10 Summary and conclusions

Summary

In the first part of this chapter we summarize the main findings of our
research and discuss them with regard to the seven hypotheses stated
in Chapter 3. The positive results of our work were as follows: @)
some regimes were better than others; (b) every one of the regimes
showed some improvement on some measures but there were major
differences in the effectiveness of the different treatments. Broadly
speaking, at the final follow-up the best junior results were in the
playgroup regime and, to a lesser extent, in the nurture work pro-
gramme, while the seniors responded best to behaviour modification
and group therapy; (c) there was evidence that some regimes were
more effective in relieving the neurotic symptoms and others in
relieving the antisocial symptoms in any one child; it was found that
for the junior children the nurture work and playgroup regimes, were
the most successful in reducing antisocial symptoms; (d) irrespective
of regime, children with conduct disorders differed from those with
neurotic disorders in outcome and improvement, with neurotic-dis-
ordered children improving more than conduct-disordered children
on certain measures; (e) irrespective of regime, boys differed from
girls, in that girls improved more on some measures.

Other important findings were that effectiveness of treatment on
behavioural measures seemed to increase with time ; some treatments
showed situation-specific improvements in children (for example,
improvements were limited to classroom-related behaviour) whereas
others had more widespread effects; associated antisocial behaviour
in neurotic children seemed to be less deeply ingrained than in anti-
social children, and the same seemed true of neurotic behaviour in
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antisocial children; senior children with neurotic disorders did better
than seniors with antisocial disorders on.cognitive measures; and
neurotic behaviour responded better to treatment in boys than in
girls, the reverse being the case with conduct behaviour.

Turning to the theoretical implications of these findings, we discuss
the nature of the at-risk and maladjusted control groups and the rate
of spontaneous remission, and emphasize that, because it was far
from certain that these control groups did not receive any form of
help, the differences reported in our research were likely to have
underestimated the true effect of the intervention,

We consider four main components of psychotherapy in relation to
our findings. For example, with regard to time it was particularly
interesting to find that outcome and improvement continued to gain
ground in effective therapies even when treatment had finished.
Concerning the therapist and his or her techniques, we have sug-
gested that direct therapy may be more effective than indirect. Also,
the shorter-term treatments (group therapy, playgroups, and be-
haviour modification} were seen to have had the best outcome: our
results sugoested that it is type rather than mmount of treatment that is a
critical factor in intervention.

We discuss various aspects of the design of our programme to see
whether or not they influenced our results, and we also comment on
the ethical issues involved in our research.

Finally, we discuss the practical implications of our findings, and
consider how they may be useful to educationalists, mental health
professionals, and planners. In particular, we analyse the cost effec-
tiveness of the various regimes, and show that those therapies (group
therapy, playgroups, and behaviour modification) that have given the

most promising results have done so in the shortest possible time, at the least
expense.

Introduction

In this chapter we bring together the main conclusions of our research
project and offer some interpretations which will set them in the
context of the wider theoretical issues discussed in the opening chap-
ters. Most important, we need to discuss the practical aspects of our
findings which have implications for educational and mental health
planning. Qur interpretations of the data and their implications will,
we hope, be seen as the first rather than the last words on the subject.
-~ We feel that our findings were important enough to warrant wide-
spread debate and analysis, and have, therefore, provided extended
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technical and statistical appendices at the end of this book so that
other workers can examine the data and draw their own conclusions.

The findings

The object of our research was to explore ways of helping mal-
adjusted children in the setting of ordinary schools. This included the
development and evaluation of treatment models reaching beyond
the traditional child guidance approach. Early in Chapter 3 we listed
seven linked hypotheses on which our research was based. In brief,
these postulated that there would be differences in the amelioration
of maladjustment between four comparable groups of children who
had received different types of treatment or no treatment at all. In
addition, the outcome would be different for two diagnostic groups
and for boys and girls.

The study was carried out with two different age groups — seven-
and eleven-year-olds. Initial screening was undertaken for approx-
imately 4300 children in six senior and six junior schools (Kolvin et al.
1977; Macmillan et al. 1980). Additional information was obtained on
574 children selected for study: this was gathered from parental inter-
views, parent and teacher completions of behaviour checklists, indiv-
idual and group tests of children, and observation of children in
certain programmes. All data were reviewed by a psychiatrist who
produced a global clinical assessment of the type and severity of
disorder.

The children selected were randomly allocated by school class to
various treatment regimes or to at-risk (junior level) and maladjusted
{senior level) control regimes. In order to overcome difficulties arising
from differences between schools we ensured that all regimes were
undertaken in each school. The number of subjects in each group
ranged from sixty to ninety. We studied three types of treatment in
both junior and senior schools: in the juniors these were parent
counselling-teacher consultation, nurture work, and playgroups; in
the seniors they were parent counselling-teacher consultation,
behaviour modification, and group therapy. Detailed accounts of
these treatments can be found in Chapters 5 to 8. The major follow-
ups were undertaken at eighteen and three years after the baseline

“assessments. We looked at patterns of change in two ways, both of

which allowed for variations in initial severity of disturbance. First,
an outcome measure was derived, based on clinical ratings at three
points in time _ baseline, midline follow-up, and final follow-up.
These ratings were made by dlinicians who did not know to which

regime the children belonged (see Appendix 2). Second, improve-
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ment on individual measures was evaluated by comparing baseline
and follow-up data.

WERE THE HYPOTHESES CONFIRMED?

The first hypothesis was that the four regimes (which included the
control regime} differ in effectiveness in reducing maladjustment; in
other words, some regimes are better than others. This hypothesis
was confirmed by our research, and we can say with confidence that
certain of our treatment efforts had tapped some important forces for
change. Furthermore, there were substantial differences in effective-
ness of the different treatments.

Narrowing the focus, hypothesis 2 stated that one or more of the
three treatment regimes would prove more effective in reducing
maladjustment than the no-treatment regime (the controls), that is,
any treatment is better than no treatment at all. Some complex and
interesting results emerged. The overall picture was that relative to
controls, every one of the regimes showed some improvement on some
measures. In the remainder of this chapter improvement should be taken to
mean significant improvement of treated children in comparison with their
respective controls. Similarly, outcome means significantly better outcome for
treated children than for the comparable controls,

At the junior level (seven- to eight-year-olds) the playgroups were
effective over the widest range of measures and most successful on
the aggregate measures, both clinical and statistical. At the senior
level (eleven- to twelve-year-olds) the group therapy and behaviour
modification regimes were both effective over a wide range of
measures, but with different combinations of measures. They were
also both effective on aggregate measures.

Looking at the results in more detail, a very complex picture
emerged. First, various time patterns became apparent: in some treat-
ments, and on certain measures, improvement appeared to be
immediate, but then washed out; on other treatments and measures
improvement occurred slowly but surely, so that the gap between
treated children and their respective controls increased over time;
with yet other treatments and measures there appeared to be a latent
effect, with improvement appearing only after a delay.

To examine the results in terms of hypotheses 1 and 2 still more
closely and specifically it is best to present the major positive results
of each regime separately, bearing in mind throughout whether the
data came from the child, his or her peers, parents, or teachers,
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Parent counselling-teacher consultation programme in junior schools

. On outcome measures there were no significant differences between

the at-risk controls and the treated children. On improvement there

_ were significant differences but these were on classroom-related

behaviour measures only, both at the eighteen-month follow-up and
three-year follow-up (about eighteen months after the end of treat-
ment).

Parent counselling-teacher consultation programme in senior schools

There was positive change compared with the maladjusted controls
on one outcome measure — antisocial behaviour at the three-year
follow-up (that is, again, eighteen months after the end of treatment).
At the same point in time the treated children made two positive
changes on improvement measures.

The nurturing approach (a junior school programme)

In this regime, while treated children seemed to have had better
results than the at-risk controls on all three outcome measures, it was
only on overall severity at the final follow-up that changes were
significant. In relation to improvement, there were several
classroom-related changes at both midline and final follow-ups, and,
in addition, there were improvements on home-based measures of
behaviour (i.e. antisocial behaviour) at both follow-ups.

Group therapy in senior and junior schools
To some extent the junior and senior group therapy programmes can
be considered together as they were based upon the same Rogerian
principles (Axline 1947a; Rogers 1952). However, they differed in
detail in that the junior programmes were playgroups and the senior
programmes discussion groups.

When studying data based on clinical assessment it was evident
that group therapy gave rise to good outcome at both the junior and
senior levels. At the junior level there was encouraging outcome in
relation to neurotic behaviour at the midline and at the final follow-
up; at the senior level there was good outcome in terms of all three
measures (neurotic, antisocial, and global severity).

The various main measures that were employed provided a view of
precisely where improvement occurred. In the case of the junior
playgroups there was improved classroom functioning and general
behaviour (as viewed by teachers at the midline follow-up) and also
Improvement on a wider variety of measures at the final follow-up.
This was true, too, on a large number of measures as viewed by
parents. As far as the seniors were concerned there was again
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improvement on a wide range of measures derived from different
sources. At the midline, there was improvement both in achievement
and adjustment. At the final follow-up there was again widespread
improvement in adjustment, both in the home and the school. The
improvement in achievement did not seem to have been maintained.

Behaviour modification (a senior school programme)
There was significantly better outcome on all three measures at the
final follow-up, and on neurotic behaviour at the midline, In terms of
improvement, at the end of treatment the children had become less
isolated and had also showed improvement on some aspects of
school behaviour (Devereux) and attitude to school (Barker-Lunn),
but these washed out. On the other hand, at the end of treatment and
at the midline follow-up, parents’ reports of the treated children’s
behaviour at home (based on the Rutter parent scale A) revealed an
increase in disturbance — fortunately this did not persist. At the mid-
line follow-up there was improvement in terms of both verbal and
non-verbal intelligence and also a decline in neuroticism.

At the final follow-up there was improvement in behaviour in the
classroom as viewed by the teachers, (particularly of neurotic be-
haviour — Rutter teacher scale B2), and there was a reduction in the
amount of antisocial behaviour as viewed by the parents.

We have examined these results in detail in Chapters 5-8, and the
numerous differences between treatments are reported in Chapter 9.
We will now consider the remaining five hypotheses.

Hypothesis 3 stated that some regimes are more effective in helping
children with neurotic disorders than those with conduct disorders,
and vice versa. Our results showed little evidence that this was the
case. Similarly, hypothesis 4 postulated that some Tegimes are
more effective in helping boys and some in helping girls, but, again,
we found little evidence that this was true.

Whereas hypotheses 3 and 4 related to categories of children,
hypothesis 5 referred to dimensions of behaviour, that is, different
aspects of behaviour occurring in any one child. It stated that some
regimes are more effective in reducing the neurotic component of a
child’s behaviour and others in reducing the antisocial component of
his or her behaviour. Here there was some evidence that playgroup
and nurture work regimes (junior children) were more effective in
relieving antisocial than neurotic behaviour. In the senior programme
there was little or no evidence of any such differences.

The final hypotheses were that, irrespective of regime, children
with conduct disorders differ from those with neurotic disorders in
outcome and improvement and that, again irrespective of regime,
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boys differ from girls. Both these hypotheses were confirmed, par-
ticularly in the junior programmes. On certain measures, neurotic-
disordered children showed more improvement than conduct-dis-
ordered children, and gitls fared better than boys.

Further important findings

Most striking, and quite unexpected, was the evidence that treatment
effectiveness seemed to increase with time (see Tables A3(2) and
A3(3)): the follow-up at three years from baseline showed, overall,
more and greater positive results than did the intermediate eighteen-
month follow-up.

A second point was that some treatments seemed to show situ-
ation-specific improvements (for example in the junior parent
counselling-teacher consultation regime improvement was confined
to classroom-related behaviour) whereas others seemed to result in
more widespread improvement. .

Third, when the diagnostic and sex groups were analysed in more
detail, some further important findings emerged. For example,
children with neurotic disorders tended to lose associated antisocial
behaviour and those with antisocial disorders soon lost any associ-
ated neurotic behaviour. This suggested that associated antisocial
behaviour in neurotic children is less deeply ingrained than in anti-
social children and that the same is true of neurotic behaviour in
antisocial children as compared with neurotic children.

Fourth, senior children with neurotic disorders did better than
those with antisocial disorders on measures of cognitive development.

Fifth, further analysis of sex differences suggested that neurotic
behaviour was more easily modified in boys than in girls, whereas
antisocial behaviour responded better to treatment in girls than in
boys.

Some further findings merit a brief mention. The first concerned
the measures of educational progress. At the junior level there was
evidence of some improvement on some measures in nurture work
and playgroup regimes at the eighteen-month follow-up. At the
senior level, at the midline assessment, there was improvement on
cognitive measures generally in the group therapy and behaviour
modification regimes, though these were not maintained at the final
follow-up.

Finally, there were some interesting findings concerning the effec-
tive qualities of the therapist and these are reported in Chapter 9 and
Appendix 4. Surprisingly, good outcome was associated with thera-
peutic assertiveness, extroversion, and openness.
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In the remainder of this chapter we discuss the theoretical and
practical implications of the findings summarized above.

Some theoretical issues

IS TREATMENT EFFECTIVE?

In Chapter 2 we briefly reviewed the debate that has been taking
place since the early 1950s. The most crucial question to be asked by
Eysenck (1952) for adult and by Levitt (1957) for child psychotherapy
was ‘Is psychotherapy effective?’. Having established that the answer
to this question is “Yes, it is’, we can examine the nature of the control
groups, discuss rates of outcome and patterns of improvement, and
use new techniques to compare the effectiveness of different forms of
treatment.

NATURE OF THE CONTROL GROUPS — CONTAMINATION

In our programme there were obviously opportunities for the controls
(i.e. at-risk and maladjusted) to be exposed to some treatment. A
handful received treatment from other sources anyway, but of far
greater consequence was the possible influence of the ethos of the
school: as receptivity to new and more humane approaches grew the
opportunities for controls to receive help were likely to have also
increased. In other words, contamination was unavoidable. In such
circumstances the results of some of the treatment programmes are
even more impressive than earlier outlined, for they reveal dif-
ferences, not between true, control groups and treated children, but
between the latter and control groups that may, in fact, have received
help. In these circumstances the differences between the parent
counselling-teacher consultation programme and the controls may
have been minimized, and our results may not have constituted a
true index of the effectiveness of this programme. Furthermore, it will
be remembered that our control families were subject to interviews
and specific testing — Lambert (1976) has pointed to evidence that
indicated that a testing session or even one interview may have a
therapeutic effect on the patient, with particular weight being given
to the initial interview. Unfortunately, we have no idea of how much
help may have been obtained, nor of the extent to which the
behaviour of the controls may have been influenced by any such
help. We cannot even hazard a guess as to what would have resulted
were there really no contamination. In the next section we discuss the
issue of spontaneous improvement in more detail, and in relation to
other studies.
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RATES OFOUTCOME AND PATTERNS OFIMPROVEMENT —OUR
RESULTS IN CONTEXT

Related to the issue of control groups is the considerable controversy
about rates of spontaneous remission, i.e. the rates of improvement
in neurotic disorders in the absence of systematic treatment. These
rates are important because they are viewed as ‘baseline figures’ in
untreated neurotic patients. Eysenck (1952), after reviewing the liter-
ature, concluded that two-thirds of such patients showed a spon-
taneous remission. Bergin (1971) re-examined the evidence and cited
a median remission rate of 30 per cent: he, in turn, was criticized by
Rachman (1973), who supported Eysenck’s original figures. Lambert
(1976) and Bergin and Lambert (1978) again reviewed the evidence
and reported a median spontaneous remission rate of 43 per cent,
adding the warning that ‘this is an average figure which obscures
considerable variation’ (Bergin and Lambert 1978:147). Hence, it is
essential to draw comparison groups from the total population under
study.

The controversy about the extent of spontaneous remission and
base rates in adult patients was taken up by Levitt (1957) in relation to
child patients. He used the study by Lehrman ef al. (1949) which
included 110 untreated controls, to provide a base rate. Lehrman’s
study showed a success rate of 32 per cent and a partial success rate of
38 per cent, i.e. a base rate of about 70 per cent. This has been
considered by some (Barrett, Hampe, and Miller 1978) an excellent
study for the provision of such a base rate: however, as it was under-
taken in the 1940s, it is not possible to say what kinds of other help
were available at the time, to judge the impact of the evaluation and
diagnostic interviews, nor are details of the ratings available. Unfor-
tunately, Levitt's base rate was dependent on Lehrman’s and one
other study, which is also questionable by modern standards. In our
senior and junior programmes we had 144 controls, and calculated a
base rate of good plus moderate outcome, after three years, of only 41
per cent, which is closer to the Bergin and Lambert {(1978) base rate
with adults than to those of Eysenck (1952) and Rachman (1973).

Despite the shortcomings of Levitt's review, written in 1957, of
outcome in child guidance cases receiving treatment, his conclusion
that one-third improved, one-third partly improved and one-third
did not improve has become the hallmark against which other
therapies are compared. His rate consisted of 67 per cent improved at
the end of treatment and 78 per cent (40.5 per cent greatly and 37.6
per cent partly) improved at follow-up. However, it needs to be noted
that Levitt included a number of ‘slightly improved’ cases in his
‘improved’ category. Levitt has not been alone in this. A more
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stringent test is, therefore, to see what percentage of cases fall into
the ‘much improved’ category. Our examination of Levitt's later data
(Levitt 1963) indicated a further problem. This was that these early
studies were overloaded with cases with known high rates of spon-
taneous improvement: these patients were classified as having
‘special symptoms’ which, in addition to ‘school phobia’, included
enuresis and tics. In this category, the ‘much improved’ rate was 54
per cent, whereas in neurosis (similar to adult neurosis) it was 15 per
cent, in the mixed disorders 20 per cent, and in acting-out (antisocial
disorders) it was 31 per cent. If allowance is made for these rapidly
improving disorders then the ‘much improved’ rate falls to 25-26 per
cent, i.e. one in four cases.

In evaluating outcome, our position was different and very much
stronger than Levitt’s. We had untreated control regimes drawn from
the same populations as the treated children with random allocation.
Moreover, we provided information on rates of improvement in all
these groups. As Table 10(1) shows, the controls had a ‘much
improved’ rate of 19 and 29 per cent for the seniors and juniors
respectively at the midline follow-up, and 24 and 33 per cent res-
pectively at the final follow-up. Our treatment regimes usually did
better than this.

As already indicated, these findings probably constituted a con-
servative estimate of the effect of our treatment programmes, because
of the unavoidable ‘contamination’ of the controls. Further, our data
appeared to support the suggestion by Bergin and Lambert (1978)
that spontaneous recovery rates may be far lower than has been
assumed, not only because of the possible contamination described

Table 10(1) Percentage of children classed as having a good outcome in the
Newcastle upon Tyne study

age group and midpoint final foliowo-up
treatmenit regime (18-morith follow-up) {3-year follow-up)
juniors %o : Y%
controls (ARC) 29 a3
parent counselling-teacher

consultation (JPC) 20 32
nurture work (NW) 27 52
playgroups (PG) 35 56
SENiors
controls (MC}) 19 24
parent counselling-teacher

consultation (PC) 23 33
behaviour modification (BM) 18 54

group therapy (5G) 37
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above but also because a handful of controls may have been pro-
vided with help elsewhere, and certain diagnostic groups with high
spontaneous remission rates, such as developmental disorders, may
have been included. Thus, some may argue that even our control
groups were not true contrel groups in the experimental sense: while
this may be true, it simply serves to emphasize that the differences
reported in our research are likely to underestimate the true effect of
the intervention. On the other hand, controls based in a different set
of schools in which we had not undertaken intervention would have
been less subject to contamination. Had we used this technique,
though, there would have been no guarantee that some controls
would not have sought treatment elsewhere: furthermore, studying
controls in a different set of schools would have been inappropriate
because there are such considerable differences between schools
(Rutter et al, 1979).

In some respects our findings were not what we expected {cf. Levitt
1957, 1963). It is therefore essential to now examine the results of
more recent studies. The one most comparable to ours in terms of
techniques used was that of Miller et al. (1972) who evaluated the
treatment of phobic children. The salient features of that study are
mentioned in Chapter 2. The treatments examined were psycho-
therapy and systematic desensitization. At a two-year follow-up the
rates of improvement were more impressive for younger than older
children but, overall, at the final follow-up, 73 per cent of the treated
groups were successful as opposed to only 34 per cent of the
untreated groups. When, in our study, we combined good and
moderate outcome, we obtained a rather similar picture (Table 10(2}).
Hence, our findings suggested a base rate for untreated cases, and
outcome rates for treated cases, more consistent with those suggested
by Miller et al. (1972) and Bergin and Lambert (1978) than with those
proposed by Eysenck (1952) and Levitt (1957, 1963). It must be
emphasized that the outcome rates on overall severity were less

Table 10(2)  Percentage of children with good and moderate outcome in the
Newcastle upon Tyne study

funiors seniors
ARC PC NwW PG MC PC BM 5G
44 53 67 78 39 52 73 75

Note: ARC = at-risk controls; JPC = parent counselling-teacher consultation in the
junior schools; NW = nurture work; PG = playgroups; MC = maladjusted controls; PC
= parent counselling-teacher consultation in the senior schools; BM = behaviour
modification; SG = group therapy.
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impressive than the rates on the more discrete dimensions of neurotic
and antisocial behaviour. The difference, though, probably just
reflected the greater specificity of these latter dimensions.

COMPARING EFFECTIVENESS OF DIFFERENT FORMS OF
TREATMENT —NEW RESEARCH TECHNIQUES

Newer research has indicated that the previous suggestion that
psychotherapy has no demonstrable effect was based on inadequate
surveys or techniques, or both. For instance, Glass and Smith (1976)
and Smith and Glass (1977) developed a method of comparing the
results of different therapy regimes by standard scores. In their
survey of 375 controlled studies they calculated outcome measures by
dividing the mean difference on outcome measures between the
control and treatment regimes by the standard deviation. While their
work was statistically complex, their conclusions were simple — they
demonstrated that the ‘average study’ showed a two-thirds standard
deviation superiority of the treated group over the control group.
Thus, the average client receiving therapy ‘was better off than
seventy-five per cent of the untreated controls” (Glass and Smith
1976:10). Though there has been some criticism of their procedures, it
has been pointed out that their method was a considerable advance
over merely counting positive and negative studies. Similarly, in our
study we calculated the superiority in standard deviations of each of
our treatment regimes over the control regime (Table 10(3)). These

Table 10(3) Comparisons of the effectiveness of the different treatment regimes int the
' Newcastle upon Tyne study -

average treated child

treatment standardized outcome better off than
scares at follow-sip the untreated controls
stitn sy
netrokic fotal neurotc total
and severity and severity
conduict conduct
Juriors %, %,
junior parent counselling- teacher
consultation (JPC) 0.21 0.14 58 56
nurture work (NW} 0.57 0.46 72 68
playgroups (PG) 0.70 0.74 76 77
Seniors
patent counselling-teacher
consultation (PC) 0.26 0.20 60 58
behaviour modification (BM) 0.81 0.75 79 77

group therapy (SG) 0:76 82 78

stand
sever
CONse
recalc
neure
relev,
outcc
singl
It s
beha
orati
0.80;
an a
was
base
We |
in te
the ¢
Smit

The

Havi
effec
othe

In
ther:
his ¢
and
adds

psy¢
key

THE

The
beet
cate
selv
trea
psvt
spe
Hov
(Mil



tic
ust

hat
ate
76)
the
eir
s by
the
heir
hey
ard
up.
han
nith
g, it
\nece
our
h of

1ese

1 the

rild

1trols

tal
verity

o~ d R

(=" =)

Summary and conclusions 311

standard outcome scores were based on psychiatric ratings of overall
severity, irrespective of the type of disorder the child showed, with a
consequent loss of degree of sensitivity on these measures. We
recalculated the measures separately for children with conduct and
neurotic disorders and then summated the standard scores; the
relevant differences are given in Table 10(3). These averaged standard
outcomes were usually marginally better than when using only a
single measure of outcome.

Tt is of considerable interest that the standard outcome score of
behaviour modification was 0.81 while the average standard ameli-
oration of behaviour therapies as reported by Glass and Smith was
0.80; in addition, the average of our group therapies was 0.80, while
an average standard amelioration of 0.63 for client-centred studies
was reperted by Glass and Smith. As our group programmes were
based on dlient-centred principles this was an interesting contrast.
We believe that the difference was due to the greater uniformity
in technique, measures, and therapists employed in our study than
the composite and uneven group of studies analysed by Glass and
Smith.

The crucial ingredients of psychotherapy

Having examined our two basic questions ‘Is psychotherapy
effective?” and ‘Are some treatment approaches more effective than
others?’, we can now turn to a more fine-grain analysis.

In Chapter 2 we described the three main components of psycho-
therapy identified by Kiesler (1971). These were (a) the patient and
his or her problems; (b) the therapist, his or her personality, style,
and techniques; and (c) the dimension of time. To Kiesler's triad we
added a fourth ingredient — the psychosocial context in which
psychotherapy occurs (in our case the school). We now discuss these
key ingredients in the light of our research.

THE PATIENT AND HIS OR HER PROBLEMS

The characteristics of the children and their problems have largely
been described already. We discovered that sex and diagnostic
categories, while important predictors of improvement in them-
selves, had little bearing on the children’s differential response to
treatment. This finding was contrary to a strong tide of opinion in
psychotherapy that stated treatment needs to be tailored to the
specific patient and his or her problems {Goldstein and Stein 1976).
However, in one of the best studies of child psychotherapy to date
{(Miller et al. 1972) it was reported that neither sex, intelligence,
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socioeconomic status, nor chronicity, influenced the effectiveness of
treatment. Our findings therefore supported other well-controlled
studies.

THE THERAPISTS AND THEIR TECHNIQUES

In the introduction to this book we presented our rationale for select-
ing the therapy techniques. We aimed to choose a variety of treat-
ments that would reflect fundamental differences in approach. Thus
we compared direct with indirect therapies and psychodynamic with
behavioural approaches. We now examine whether or not these con-
trasts have any relevance to the patterns of outcome and improve-
ment. We will also comment on the two other closely allied topics,
therapeutic skill and the intensity of therapeutic contact, to see
whether our study can throw any light on the importance of these.

Direct versus indirect therapy

First we considered direct versus indirect therapy. Many services
provided for children are indirect, such as education, prevention, and
consultation services, i.e., they are not with children but rather with
adults who, in turn, have direct contact with children (Adams 1975).
Thus, children are what Adams calls ‘parapeople’, who are usually
reached indirectly through ‘paraprofessionals’, such as parents and
teachers.

Our service cannot easily be classified as either direct or indirect in
this way, as it covered a spectrum of therapies. The most highly direct
was group therapy, but even this contained a degree of indirectness
because the group therapists were supervised and directed by
another set of professionals. Behaviour modification was moderately
direct in that it was applied by teachers who were given some initial
training, then continuous support and supervision. Nurturing could
be seen as being fairly direct, involving the least professional of the
therapists, who were supervised and supported by a professional
team. The parent counselling-teacher consultation programme was
the least direct in terms of the above definition, because there was
guidance but no specific training for teachers. It is tempting to sug-
gest that the greater the directness of contact of trained professionals
with disturbed children the better the outcome., Admittedly, this is a
rather crude analysis as there are many factors that need to be dis-
entangled.

Psychodynamic versus behavioural therapy
The second dichotomy we considered is psychodynamic versus
behavioural types of therapy. The best method of comparison was to
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contrast the group therapy (psychodynamic) with the behaviour
modification (behavioural) treatment at the senior level. These were
strikingly similar in that both brought to bear a high degree of skill,
stuck rigorously to the treatment model they were designed to
represent, and took place over the same brief time span. The overall
results were compared by using standard scores (see Table 10(3) and
Chapters 5 and 8), and it can be seen that at the final follow-up they
were almost identical for the two treatments: in the group therapy
regime the average treated child had a better outcome than 78 per
cent of the controls, whereas the comparable figure for behaviour
modification was 77 per cent.

We might have expected that although the overall outcome was the
same for the two treatments, the mechanisms by which they operated
would have been different. Some light was thrown on this by
examining the pattern of improvement scores for differences between
the two treatments. There were, in fact, quite a number of differences
in their scores, both at the end of treatment (the point at which we
were first able to get an early look at the process) and at the
eighteen-month and three-year follow-ups. At the end of treatment
the two measures that favoured behaviour modification were socio-
metric isolation and a classroom measure, creative initiative, where
behaviour modification had a marked but early gain, the advantage
with isolation being sustained at the eighteen-month foljow-up. With
regard to maladjustment as seen by parents (Rutter A scale and anti-
social behaviour) the group therapy children showed significantly
greater improvement than the children in the behaviour modification
regime at the end of treatment and at the eighteen-month follow-up.
By the final follow-up all the significant differences in results be-
fiveen these two treatments had disappeared. In general, behaviour
modification seemed to result in a number of early changes in children
that then washed out, but there were positive changes at the midline
follow-up and a larger number of changes on important measures at
the final follow-up.

These differences were the total reverse of what was expected.
Group therapies have commonly been thought to be particularly
appropriate for isolated children — so much so that, as we saw in
Chapter 8, isolation has been a common outcome measure in such
studies. In a similar way, behaviour modification has been seen as the
most suitable treatment for antisocial behaviour, and as showing

effects specific to the period of treatment. The only finding that was
in line with expectations was that therapy directly focused on changes
in demonstrable behaviour gave rise to immediate change.
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Therapeutic qualities and technigues

The third dichotomy we are able to comment on is between thera-
peutic qualities and techniques. There is a division of opinion in the
literature, one school of thought claiming psychotherapy can usefully
be viewed as a set of technologies that can be applied to psychological
problems, the alternative stating that it is the meeting and com-
munication between people that is important, with therapeutic tech-
nique playing a relatively small part in determining the outcome.
When we looked for the evidence to resolve this controversy, we
found that, so far, it has not been possible to show one approach to be
clearly superior to another under reasonably controlled conditions, in
research either with adult patients (Luborsky, Singer, and Luborsky
1975; Sloane ¢t al. 1975) or with child patients (Miller et al. 1972).

This is not to deny, however, that certain qualities of the thera-
pist may be of major importance. Like patients, therapists differ on a
wide variety of factors, such as age, sex, cultural background,
professional experience, sophistication, empathy, etc. Many of these
factors may have a significant bearing on the therapist’s theoretical
orientation, techniques, and influence (Strupp 1978). The most
radical view, advanced by Franks (1973), claimed that psycho-
therapeutic change is a result of therapist factors common to all
therapeutic techniques and based on the relationship between the
patient and the healer. On the other hand, Rogers (1952) and Truax
and Carkhuff (1967) described a more discrete set of factors {accurate
empathy, genuineness, and unconditional positive regard) as
necessary and sufficient conditions for beneficial therapeutic change.
Both of these authorities demote the effectiveness on the therapeutic
techniques and promote the relationship factor to a position of
importance.

One important practical implication of these findings is that non-
professionals may be just as effective as highly trained professionals
(Cowen ef al. 1975b). Our non-professionals {nurture workers) had
only moderate success when compared with professionals working as
group therapists, but had greater success than the same set of pro-
fessionals working as social workers in schools. This set of findings
led us to conclude that the critical factor in treatment is the technique
used.

Our findings concerning therapeutic qualities were really quite
dramatically different from those of Truax and other workers, who
found empathy and non-possessive warmth to be the therapist
characteristics that correlated with outcome. Indeed, we found that
extroversion, therapeutic assertiveness, and openness in the therapist
seemed to correlate with good results. One possibility for this is that
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extroversion and assertiveness are characteristics particularly appro-
priate to the ordinary school situation, where effectiveness may
depend on negotiating with large numbers of people and making an
impact in a large institution as well as with the individual children.
This may be an easier task for a more outgoing and assertive per-
sonality than for a quieter person. In relation to this conclusion, it is
interesting to note that Strupp (1978) considered the therapist should
take a much more active stance, take greater responsibility for be-
coming a moving force in the therapeutic encounter, actively plan the
intervention, and actively resist the temptation to broaden the thera-
peutic objectives once limited goals have been achieved.

Duration and intensity of therapy

There are practical aspects of the therapist’s technique, such as
duration and intensity of the therapeutic contact, where our results
can perhaps give some guidance. .

In terms of patients’ expectations and motivations, educational or
health service resources, and many other practical considerations, itis
essential to identify psychotherapies that give rise to a successful
outcome in the shortest possible time with the least expense (Strupp
1978). We have been able to demonstrate that the shorter-term treat-
ments (group therapy and behaviour medification) had the best out-
come. While in no sense could parent counselling-teacher consultation
and nurture work programmes be considered long-term, they were
substantially longer in duration than group therapy and behaviour
modification. Thus, although we did not specifically study length of
treatment it was noted that our two shorter-term treatments had the
best outcome and, like Luborsky and Spence (1978), we concluded
that certain time-limited psychotherapies are effective.

Arnother important point is whether or not frequent contact with
the therapist is more effective than less frequent contact over the
same period. We indicated in Chapter 2 that some recent work sug-
gested that the more intensive or the more frequent contact in
psychoanalytic-type therapy the more impressive the results.

In nurture work, contact was daily over many months; in teacher
consultation and behaviour modification we could only speculate that
contact was reasonably frequent; in group therapy, contact was
probably the least frequent. Our results therefore suggested that is is
type rather than intensity of treatment that is u critical factor in intervention.

THE DIMENSION OF TIME IN TREATMENT PROGRAMMES

We found that, overall, however brief, treatment effects seemed
somehow to remain active for eighteen months or more. This was
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extraordinary considering the many experiences the children must
have had in their normal lives during this time, which one would
think were as, or more, important than the therapy. Why, then, did
outcome and improvement continue to gain ground in effective
therapies, even when treatment had finished?

First, we should note that this finding has a bearing on the question
of whether psychotherapy merely brings forward improvement
rather than produces change that would not have occurred without
therapy. If the former was true we would have expected the controls
to catch up but, as they did not, it is clear that by intervening we
produced change that would not have occurred otherwise.

The next point to make is that this was not a unique finding. We
mentioned in Chapter 8 that in those two studies of group therapy
which had long-term follow-ups there appeared to be a similar trend
towards further improvement after active therapy had finished.
Levitt (1971), in the light of uncontrolled studies, concluded that
further improvement at follow-up was merely an expression of
‘spontaneous improvement’. However, Wright, Moelis, and Pollack
(1976) analysed six reasonably well-controlled studies of child psycho-
therapy, with particular reference to continued improvement after
active therapy had finished. At the end of treatment only one of the six
studies showed significant gains compared with the control group.
At follow-up four of the studies showed significant improvement and
only one showed a deterioration compared with the control group.

To summarize, there seems quite good evidence, which our study
heavily reinforced, that improvement continues and may, indeed,
become demonstrable for the first ime long after active therapy has
finished. The mechanism behind this process is not known but
several explanations could be examined in further studies. The first
possibility is that the early changes that must occur are of too subtle a
nature to be detected by our current, rather crude, techniques of
measurement and analysis. In particular, our criterion of ‘statistical
significance’ must be examined because between-group vdriation
may be quite irrelevant to subtle within-subject changes.

Wright, Moelis, and Pollack (1976} suggested that their findings

'supported the view that psychotherapy affects underlying central or

structural aspects of personality functioning rather than overt
behaviour. This is certainly another possibility, but subtle shifts in
behaviour and social functioning during therapy could, equally, be
undetected and could lead to adjustments in the individual’s inter-
actions with others: these alterations, through subsequent positive
feedback mechanisms, could eventually result in demonstrable
changes.
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THE PSYCHOSOCIAL CONTEXT OF THERAPY )

This is the final component of psychotherapy that we have
delineated. Taking treatment techniques into the school, rather than
taking the child out of school to a clinic setting, has enormous
advantages in that it allows study of the effect of therapy in its social
context. It also has the advantage of avoiding labeliing the child as a
psychiatric patient. It was clear from the results reported earlier in
this chapter that the characteristics of the schools had a major impact
on the children’s progress. At a more detailed level, it was difficult to
disentangle the effects on progress of the type of therapy, the thera-
peutic qualities, and the school social context; some further results on
school differences are reported elsewhere (Mullin 1979).

SPECIFICITY OF TREATMENT

One of the crucial questions in psychotherapy research is whether or
not different kinds of treatment are effective with children with
particular types of disorders. We found no consistent evidence of
such specificity, neither in the junior nor senior school programmes.
Such attractive concepts of specificity, which are important in adult
disorders, do not seem to have held up over the range of treatments
we used in relation to the types of children we studied. It seems
logical that there may be good reasons for the use of different treat-
ments in the school setting, but until these can be demonstrated we
have to accept that the case for specific treatment for neurotic and
conduct disorders has not been proved. We have mentioned this
important matter in relation to the children’s problems in Chapter 2.

Some comments on our research design

We believe that our findings pointed strongly to the effectiveness of
our interventions, particularly in the cases of the group therapy and
behaviour modification regimes. However, we need to report some of
the ways in which we ensured that artefacts had not crept into and
influenced our research.

The first issue concerns the possibility of biased reporting at follow-
up. This problem really needs to be examined at two levels of data
collection: the initial point at which questionnaires or interview,
schedules were completed and the subsequent points where assess-
ments and analyses were made on this data base.

Although we were not dealing with a *double-blind’ situation, it
seemed unlikely that there were biases in data collection. First, parent
counselling-teacher consultation, the regime that had the greatest
contact with parents and teachers and hence may have been expected
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to be the one most influenced by report bias, proved to be the least
effective treatment.

Second, apart from in the parent counselling-teacher consultation
regime, the reported improvements were spread across several of the
different reporters simultaneously, some of whom would have had
minimal knowledge of the treatment. For example, while parents
were fully informed of the group therapy they were minimally
involved in it, yet there were significant improvements on the parent
measures. A third point was that the interviewers and testers were
also quite ignorant of the main hypotheses of the research and of the
groups from which the children came. For these reasons bias at the
point of data collection seemed very unlikely.

The subsequent assessments were, as we explained in Chapters 3
and 9, carried out in two ways: clinical ratings were made on the basis
of examination of all the data and, independenily, change was
measured on mathematically derived main measures and aggregate
measures. The clinical ratings were made by psychiatrists who were
completely unaware of the regime from which the cases came. These
clinically derived ratings were, in addition, largely supportive of the
mathematical ratings, which were handled entirely by machine from
data collection onwards and hence could not have been subject to bias
at this stage.

A second design consideration that merits discussion is that the
research took place over two years, with the group therapy, be-
haviour modification, and nurture work regimes taking place in the
second year, and showing better results than the first year parent
counselling-teacher consultation regime. There are various ways in
which the better results of these three therapies might have been due
to the fact that they all occurred in the second year. Two possible
explanations are fluctuations in the levels of disturbance in the
schools and the sensitization of the teachers, as a result of the first-
year experience, leading to biased reporting. Fluctuations could have
been due either to treatment in the previous year or to other
extraneous factors.

Looking more closely at our data it appeared that comparison of
initial levels of disturbance for the two years might throw light on
whether either of these artefacts was operating. If the initial levels
were markedly different then perhaps either fluctuation of levels of
disturbance between the years was important or exposure to the first
year had seriously biased teacher reports (or both). In fact, on
examination, the initial levels were much the same for both years: it
seemed unlikely, therefore, that either of these processes was operat-
ing. In addition, it seemed unlikely that reporter bias could have

affe
ove
{Ru

pro
me
thal
Tt s¢
this
gre:
yea
the
hav
sec
spe
be ¢

img
see
ver
bot
sch

gra:

suc
wel
fore
in il
sUC
aga
per

bet
img
facl
ren
res
mei
cha
imj
age




least

ation
f the
> had
rents
mally
arent
were
»f the
1t the

ters 3
‘basis
' Was
egate
were
These
of the
 from
o bias

at the
y, be-
in the
parent
ays in
1 due
rssible
in the
> first-
1 have

other

son of
rht on
levels
vels of
he first
ict, on
ears: it
yperat-
d have

JEE-

Summary and conclusio_ns 319

affected parents’ or children’s reports. The consistency of behaviour
over time within schools was in line with other research resulls
(Rutter ef al. 1979).

An allied argument might be that as a result of the first-year
programme the schools became generally more ‘therapeutic’ environ-
ments, so that the second-year children had added non-specific help
that was unrelated to the particular regimes in which they took part.
It seemed to us that there were two reasons why it was unlikely that
this process contributed to the results. First, there was continuing
greater positive change in outcome and improvement in the second-
year children over the three-year follow-up period than there was in
the first-year children. Over this time the school environment would
have been acting on all the treatment and control regimes, first- and
second-year, to the same extent, s0 that one might expect, if non-
specific therapeutic factors were at work, that positive change would
be equal in both year cohorts.

A second point is that the first-year treatment was the least
impressive when applied directly to the families. Again, therefore, it
seemed unlikely that its indirect effect on subsequent years was of
very major importance. One additional point should be mentioned:
both first- and second-year cohorts were relatively new to their
schools at the start of treatments, so that they could not have been
much exposed to ‘treatment’ indirectly before the specific pro-
grammes started. '

A further point also merits comment at this stage. The most
successful regime at the junior level was the only one where children
were withdrawn from the class (i.e. playgroups). We cannot there-
fore rule out the possibility that withdrawal from class was important
in itself. Maybe the psychological effect of the special treatment under
such conspicuous circumstances is therapeutic in itself. This goes
against sociological ideas about ‘labelling’ being important in the
perpetuation of behavioural deviance.

Finally, we must discuss why there were apparent discrepancies
between outcome measures (based on clinical judgement) and
improvement measures (based on mathematical analyses). In actual
fact, the overall trends for these very different types of analyses were
remarkably similar. Perhaps the biggest discrepancy was between the
results at final follow-up in the junior regimes. Here the outcome
measures showed rather modest (in fact statistically non-significant)
changes on the antisocial behaviour measure whereas on the
improvement measures there were quite impressive changes on the

aggregate antisocial score.
It is important to realize that there were quite fundamental dif-




320 Help Starts Here

ferences in approach between the two types of measure. First, the
clinical outcome measures were most heavily influenced by data
collected at home. This was because we considered parents to be the
most sensitive source of information about children. A second, and
equally important, difference is that the clinician can judge and give
clinical meaning to the symptoms shown and his or her judgment is
not simply summation of results. It seemed likely that it was this
second difference that gave rise mainly to the above-mentioned dis-
crepancies in the findings in the junior programme, Finally, of
course, outcome is not simply a measure of change but takes into
account both change and final state {see Appendix 2).

Ethical issues in research and practice

The research worker always has to ask him- or herself ‘Is what I am
doing ethical?” We were confronted with two ethical questions: first,
was it ethical not to treat those children who were maladjusted and
who were allocated to the control groups? When we started our
research, our evaluation programme would have been morally, soci-
ally, and psychologically indefensible had two conditions been met:
(a) if we had known that treatment worked (we did not); and, (b) if
there had been enough treatment for all {there was not). As neither
condition existed, our strategy allowed a moral and permissible
allocation of varieties of psychotherapeutic help in order to enable us
to learn the true value of the intervention we provided. However, we
were careful never to stand in the way of any referral that a family or
school felt appropriate.

The second ethical question that arose was whether we were
justified in offering to help people who had not specifically asked for
it. This was an extremely delicate question — no less so in those of our
interventions that proved to be most effective. It was absolutely
essential in the application of these techniques that clients maintained
the right of refusal and that they were not subjected to coercion that
might serve a social system or be administratively convenient. A
particularly difficult ethical issue arises when interventions have a
partly educational component, because education is compulsory up
to the age of sixteen years. The crucial distinction seemed to us to be
that therapeutic interventions involved an element of the child’s
private life. For this reason, we felt that children and their families
should be fuily informed of ali investigations and treatment carried
out and that they should have the right to refuse to participate. We
pursued this policy and the number of refusals was negligible.
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Practical issues: practical guidance for educationalists, mental
health professionals, and planners

The whole thrust of our research project was a practical one. We are
sure that our findings have implications in the academic debate, but
consider that our most important audience comprises practical
planners and workers in the field. What lessons does our research
have for them? Again, we can discuss the issues under a variety of

headings.

THE FEASIBILITY OF INTRODUCING SPECIAL HELP

We suspect that most efforts to introduce new services get no further
than this preliminary question of feasibility. For us it was just a start-
ing point though, nevertheless, it raised important issues.

All the treatments that we introduced into the schools were carried
through to their conclusion. We must point out, however, the hard
work that was undertaken by the project team and the sympathy and
understanding that was forthcoming from the education authorities
and schools, all of which contributed greatly to the project’s success.
First of all, it was necessary for us to convince hard-headed adminis-
trators of the local authority that the project was worthwhile. The
positive results of our study should help further projects a great deal
in this respect; nevertheless, funding for mental health projects in
schools still has to compete with other major priorities in local
authority or health service budgets. One view is that mental health
projects would be more favourably received if the results of research
were more widely disseminated. It would then be for local education
authorities, working with health authorities either ad hoc or through
established consultative machinery, to decide which measures, if
any, to introduce in their respective areas. Such new services do not
need official sanction.

The next set of problems we faced was in convincing an equally
hard-headed and often sceptical group of Headteachers and staffs
that, among the new and ‘trendy’ ideas in education, our proposals
were worth taking seriously. The crucial ingredient in our being able
to do this was that we were able to offer special help to some of the
children about whom they were most worried, and with whom they
felt they needed assistance. We found universally that both the
Headteachers and their staff were acutely aware of the emotional and
social problems of their pupils and that the schools had potential far
beyond that of learning in the narrow sense. In some cases the
teachers had moved quite consciously into a strongly pastoral role
and we came to realize that our more specialized efforts were extend-
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ing and enlarging on work that was already being done, rather than
adding a whole new facet to the curriculum.

TREATMENTS THAT APPEARED INEFFECTIVE

When a treatment does not work, the investigator naturally looks for
explanations for its failure. We have already discussed one possible
explanation for the rather limited success of the parent counselling-
teacher consultation regime, which was that it coincided with the
introduction of something new into the school.

There are potentially a multitude of other explanations for the
apparent failure: perhaps more personnel were needed, with smaller
case loads; perhaps we looked at the wrong factors in our evaluation;
perhaps the evaluation was too crude. We could presumably explain
away failure in any one of these ways. However, there are three
explanations in particular that merit further scrutiny and that should
be taken into account by anyone who attempts to replicate or extend
our research.

The first of these centres on the fact that, as we have seen in
Chapter 7, in the parent counselling-teacher consultation groups the
families had severe and widespread problems. It may be that these
were 50 deeply ingrained in the fabric of the family behaviour pat-
terns that they were not modifiable. In other words, the social
workers’ efforts could possibly have been dissipated in a welter of
family difficulties, so that the impact of their work on the children
was hopelessly attenuated. If this was the mechanism in operation, it
can be taken as a clear indication for jettisoning the indirect
approaches of the project and concentrating resources on the more
direct professional interventions of behaviour modification and group
therapy. :

The second possibility, and one with quite different implications,
hinges on the fact that the social workers were ‘uninvited guests’ of
their clients. This had a far-reaching impact on the type of work they
undertook in that they had to keep a rather low profile and act mainly
as a support and helper to the family, being only secondarily an active
agent of change in family functioning. It may be that this type of
intervention is less appropriate for the school and more appropriate
for the clinic.

A third possibility is that work with parents and teachers was a
potent but insufficient intervention. In normal practice such work
would often be accompanied by time spent with the child and it may
be that work on all three fronts together, and perhaps over a more
limited time span, could have more success than the sum of any
partial interventions.
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Whether or not any of these explanations and suggestions are
valid, we feel it would be premature to condemn indirect work on the

basis of our findings alone.

COST EFFECTIVENESS (Tables 10(4) and 10(5))

The costs of the different treatment programmes can be only roughly
estimated. They can be divided into overt costs and hidden costs.

The group therapy programme would seem to be the least expen-
sive as it consisted of thirty-four groups of ten sessions each, under-
taken by a total of six social workers over a period of three months
(one school term). However, the hidden costs in training and super-
vising the social workers were extensive and had to cover some
months spent gaining prior experience of working part-time in
schools; a period of sensitivity training (see Chapter 8) (provided by
two trained therapists); training and experience in group therapy
(provided by a consultant psychiatrist and psychotherapist, and
covering about three months); and continuous supervisory dis-
cussions with other trainee group therapists and the consultant. As
all six social workers were already fully trained when they joined the
project we conclude that in costing terms, we were using three full-
time trained workers who needed a year's further training before they
could be employed as group therapists.

The behaviour modification programme’s hidden costs consisted of
providing a generalized practical and theoretical training to improve
the psychologists” skills in relation to behaviour modification. We
estimated that this would normally require training for about six to

Table 10(4) Comparative staff costs of treating 60—70 children by various methods,
in the initial and subsequent programmes

number of workers and time required

treqtment programme(s) freldworkers back-up
(full-time equiv.)
GT* initial 3 for 15 months at least 1 for 15 manths
subsequent 3 for 3 months 1 for three months
BM initial 1% for 12-15 months possibly 1 for 6 months
subsequent 1 for 6 months nil
(includes further
courses for teachers)
JPC/PC initial 3 for 15 months 12 for 15 months
subsequent 3 for 12 months nil
NW inittal 3% for 18 months at least 1 for 18 months
subsequent 31 for 18 months at least %2 for 18 months

Note: * for details of abbreviations see p. 309,
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Table 10(5) Months of professional time to treat 6070 cases

treafmernt
programme BM GT JPC/PC NW
initial 25 60 72 45*
subsequent 6 10 36 36

Note: the figures for nurture work have been adjusted to reflect the
cost of professional time; * minimum.

nine months on a part-time basis. We followed this with the training
of thirty-nine teachers over a period of three weeks prior to the start
of the programme itself and supervised them over a twenty-week
period. We estimated the cost of this programme to be at least half the
cost of the group therapy approach.

Parent counselling-teacher consultation ulilized the equivalent of
six part-time social workers over an academic year (three school
terms). The hidden costs were incurred by their additional training by
the back-up university team and by supervisory sessions. It was
therefore at least 100 per cent more expensive than the behaviour
modification programime, but similar to that of group therapy. How-
ever, subsequently, group therapy would be substantially less
expensive.

Finally, the nurture work programme was based on the use of
seven part-time teacher-aides (three full-time equivalents) over five
school terms. However, there were hidden costs of back-up support
consisting of, at least, a social worker and a psychologist. While
neither of these needed to be full-time, we estimated that they would
have to be employed for at least eighteen months. Teacher-aides
earned about half the salary of a trained professional and therefore
the cost of the programme was about half that of the parent counsel-
ling-teacher consultation approach.

A crude comparison of staff costs for treating between sixty and
seventy children is shown in Table 10(4), while Table 10(5) shows the
costs in terms of months of professional time and allowances needed
to be made for the cost of such time. Thus, initially group therapy and
parent counselling-teacher consultation were 100 per cent, and
nurture work 200 per cent more expensive than behaviour modifi-
cation. Subsequently, the amount of professional time needed for
group therapy and behaviour modification was dramatically reduced,
but that for parent counselling-teacher consultation was reduced by
only 50 per cent, and that for nurfure work not at all. We have already
shown that, of the four treatments used, behaviour modification and
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group therapy were of the shortest duration: it is therefore evident
that those therapies that gave rise to the most promising results did so in the
shortest possible time with the least expense. As group therapy and
behaviour modification were not only relatively inexpensive to mount,
but also gave rise to a successful outcome, they would appear to be
treatments that should be looked on favourably by administrators.
Both, of course, require a high degree of expertise and training.

PARENTAL INVOLVEMENT

One very topical theme is the relative importance of home and school
factors in the perpetuation of psychological problems and poor
academic progress. A number of influential reports have contributed
to the notion that schools do not have an important influence. For
instance, Coleman (1966) in the USA suggested that educational
achievement was largely independent of the type of schooling the
child received and Jensen (1969) concluded that compensatory
education had failed in relation to attainment and ability. The pre-
eminence of family factors and social class factors over ability in the case
of educational achievement (Douglas 1964; Plowden Report 1967) led
us to speculate about how far positive school influences can counter-
act the adverse effects of negative home influences. Wall (1973)
argued for the primacy of the home over the school in determining
academic success and adjustment, but concluded that schooling may
serve to accentuate difficulties. Schools are presented either with the
problem of trying to get children to adjust to their standards, thus
possibly creating out-of-school difficulties for them, or with the
problem of trying to get the teacher to tolerate different behavioural
norms. More recent work has begun to indicate that when home
factors are controlled some schools have a higher incidence of anti-
social behaviour (Power et al. 1967; Power, Benn, and Morris 1972} and
of poor educational progress (Rutter ef al. 1979) than others. Many
reviewers have been impressed by research evidence of effects of
teachers’ attitudes and expectations on children’s behaviour. Perhaps
attention should be focused on determining what part the home can
contribute towards (Douglas 1964) and the school co-operate in
(Plowden Report 1967) meeting the child’s needs. This leads us on to
the subject of parental contribution.

Clinical tradition, going back to the roots of child psychiatry, dic-
tates that parental involvement is an important ingredient in the relief
of symptoms (Freud 1911). This claim has received some empirical
support in the case of maladjusted children (Love and Kaswan 1974)
and, in the case of deprived children, Bronfenbrenner (1974) has
argued that parental participation is essential. While aware of the
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importance of the involvement of the mother and, indeed, of the
father as well {Love and Kaswan 1974), for the practical reason that
we had insufficient funds we were unable to involve parents to the
extent we desired. Nevertheless, it was evident that some of the
treatments were singularly effective despite complete lack of contact
with parents. This led us to suggest that the child’s experiences in school
are critical for psychological adaptation and second only to their home
experience. Often, treatment has been denied to children because of
what are considered to be intransigent social and personal family
problems and aiso poor motivation or lack of organization on the part
of the family in getting to the clinic. The consistency of our findings
emphasizes the importance of treatment of the children themselves, with
parental contact taking a secondary but probably important place.

BEHAVIOURAL ADJUSTMENT AND ACADEMIC PROGRESS

Educators and mental health specialists are likely to see school adjust-
ment from different perspectives (Cowen 1971a). The former are
likely to emphasize academic progress and the latter, behavioural
adjustment. It is usually argued that the two areas are not unrelated
and that poor functioning in one may give rise to problems in the
other. The fact that the two are interrelated was confirmed by our
screen measures, where there was a positive correlation between
educational and behavioural measures. There are, of course, many
ways in which the two may be linked. Lack of encouragement and
supervision at home may lead both to poor achievement (Douglas
1964) and poor adjustment (Craig and Glick 1963).

What is far less well-substantiated is whether improvement in one
area can generalize to improvement in others (for example, can
psychotherapy, via behavioural adjustment, lead to educational
improvement?) We have not been able to demonstrate consistent
academic improvement — despite considerable behavioural changes.
Our efforts were, of course, mainly directed towards behaviour and
the main changes witnessed were specific to this area, though, as in
other studies (see Chapter 8) we did find some short-term
educational gains in the group therapy cases. In this part of the study
we have not concerned ourselves with the reverse aspect, i.e.,
whether specific help with educational problems gives rise to a
secondary improvement of behaviour.

The Warnock Committee asserted that ‘Educational failure is now
recognized as a significant factor in maladjustment and the con-
tribution of successful learning to adjustment is more widely recog-
nized. . . . Areas of conflict between therapeutic and educational
objectives are still evident, especially where the latter are charac-
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terized as formal and academic’ (Warnock Report 1978:222). The
Committee went on to express the opinion that special education for
maladjusted pupils ‘is not complete unless it affords educational
opportunities of quality’ (Warnock Report 1978:222). Our findings led
us to support strongly the view that direct treatment of maladjust-
ment is unlikely to lead to substantial and permanent educational
gains and needs to be complemented by the adaptation or develop-
ment of special curricula to meet individual needs, applied, wherever
possible, by teachers ¢rom the child’s own school. The evidence for
this conclusion was shown particularly clearly among the junior
schoolchildren, who showed minimal educational improvement des-
pite the fact that many were identified and included in the treatment
groups on grounds of educational failure.

EDUCATING MALADJUSTED CHILDREN IN AN ORDINARY
CLASSROOM

The concept of educating children with psychological problems in the
ordinary classroom reverses the move towards labelling children as
abnormal and then recommending special schools or classrooms for
them. Tt makes psychological sense because the child will not per-
ceive him- or herself as different nor be perceived as such by others; it
makes educational sense because the child is kept in the ordinary
stream of education where there are many more opportunities to take
advantage of the full curriculum and to mix with a wide range of
children; and it makes financial sense in that special educational
facilities are rapidly becoming prohibitively costly. However, all this
cannot be achieved unless there is special intervention either at home
or at school, and unless teachers are provided with the skills and the
back-up support to enable them to cope effectively with likely prob-
lems.

One of the main worries voiced by teachers and parents is the
impact of maladjusted children on non-disturbed children. Saunders
(1971) has studied the subject and his work seems to suggest that no
disruptive influences were found, particularly if classroom manage-
ment was effective.

CLINIC AND SCHOOL APPROACHES TO TREATMENT

Over the past two decades there have been some cogent criticisms of
traditional forms of child psychotherapy, particularly of the child
guidance approach. We have discussed these in Chapter 1. In
addition, reviews have pointed out that there is little evidence to
suggest that long-term psychotherapy is helpful — naive counselling
is often considered as useful as other forms of therapy: however,
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there is better evidence in favour of the effectiveness of shorter-term
psychotherapies (Tizard 1973). There is also the theoretical possibility
that different forms of treatment may be more effective if correctly
employed for the right type of patient - such a specific programme of
psychotherapy, for phobic disorders in children, was mounted by
Miller and colleagues (1972). Tizard concluded that, with certain
important exceptions:

‘individual treatment of maladjusted children is a pessimistic one.
Psychotherapy, play therapy and other forms of individual
therapy based on dynamic beliefs have not proved successful in
practice. Changes in children’s behaviour are consequences either
of growth (as every wise GP and teacher knows) or, more
immediately, they occur as a response on the part of the child to
changes in his environment. Where there is no growth and no
environmental changes occur, the counsellor is unable to cure.’

(Tizard 1973:31)

He suggested that what the counsellor could do was undertake the
very important support of listening and giving advice. He further
stressed that there is only slight evidence that prompt remedial treat-
ment in infancy or early childhood will prevent later psychiatric
breakdown. It is only when there is a marked change of environ-
mental circumstances that children tend to respond (Clark,
Lachowicz, and Wolf 1968). Similarly, when these circumstances
deteriorate, behavioural development also suffers. Tizard’s solution
was to look for ways of helping a large number of children, possibly
at classroom level, rather than to seek an individual therapeutic
solution.

While we thought that these were unduly pessimistic views, we
noted that they were advanced at a time when apparently impressive
research programmes, such as that of Shepherd, Oppenheim, and
Mitchell (1971), were producing negative conclusions about tra-
ditional therapeutic approaches in child psychiatry. Such conclusions
were unlikely to be fully supported by more recent research, but
they were, nevertheless, views that strongly influenced us, especially
as they seemed to have much in common with the newer, attractive,
community approaches to identification, prevention, and treatment
of psychiatric disorder advocated in the USA (Caplan 1964; Bower
1969; Cowen et al. 1971a). Qur basic objective, therefore, became to
explore the suggestion that schools could play a vital role in ameli-
orating psychiatric disorders in children, through their recognition,
prevention, and treatment.
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Our programme of redeploying mental health personnel within the
schools was, in certain ways, more successful than we had ever
anticipated: we have therefore had to consider what part such pro-
grammes should play in the range of services available for helping
with children’s problems. It is unlikely that new services would
totally replace existing ones: rather, they would constitute one part of
a network of services that would continue to incorporate psychiatric
and psychological outpatient facilities and, of course, a small number
of special settings, such as hospital or hostel units and special
schools. :

The question that now faces health service personnel is ‘How much
time should be devoted to conventional psychiatric work, and how
much to developing the type of work explored in this project?” Our
research findings, tempered by clinical experience with more serious
forms of psychiatric disorder, have continued to lead us to advocate
caution. While we can see how a child and adolescent psychiatrist,
psychologist, or psychiatric social worker can effectively function in
the community as a consultant to other professionals, we think that
he or she still needs to accept full responsibility for the treatment of
severely disturbed children and adolescents, and apply techniques
that have clinical components. Another point is that recipients of
consultation need to have a high degree of background skill and be
given defined tasks. Whatever the different models of service
eventually established, it is essential that these should provide a net-
work of services, incorporating both the community and the health
service, that will cater for a wide variety of acute and chronic dis-
orders.

BACK-UP TEAMS

While there will certainly need to be modifications to the traditional
child guidance approach, the concept of a core team of mental health
professionals who work regularly together and who can deliver a
high level of expertise in community settings is one that must be
preserved if the findings of our study are to be applied effectively.
The reason for this is that personnel in schools will need back-up
teams both for training and for continued professional and emotional
support.

The training needs of school mental health programmes are likely
to be continuous, particularly for the more indirect approaches. This
is because the background training of the teacher-aides in nurture
work and the teachers in behaviour modification was less extensive
than that in, for example, group therapy. The social workers had all
undergone a thorough background training, so that in the case of the
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two social work programmes we cannot point to a deficiency of skills,
but we could suggest, rather, that these skills should be applied in a
different way. There is a pressing need for further research into the
components of effective casework.

In all programmes there will inevitably be some turnover of staff
due to promotion and other changes. The issue of adequate pro-
fessional and emotional support is, in our opinion, a far more
Important one than changes in staff. The school is a powerful social
system with a very necessary well-defined structure, specified roles
for staff, and often strongly underlined norms of behaviour. The
responsibility for operating successfully as a therapist in this system
must be firmly that of the mental health specialist, who will need
special skills in managing the strong emotional forces that are
generated, particularly in conflict situations. The mental health
worker must, as it were, join the system, yet be able to operate also
from a base outside the system and keep a somewhat separate
identity. This may be particularly difficult for paraprofessionals, such
as nurture workers, who have lower status in the school and are less
equipped by training to manage the situation than are specialists. We
found that they needed continuous close supervision from a trained
professional. We also found that the teachers in behaviour modifi-
cation needed constant reinforcement and stimulation if they were to
maintain interest and apply the technique systematically. Treating a
number of children involves the co-operation of many teachers and
this is unlikely to be achieved without the help of a skilled supervisor
—either a teacher counsellor or a psychologist.

The group therapists were, of course, far better equipped by train-

. ing than the therapists in the above-mentioned two groups. The

technique is, however, a particularly stressful one for the therapist,
who has to cope not only with the school social system, the cultural
basis of which may be very different from that of the therapy group,
but also with the powerful interplay of emotional forces in the groups
themselves. Tt may be that, with experienced therapists, support can
be offered from a peer group.

It seems to us that the community mental health services (which
may equally be staffed from child guidance clinics or hospital-based
clinics) have a major role in the future in supporting school-based
pProgrammes, even though the work that might take place may be
rather different from that done in the past. We should emphasize that
there will, in addition, always be a need for a clinic service for the
more seriously disturbed child.
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CONTRIBUTION OF RESEARCH TO EDUCATIONAL POLICY

From a practical point of view the value of our research can be
measured in terms of its contribution to decisions about educational
policy. Such decisions may concern ways of using the budget, either
by employing staff, developing facilities, or supporting one type of
development rather than another. Carefully controlled studies should
point to the ‘best buy” in terms of developing services. The evidence
that the administrator examines will include the cost and effective-
ness of the programme, its ease of implementation, and the reaction
of parents. The likely response of ratepayers, who will be looking for
both helpfulness and cost-effectiveness will, of course, also be under
consideration. We recognize, at the same time, that decisions
concerning the allocation of resources are political ones and will,
therefore, be influenced by the wider political and economic climate.
This apart, we feel that our work has been in a field that is largely free
of entrenched traditions and vested interests, one where innovation -
is accepted.

With these points in mind, we would recommend that mental
health programmes in schools be extended, with a particular empha-
sis on psychodynamically based group therapy and behaviour
modification. It is particularly important to maintain a high level of
expertise and adequate training among professionals doing this
work. This is not likely to be an easy task because the skills required
for such training are not widely available, in the UK at any rate, at
present. Of critical importance, also, will be the quality of back-up aid
that can be offered from existing child psychiatry and child guidance
settings: these will play a major role as centres of training and support
for such new developments, as well as continuing their established
role with more severely disturbed children and their families.

With regard to the other regimes, we advocate caution over
dismissing them entirely. Nurture work may have a very valuable
contribution to make in two situations: first, where only lower levels
of expertise are available (although in the long run it may be more
expensive and less effective than playgroup therapy); second, in the
treatment of deprivation rather than psychiatric disturbance (the
effects of deprivation were not specifically assessed and monitored in
this study). A large question mark must remain over parent
counselling-teacher consultation. In the form in which it was applied
in our study it seemed to have had minimal effect; however, as we
discussed above, it may be that in combination with direct contact
with the child, or with some other change of procedure, this tech-
nique could become much more effective.

This study has shown that group therapy (both play and discussion
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groups) and behaviour modification, applied with a high degree of
expertise, are clearly effective, They should be additionally attractive
to health and education administrators because of their short-term
natures and relatively low costs.




