make regueat: a). foe acton, not e b), “do™ not “don't" <) specific

Why ccinforciug 1o sl speeitic, not “make me happy™

Wiy reinforcing to panner o do it

Offer o help in some way (o carry out the requested action

Stute alternatives

nnovance Prevention: reacting 1o pesccived annoyance by partaer ‘
Stue problem: a), no blame/eriticisin b). bricf €). no numerous examples d). impersonal terms
State partial sell-responsibility or contribution
Stute possible “excuses™ for puntner's action/inaction, plausililc.
Request a corrective action (Sce Positive Request above)

leacting 10 an “unacceptable™ nzguest

. Scif-relaxation by Active Relaxation

Do not say “no™ or intesrupt

Rephrase/repeat request to assure comrect understanding
State what part of request/rcason s acceplable/reasonabic

Suggest an altemative action (Sec Positive request above)

e

——

©oa

Behavioral Exchange (Conlmcting)

I. Request an action from partner - using Positive Request above
2. Partner requests an action in ceturn for above - in same domain
3. Partner ccquests an action in a different (same if desired) domain
¢. Continue altemating requests

5. Agresment written out, scheduled, si gned by H, W, therapist

Problem-solving:
I. Same as Annoyance Prevention #1: (#2), self-relaxation
2. Generate several altematives, evaluate after final list, select best

——

~General Guidelines

Impartialicv: Alternace between H & W .
Counsel H & W together, not separately
H & W, not therapist, defines role standards

[ncrease Reinforcers (mutual); Assign, to
Compliments "
Appreciations
Offers to heip
Pleasant surpises

Emphasize satisfactions, not problems, past and current

Reciprocity Awareness .

. H&w Separately list on a divided shest what
a). [do for hinvher b). He/she does for me

2). Cuch states o0 other a) & b) above
3). Therapist promps appreciation by recipient
4). Therapist expresses paise for action by either
5). Assign additional listings of existing satisfactions

Craticisin ol Piutiier

1Y Therapist inteerupts 2). Requests repheasing
Deogreay Measunes

D). Locke-Walluce 2). Marital Happiness Invenory - weekly
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Scxual Dysfunction T'reatment

Low sexual desive - male, female
a). Negative cognitions: identify. restructure
b). Priming: Books, pictures, videos, kissing, touching
c). Communication: Request. ncgotiation, manual
d). Sexual technique

Prematture Ejaculation: - male

4). male - pausc b). femalc - pause, squeeze before cjaculation

lmpotence (erectile fatluce) - male
a). Anxiety reduction - systematic desensitization. ctc.
b). Assure F orgasm - (maqual; oral, mechanical)
c). Seasate Focus: nude, stroking, mutual, stop beforc orgasm, £ guides

Orgasmic Reconditioning: situational orgasmuic failure: Mastucbation
a). Fantasize adequate stimulus
b). Substitute inadequate stimulus just prior to ejaculation
¢). Initiate inadequate stimulus progressively earlier
d). New stimulus sufficieat from initiation through ejaculation - Final goal

Orgasmic dvsfunction - female - Shaping
a). Identify genital parts, fouching b). mastucbation c). erotic material d).
mechanical masturbation ¢). M views (participates) in masturbation f). F
instructs M to stimulate g). F guides insertion

Vaginismus :
a). Systematic desensitization, Relaxation

b). Dilator cylinders: gradually increased diameter after desensitized on the earlier
diameter



Behavioeal Medicine Treatiments

Pain Manaeement

I

Progressive muscle eclaxation teaining or Bioflcedback

2. Cognitive cestructuring
a).  Distraction b). alternative positive coping statements -
3. “"Well Behavior™ enhancament
a). Activity-cest cycling cach hour. Gradually increase the activity portion
withun cach hour
b). Engagein all possible functional, recreational activities
4. Analgesic scheduling - not PRN
a). Caleulate average duration (N hours) between medication dosing on PRN
b). Take medication every N hours - even if no pain preseat
Delay medication for the N hours - even whea pain is present
¢). Gradually increase the time between dosing
a. Stress Management
l. Identify cognitions/situations associated with stress
2. Identify earliest precursors (cognitioas, affect, stimuli) of stress
3. Progressive muscle relaxation, Active Relaxation, breathing
4. Cognitive restructuring for negative cognitions
5. Problem-solving for alternative coping responses -
6. Time Stress
a). Daily Planner
b). Problem-solving
7. Anger :
a). Annoyance Prevention Procedure
b). Active Relaxation :
8. Competitiveness

a). Cognitive restructuring



Habit Reversal (Tics, Tourette, Trichotillomania, Stuttering, Nail-biting)

Awareness Training

1
2
3.
4. Self-Recording

. P demonstrates R- describing each component

P views tic in mirror
Therapist prompts P at each occurrence re state of awareness

Annovance Awareness: describing SR- of R- for Patient

Relaxation Training: PMR and Active Relaxation

Competing Response identification

1.
2.
3.

Incompatible with R-
Inconspicuous, natural appearance
Compatible with ongoing functioning — no interruption

Contingent R incompatible
Perform the R inc. for 1 minute after each R-, or R- precursor

Precursor identification

1.
2.
3.
4.

Cognitive

Bodily Sensation
Movement
Subjective “feeling”

Imaginal Rehearsal

e

Self-induce R- or R- precursor

Perform the incompatible response at earliest moment of precursor; continue till zero SUDS
Obtain patient’s urge level (0-100) pre- and post

Duration (in seconds) needed to reduce urge to zero level

Assign as home practice trials

General C.B. Th
Treatment assignment, self-recording, significant other (prompt and reinforce)

Public Display
Deliberate exposure to previously avoided/risky situations to experience SR+ for absence of R-

18
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Specific tvpe of R incompatibility: for sample problems

Nail-biting and Trichotillomania: Hands down, grasping, hand functional
Tics/Tourette: [sometric tensing of affected muscles
Stuttering: Regulated breathing: initially reading, dictionary; subsequently discourse
a. before speaking, inhale and then exhale slightly with the initial sound
b. juncturing (pause at natural pause points)
c. rhythm and affect in speech

d. gradually lengthen phrases

Children:

1. Token Economy

2. N minutes of nightly supervised practice (see Imaginal Rehearsal above) proportional to
number of tics

3. R+ in Token Economy
a. Thank parent for prompt

b. Correct R- when prompted
¢. Scheduled nightly practice of “Imaginal Rehearsal” above performed by child

References:
Azrin, N.H. & Nunn, R.G. (1981). Habit Control. New York: Simon & Shuster.

Azrin, N.H. & Nunn, R.G. Habit reversal: A method of eliminating nervous habits and tics.
Behavior. Research and Therapy, 11, 619-628.
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JOB8 CLUB D(STINCTIVE FEATURES

t. JobSeeking caa Full-cimeJob The job ssaker treats job
- fiading as & full-time job. About one-half of each day should be devoted
to obtaining job leads and arranging interviewa, the rest of the day is

then spent oo actual interviews. This schedule ia followed every day uxn-
til a job i3 obtained. -

2. Friands, Reletives, and Acquc.ztnw.:r.cas as Sources of Job .

Lzcds The job seeker makas g grsteczatic effort to contact friends, rel-
atives, and acquaintancesg as a primary saurce of job leads.

3. Stenderd Scripes and Forms The job seeker is given
standard scripts and forms that he folows when contaéting frierds or
employers, writing letters, maldng telephone calls, and keeping records.

4 Fecilitasand Supplies To simplify the task of job seek.

icg, the Job Club program provides all of the supplies and services neces-
sary for a job search, suchas a telephore, a typewriter, photocopies, sta-
tionery, postage, Lewspapery, and a work area_

8. Group Suppore from Other Job Seekars Tte program

provides a‘group setting that ig structured to enable job seekers to-
esgist each other. Perticipants are directed to look for leads for other *

members of the group, and job leads from previous club members are
made available to current members. The program is designed to foster
mutual encouragement and support. Motivation is stimulated. as fellawr
participants, who seemed to be unemployable; find jobs. .

6 Buddy Systam Job Club members are paired off so that
everyone has e “buddy’’ who gives advice and assistance in monitoring

telephone calls, writing letters, $crutinizing want ads, and practicing for
interviews. o

seekers how to obtain interviews for jobs that beve not been publicly
advertised or that may not even yet exist. This procedure results in the
discovery end ceation of job openings. .

8. Use of tha Telephone as the .Pr:ma:rjr Contect for Lecds
Tte telephone, rether than letters or peT=onal visits, is used extensively
es the method of obtaining job lesds and arranging interviews.

-— - ———— —— -

7. Obtaining Unpublicized Jobs Tha Job Club taaches job -

rmem e

R
.
-~
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| l V. Clzssifiug Directory (Yef.’o.w Pcgaz) of Telsphons Book
Tte yeliow pagey sectog of the talephoge bool i3 used daily to obtain
new Usts of potantial employers, '

12, The Cail-borg The job seeker ig taught to arrangs g sac-
oad coatact with an employer following an incerviaw in order to facili-
tate the employer’'s decision. Sizzilarly, g call-back is aTanged with
bighly atractive employers in order to learm quickly about forthcoming
opeaings. .

13. Trensporeasion Tke program teaches the job secelar
how to arrange &ansportaton to otherwiss inaccessiple job locations,
thereby permitting consideration of g greater range of job posgibilities.

,informam’on-zieeessa.v fcr‘l‘eaching an immediate decision.
16. Résumsé The Program helps the job geaker construct a

1
Bow to act during an interview and how to respoad to common interview

19. Incervisw Checklise The job seeler is given g list of ac.
toas to be covered during acy in lew. This list is reviewed imeeadi.
ately after each interview to highlight omissions or problems that mizht
fequire subsaqueat cocrrection, ¥

e

r
-
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2. Job "‘:'/a_—:!:.r':.' Ads For job sesicars w2o have srans ges.
culty {tadin a.job, the. prograc providas for a Job wantod ad to b2
placed ia the cewspaper. Tha wording of the ad exghagizay the job
3eekier’s positive persogal-socal atibutas,

2L Norumploymen: Dirved Worz Skily The progTas
Caaclea the job gaukar Lo identify markotadle worz-relatad glgilg that
oy not have beeg acquired from or relatad to ocher preious paid em-
ploymeczt. ‘

/s
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2. Seustured Job Seeking Schaduls Job seekers usa g

form to plan each dar’'s schedule of ictarviews, calls, aad vigits.

23 LecdsLize Job sekers maintajn g runzing recard of job
leads to organize cortacts 2ad call-backs of potential 2zplovers.

24 Progress Cheres The job seeker keeps 2 formal record of

JOb seeldny activicizg ty pefm_zc quick evaluatHogz of pregress aad to pin-
pelat possidle reasong for job Bnding diffculty.

25. Joé Suservisor Job seelers leamn bo= to gazcact pocea-
“aljod superisorsing Compazy rather chan persoczel scafs Secause the
TupEisor usually plays g cidcal role in bicing decizions and is also
sometimes able to ceste o job gesced to the sidils or atributes of a par-
ticular applicant,

28. Reloce=on If po suitable joba ere evailable locally, the
Program teaches the job seeker how to obtain e job in another location.

2T. Hendiccss The program teaches job seskers how to de-'-

emphasize and discugg &pperent handicapg, such es a physicat disability
Or & prison record, and how tq view the apparent hendicaps in terms of
Lo positiveattributag, . ' I

28. Letzer Wricrg for Job Lecds The program provides

3. Protogreph (Optional) When feasible, tke job seelkers
pe2rsonelize their résyméq by attaching a photograph.

Sl. Employmens Applicetions Thejob ssskers leern how to
aas¥xer typical questions og employmernt applicetion forms in such e
zencar that their positiva attr{but;es ere emphasized.

3% Cescbilicy for Mexy Positions Tte job seekers learn to
consicar mazy types of £ositions, tharsby not restiicting thamsaives to

Gn2 Lioe of job.



Classroom VManagement

Active participation: overt response: speaking, writing vs. listening

Praise-Ignore:
a) Ignore minor R-‘s
b) Praise R+ (DRO, DRI, DRA)
c¢) Praise non-targeted students for R+ absent in the targeted student

Reprimands: soft, given in proximity of student (minimize attention)

Overcorrection: for negative behavior (make-up)

Shaping/Successive Approximation: praise components of R+

Rules: conspicuously post and discuss (specify R+ standards)

Specification of Response: in terms of R+, not R-

Token Economy: for motivation increase/problems
Sample reinforcers: free time, self-study, teacher assistant, early recess
Sample response: correct completion of task

Home-based Token Economy:
1.)Establish SR+ to be provided by parent at home (See "Ward/Home Token Economy"

for details) ,

2) Classroom response categories defined by teacher-simple recording (either vor X
number)

3) Daily Report Form sent home

References:

Bailey, J.W. et al (1970). Home-based reinforcement and the modification of
predelinquents’ classroom behavior. Journal of Applied Behavior Analysis. 3, 223-233.

Hall, P.V. et al. (1968). Effects of teacher attention on study behavior. Journal of Applied
Behavior Analysis, 1, 1-12.

O’Leary, K.D. & Becker, W.C. (1969). A token reinforcement program in a public
school. Journal of Applied Behavior Analysis, 2, 3-13.

Azrin, N.H. & Besalel, V.B. (1999). Positive Practice, Self-Correction and
Overcorrection. Austin, TX: Pro-Ed Publisher.




Compliance Training for ODD, ADDH (Forehand)

Ages: 3-7 years

Parent Training; Therapist does not train child directly

Attend Phase: To teach parent to avoid SR- and to attend to R+ of child

Child is given games to play with for 15-minute period
Parent avoids giving instructions or criticisms or questioning
Parent describes the functional/acceptable actions of child
Therapist prompts parent continuously out of view

Parent “attends” continue until 2 or more per minute average

Command Phase: after successful Attend Phase: To teach prompt compliance
Commands: for action (not trait); "do,” not don't; simple, brief

Praise: for initiating compliance and at completion, physical SR+

If no compliance: wait -5 seconds, state the consequence (see below) for non-compliance
Time-Out: If no compliance after 5 seconds

As

a) do not repeat request

b) restate calmly the consequence: time-out

c) escort child to a pre-designated time-out chair

d) child remains in the time-out chair for 1 minute for each year of age

e) C.0.D: Change Over Delay. Exit from chair delayed for R- during Time-Out for n
seconds

f) no discussion during time-out by parent

g) when time-out duration is completed, repeat initial command

signment: Assign Attend and Command training at home for structured/unstructured situations

Reference:

Forehand, R. & McMahan, R.J. (1981). Helping the Non-compliant Child: A Clinician’s

Guide to Parent Training. New York: Guilford Press.
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Cognitive Problem-Solving Treatment for Conduct Disorder/ADDH (Kendall)

Problem-Solving Steps: Define problem, focus, describe alternatives-several, evaluate positive
and negative consequences for each, choose one, self-praise for correct use of steps.

Prompt Card of Above Steps: Available to child at all times, therapist encourages use

Tasks:
a) games (checkers, tic tac toe, etc) then
b) academic (arithmetic, reading) then
c) real-life social situations

Think-Aloud
a) state step aloud initially, then on subsequent trials
b) whisper
c) lips move, silent
d) silent/covert

Modeling: - Therapist alternates tasks initially with child, then less frequently

Token-Economy in Office:
Response-cost model: Assures motivation and attention of ADDH and conduct disordered child

Reinforcers: Inexpensive trinkets; assortment-assign point value

Tokens: Child given fixed number at start of session-approximately 15

Subtract Token: Any error, skipping steps, non- “focusing,” irrelevant actions
Token Exchange at end of session for 1 (only) of the reinforcers selected by child

Bonus Points:
a) for bringing real-life applications to session
b) for self-evaluation of performance equal to therapist’s

Reinforcement (praise) only for correctness of the steps. No advice, praise, judgment by
therapist for social appropriateness

Reference:

Braswell & Kendall (1987). Treating impulsive children via cognitive behavior therapy,
chapter 5 in Jacobson, N.S. Psvchotherapists in Clinical Practice. New York: Guilford.
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Operant Treatment Procedures for Conduct Disorder/Antisocial Behavior

[. Parent Management Training (Patterson)

I

118

A. Young children and pre-adolescents
Parent alone - child not necessarily present
Bibliotherapy: review of learning principles; workbook; fill-in
Recording: 2 R-’s 2 R+’s at home

Token Economy:
R+: chores, self-care, bedtime, on-time, homework, compliance, grades

SR+: TV privileges, phone, eat out, visits by/to friends, late bedtime, extra
favorite foods, trips, special clothing, games, bicycle, CDs, tangibles, allowance,
magazines
SR-: Point-loss, over-correction (make-up), room time-out; no physical SR-

Child Input: regards Sr+; R+ and R- defined primarily by parent with child input
Responses: overt action-not attitude
Reinforcers: only those under control of parent

B. Older children/youth: adolescents, teenagers
Same as above, but:
Behavioral Contracting with more negotiating by youth re R+, SR+
Youth present in session as active participant

Achievement Place
Same as above, (I.), but with non-parents in small group home: mean age: 12 yrs.

Parent-Youth Counseling: conduct disorder and/or drug abuse: mean age: 16 yrs.
Behavioral Contracting/Token Economv (see above and Token Economy sheet)
Communication Training (see Behavioral Marital treatment)
Urge Control (drug urges): Imaginal rehearsal of:
A. inducing slight drug urge
B. imagined SR-, alternative R+
C. SR+ for R+
Stimulus Control: Listing of
A."safe"
B. risky situations/persons with time spent in each daily

IV. Affect: Anger Control

A. PMR: Muscles, Breath, Relax
B. State:

problem (no blame)
external cause
self-contribution

solution

WO —
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V. Cognitive: Problem-solving (see p. 22 — Cognitive Problem Solving)

A. Define problem

B. List several alternatives

C. Advantages & disadvantages of each
D. Select best to do first

References:

Patterson, G.R. (1976). Families: Applications of Social Learning. Champaign, IL:
Research Press.

Feindler & Ecton (1986). Adolescent Anger Control. Pergamon Press

Besalel, V.A. & Azrin, N.H. Reduction of parent-youth problems by reciprocity
counseling. Behavior Res and Therapy, 19, 297-301

Azrin, et al. (1994). Youth drug abuse treatment. Journal Child and Adolescent. 3, 1-15
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fasomuain Teeatment

Progressive Muscle Relaxation (See separate sheet)

Stunulus Conirol:

Sicep only in bed - not sofa, chair

Maps - None during day

No other activity in bed - no rcading, TV, cating. problem-solviag

Arisc at same time in morning - cvea it tired

Retire at the same time at night

[Cunable 1o tall asleep in 1S minutes. arisc, fcave bed znd bedroom

Retum to bed anly when tired

Il wake(ulness persists for several nights, reticement time is scheduled fater

Sleen Hygiene:

Education rc duration of sleep needed: individual difierences. less with age
Distraction: Eliminate; masking noise considered

Diet: Reduce alcohol, caffeine

Exercise: During day, not immediately prioe to bedtime
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fPost-"Treaumatic Stress Disocder

(. Flooding, laplosion Therapy

[dentify details of several (cauma-associated expericaces

Relaxation atstart and end of cach session

Hiccacchy: [nitially usce lessor distressing scenc

Linaginal cecation of traurna scenc<cyes closed

' Maintain scene for extended duration
Therapist prompts continuously re scene details and disiress affect
Lunlosion: therapist emphasize distress alfect/cognitions

Scasion Ducation: 2+ hours
Sitwations: Actual trauma situation; also current trauma- related situations
Therapy Assignment: when siress is managed during scssion
a). Audiotape of successfuily managed scene- daily listeaing
b). Self-exposure to successfully managed trauma- related situations in vivo
SUDS level: Pre and post cach imaginal and in vivo- cxposure

Anxicty Reduction Therapy (Veroaen & Kitpatrick; Foa) for rape victims
Give rationale: Classical conditioning as cause; anxiety reduction as traatment
Progressive Muscle Relaxation: Ses separate page for details
Active Relaxation: See separate page for details
Coantrolled Breathing: deep, slow, diaphragmatic; exhale slowly
Thought-Stooping: Stop!! aloud, then sileatly
Functional skill rehearsal to trauma-related situation
Cognitive Restructuring: Functional, positive self-statements re anxiety-producing
situations. Initially think aloud in office. _
Gradualness: Noa-rape related, then rape-related, then rape scene
[maginal rehearsal: Induce anxiety sceae; imaginally rehearse relaxation, breathing,
functional behavior, thought-stopping, and cognitive restructuring noted above
In Vivo assignmeats of above behaviors after successful imaginal treacment
Self-recocding of situation, behaviors, pre/post SUDS




) G

Obsessive - Compulsive Disocder (Contamination ritual)

Exposuce - [nterruption: Rationale - 2 factor theory

tn- office creation of contamination situation

Hicrarchyv: [nitial usc of mildly fcared situation

Session duration: 2+ hours

Scssion freguency: daily initally

[ntereuotion: Washing not permitted except before meals: bricf shower.
fFocus: Keep paticat focused cognitively on the eared object(s).

lmaginal: initally before in-office or in-vivo out-of-office cxposure

SUDS: Frequent self-recording by patient of distrass ievel

Exnosure Continued each trial until disteess level (SUDS) decreases cach trial

Therapy Assignment: [n-vivo deliberate exposure/interruption

3t



Pacent Child AbuseUreantment

[ Positive Parenting
Punishment: Tume-oul, (over) correction, positive practice: not physical
Focus on child’s pesitive behaviors: praisc, appeeciation, frequency increased
[n-session cole-plav:
. Therapv Assignments - keep record
ldentifv probicin situations
Rehearse solutions: T.0.. overcorrection, warning
Conununication:
Praisc {or positive aspect of behavior
[nstruction: Action (not trait), *do’ not “don'”, specific

(I. Anger Contcol: Sce Annoyance Prevention procedure, Relaxation

{{[. Stress Management: Ses Stress Management

[V. Marital Counseling: See Marital Counseling



Active Relaxation Leaining

Prouressive Muscle Relaxation: priov (24 weeks)

e

Cuc-Word: ("Relax™, “Calm™) at start of cach relaxation, "Cue-Controlled Relaxation
Regulated Breathing: ac start of cach relaxation, during.
tdentily tense body muscles: use recording form in vivo

When to Use: Atonset of anxicty - cognitive, affective, motor and physiologicl cue.

(munediately prioc o entering anxicty-prone situation.
[n-scssion listing of known anxictv-prone situation.

Procedure: Relax all muscles - excent those used in the functional activity
Do aot interrunt the functional activitv
Use the cue-word (sileatly), initiate and maintain ceguiated breathing
Attend to and celax the grcvxous{v identified tension-prone muscles.

Scan the various muscle groups - all

Attend to and relax the generallv tense muscle groups: Te=th clenched, forzhead, neck,
stomach, hands '

Attend to and relax hands if they are being used: writing, driving, etc.

Duratioa: continue uatil SUDS near zero

Record: On a form: pre and post SUDS, suuauon which muscles tense, approximate -

duration

In-office rehearsal imaginal of sxmulatcd anxiecy sxcuauons
Self-induce anxiety symptoms

Therapist feedback during patieat’s active relaxarion

25



s )

Systematic Desensitization

Progressive Muscle Relaxation prior - for 1-2 weeks ™™ -

Hicrarchy Construction: 10-20 anxicly scencs
SUDS rating (0-100) cach scene
Cauidistant: SUDS between seeacs
Anchor noints: leasi (05 SUDS) or extreine (95-100 SUDS)
Promnting scenc ideatification: actual fears 7 N SUDS ?
Spatial-tcmporal variations, thematic vaciations

Refaxation Scene: [dentify, details, used only between trials with muscle relaxaticn.

Seuings: Lounge, distraction free, eves closed
Procedures: Patient signal by raising finger briefly when image is clear
Patient holds image for 7 seconds, therapist tecminates
If anxietv during scene excessive, patieat signals, trial terminates
Number of trials: At least 2 per scene; repeat if SUDS greaczr than 10
SUDS rating: pee and post trial and verification of clarity
If SUDS remains high: repeat scene
fetum (o previous scene '
coastruct intermediate SUDS scene
Next session: Begin with previous mastered scene

Scene Presentation: Ascending seauence of SUD

Zero SUDS prior to scene presentation - relaxation scene if necessary
Therapist promots: gives details of scene
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Anxiety (Affect) Management Trainiag (AMT)

Provressive Muscle Reluaxation: prior - 2 weeks
Cuc - Word: ("Relax™) at start of cach muscic relaxation

Regulated breathing: at start of cach muscle relaxation
ldentily tense bodv muscles: use recording form

Retuxition Scene Identification: recal, no motor activity, details. at end of PMR

Anxicty Seene [dentification: at Ieast 2: 60 and 90 SUDS: details: cognitive, alfcet, motor, physical
details: no “escape” cognitions

Scuting: Lounge, distraction free, loosen tight clothing. eyes closed

[n Vivo Recording of stress situations: situation. SUDS level

Sclf-Induction imaginal (in office) of 60 SUDS strass scene
Therapist instructs initiation of stress scene.
Patient raises finger when 60 SUDS level and keeps raised during 60 SUDS
Theraoist gives detailed prompts uatil 60 SUDS achieved appropriate voice affect.
Duration of Anxiety: 10-15 secoads, then induce relaxation

Self-Induction of Relaxation Scene after 10-15 seconds of anxiety
Therapist prompts initiation of relaxation and prompts further relaxation until “near- zero”

Fading of prompots on succeeding trials
Reduce detail promots during the anxiety and relaxation scene

Eliminate relaxation scene, focusing on muscles and breathing

Maintain anxiety scene.imaginal while relaxing muscles and breathing
Patient initiates anxiety scene (finger raised) with no therapist prompt
Patieat initiates celaxation efforts when SUDS = 60 with ao therapist prompt

End Stage: Patient induces anxiety and celaxes self (to-near-zeco-S UDS) with no therapist prompts

Altcemate: 60 and 90 SUDS anxiety scene

Recording: Therapist records time (seconds) aceded to reduce aaxiety (finger caised)

ln Vivo: Performance of above and self-cecocding of situation. SUDS. time o reduce anxicty

-
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. Progressive Muscle Relaxation Teaining

Provide conceptual basis: relate to presenting problemv/diagnosis, estimated benefit
Scuing: Distraction-free, lounge chaie/recliner. loosen clothing: tic, belt

Precautions: Seasitive/vulnerable body parts: back. tecth, contact lens, neck

Maodel: Hunds (both). arms (both); performing concurrently with eyes open only initially.

Muscle Grouns: head-to-toe: forehead. eyes. mouth. toague, neck, shoulders, breathing, back,
stomach. hips, legs, feet, toes: Emphasize (repeat) muscles specific to patient’s locus of teasion

Tense/Relax: Tense: 10 seconds; Relax {5-20 seconds: Only the designated muscle groups
Voice: Soft, mellifluous during “relax™; strident during “tense”

Associated [mages: Tenase: “hard”, “stiff, “pressure”, “hard as a rock™, “tight”, etc.
Relax: “limp”, “loose™, “water flowing from jar™, “tenseness evaporating”, etc.

Coatinuous Talk by therapist for above

Fesdback comments, praise for appropriate response for each muscle, alert for
movements/teasing of other muscles

Breathing: During each relaxation: slow smooth. breathing, diaphragmatic breathing

Total Bodv Relaxation: After all individual musclgs.'

SUDS: Pre and Post TX ‘

Tape Recording: Given to patieat for hor;le use

TX Assignment: Twice daily with tape foc approx'imatcly L5 minutes each time

Recording: Form tndicating date, time, ducatioa, pre afngi .pOSt SUDS -



Reference:

Type of Patients

and Settings:

Positive Consequences:

Negative Consequences:

(%]
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Applied Behavior Analysis
General Features

Martin, G. & Pear, J. (1983). Behavior Modification, 2™ edition. New
Jersey: Prentice-Hall.

Children, institutionalized adolescents and adults, classroom, setting in
which training and consequences are required by the caretakers.

Emphasize positive — SR+, not negative.
Contrived: edibles, toys, games, Primac Principle
Natural: praise, stroking, facial-smile, gestural-applause
Multiple: multiple and varied SR+ more effective than fixed or single
Individually Determined: Question & observe child, question caretaker
Reinforcement Frequencyv: Every response for acquisition, then intermittent
for generalization
Relation to Response: Immediately after R, also after initial
components of a chain of response during acquisition — “shaping”
Conditioned Reinforcement: Praise or points with subsequent tangible
reinforcement when immediate tangible reinforcement not feasible

Mild-never physical pain: Examples: time-out, point loss, postponed or
loss of privileges, correction/overcorrection/positive practice

Concurrent positive reinforcement for alternative appropriate behavior

Alternatives to Negative Consequences: Functional analysis (attention,
avoidance) or Functional Communication Training

Shaping/Successive Approximation: Reinforce all approximations to the
desired behavior .

Generalization: (a) Construct the training situation to be similar to the
intended generalized situation. (b) If feasible, also alter new
situation to be similar to the training situation. (c) Train
parents/caretaker in use of the above principles with child in home.
(d) Intermittent reinforcement. (e) Natural reinforcers

Selection of Behavior: Overt not trait, “do” not “don’t,” specific so as to be
positive and clear.

Recording: By caretaker, or self-recording by older children: Progress
measure. Of target behavior and prescribed treatment procedure.
“Recording Reactivity” effect: facilitates improvement




Retardation - Skill Acquisition

The following considerations are most important with greater degrees of retardation.

VL

VIL

Instruction:

a.

Brief, simple verbal instructions with gesture added, then touch, then manual guidance added
if compliance is not initiated within 1-2 seconds of the earlier instructional prompt.

b. Graduated Guidance: Guide trainee’s hand or movement with only sufficient guidance to
produce movement in the correct direction — no pushing or undue pressure. “Hand over hand.”

¢. Shadowing: When movement is correct, trainer keeps own hand close to trainee so as to guide
immediately if needed.

Reinforcers:

a. Praise, edibles, stroking, at start, during and end of R chain. When mastery occurs, reinforce
only at end, then intermittently

b. Praise: Immediately as correct movement is initiated and then continuously during entire
movement.

c. Provide extrinsic reinforcement — edible, stroking, game, etc., at end of response chain.

d. Provide intrinsic reinforcement — if possible at end of the response chain - e.g., going outdoors

to play after dressing self.

Selection of Response:

a.
b.

Select R’s that are functional in their living environment
Basic self-care skills (toileting, dressing, eating) and language.

For higher level, useful to have trainee observe others, and trainer models (demonstrates).

Forward Chaining vs. Backward Chaining to teach long response chain.

Attention: Assure attention before giving instruction by:

a.
b.

Reinforcing eye contact when addressed
Manual graduated guidance to orient head toward trainer

Distinctive Problem Behaviors

a.

b.
c.
d

Self-Stimulation
Self-Injury
Aggression

Pica
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VIII. Self Care Skills
a. Toilet training
b. Enuresis
¢. Dressing
d. Proper eating

IX.  Negative Consequences: non physically aversive
a. Interruption
b. Time-out (exclusionary, non-exclusionary)
c. Extinction, positive practice, overcorrection

Reference:
Whitman, et al (1983). Behavior modification with the severely and profoundly retarded.

New York: Academic Press.
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Therapy Style Considerations with Children

Rapport: Especially important before TX initiation since TX with child usually motivated by
parent, not child.

Communication to Child:

a. Because of undeveloped receptive language: use common words only, speak slowly, distinct,
brief, redundant (alternative phrasings), accompany with appropriate facial affect and voice
tone, model.

b. Interactive: request an active response by child that indicates understanding, role play.

Positive Ambiance: Again, since referral is by others and not self-motivated

a. Extrinsic tangible reinforcérs are often needed

b. High frequency of praise, positive expressions, successive approximation.

c. Create self-awareness by the child of the problem to the child to create intrinsic motivation to
pursue treatment.

Qutcome research:

a. with children is often done in TX groups since school/institutional recruitment is more
convenient. So individual therapy often requires modification of the procedure.

b. Similarly, much of the research is done with adults or older youth so modification is needed
for young children.

Involve parent/guardian in all aspects of TX including presence in session both for full disclosure
as well as to promote generalization by enlisting the parent as the motivator: reinforcer and
reminders.
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Child Fears and Phobias

L Systematic Desensitization
A. 1.PMR
2. Anxiety Hierarchy
3. Scene Presentation

B. Home Practice
1. 30 min per day
2. tape cassette of PMR procedure

C. Effective primarily with in vivo practice

IL Contingency Management
A. Reinforce for engagement with feared situation
1. Feedback for duration of engagement
2. Gradual increase in duration — shaping
3. Gradual increase in feared stimulus - Fading

III. Modeling
A. Live vs. symbolic modeling (film tapes, stories)
B. Mastery vs. coping style of modeling
C. Controlled group outcome clinical trials

IV.  Cognitive-Behavioral Procedures — “Self-Control”
A. “Brave” statements
B. Self-statements
C. Self-relaxation
D. Information re safe aspects of situation
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