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Abstract

Youth disaffection is a widely used term that is used to denote a broad range of at-risk
behaviours that affect large numbers of young people and have widely varying social
and physiological causes. This intervention study examines the effectiveness of
groupwork in meeting the challenges of scale and complexity of reducing the impact of
disaffection in the school and home environments. Using a sample of 130 children from
primary, middle and secondary schools in North Tyneside, two group interventions were
run with randomised samples and data collected up to one-year post intervention. This
study presents the findings from data gathered at four time points comparing a
curriculum support intervention with a reflective therapeutic intervention. Both
interventions were conducted with small groups of children withdrawn from class and
measures were taken to control extraneous variables in a quasi-experimental design.
Assessments were made at four time points through questionnaires administered to the
children, their parents and their teachers. Questionnaire data were complemented with a
direct observation protocol for measuring behaviours in the classroom. School
attendance was also monitored. The effectiveness of groupwork was measured over
time, and the interventions compared to each other using measures of statistical
significance and effect size. The study found agreement between the children and their
teachers that both forms of groupwork produced a reduction in problem behaviours and
an increase in self-concept over the intervention period. This improvement was still
detectable one-year post-intervention. The teachers and parents, but not the pupils,
favourably compared the intervention with a three-month waiting list period where data
were gathered in the absence of intervention. The teachers and parents distinguished
between the intervention conditions over the intervention period, attributing marginally
greater gains to the therapeutic intervention than to the curriculum intervention. At one
year post-intervention, the teachers again distinguished between the conditions,
attributing marginally greater gains to the therapeutic intervention than to the curriculum
Intervention. These findings were considered to support the use of groupwork in schools.
In an age dominated by evidence-based approaches that look for specific interventions
for categorised symptom-clusters, this study provides evidence from a rigorous
methodology that clustering children according to teacher concem cutting across
diagnostic categories can be the starting point for context-friendly interventions useful to
those seeking community-based solutions to the complex social issue of disaffection.
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Chapter One: Literature

Scenarios from the Real World

A classteacher finishes the introduction of a new topic to an unsettled class on a hot day.
She asks the children to take out their workbooks and begin a new page by making a
diagram of the flowchart they have developed together on the whiteboard. There is an
immediate scuffle towards the back, and a head appears twisted with anger “Miss, he hit
me, he fuckin hit me” The class teacher strides towards the back of the room, her finger
hovering over the Bromcom alert button: already there are signs that the class will
dissolve into chaos...

In the Child and Adolescent Mental Health clinic the waiting room is full. Michael Rowley
is doing his best to sit still but both he and his mother are impatient. He is due another
Ritalin tablet soon and she can feel his barely suppressed desire to jump up and kick the
wall. The registrar opens a consulting room door and beckons them in, this clinic seems
to have been going on forever and each review takes the best part of an hour. The
Doctor hates herself for her own cynicism, but ADHD seems to have mushroomed

following the realisation that there is a disability allowance that is attached to each
diagnosis.

It has been a quiet day at '40-ODD’ the young people’s centre in the heart of the estate.
The usual sad cases have turned up in the morning, desperate to avoid school, hiding
from the wag-man, nonchalant of the consequence of their school absence, the truanting
and the hide and seek is just part of the usual routine. The sad loners went off around
lunchtime with Craig, and you knew what that meant - they would be on some
disgusting sofa somewhere in a chemical haze, nothing too serious probably — tack or
wobbly eggs. Later they might go out and have some fun: they know how to cause the
maximum disruption while maintaining the maximum self-righteousness.



Introduction

In cities, towns and villages young people are involved in destructive and self-destructive
behaviours, and it appears to be growing as a phenomenon. Whether it is literally
destructive breaking, stealing or damaging property, or a self-destructive opting out of
school by being a bit of a wag, a bit of a bully and living off the approval of the peer
group, young people are impacting directly on those around them.

How do we go about changing the behaviour of these young people? Schools
Increasingly are open to the notion that they are not just places for curriculum, although
teachers often wish to be let alone to teach their subject without having to manage the
kind of behaviours that disfigure their lesson plans. CAMHS, educational welfare,
educational psychology are only now emerging from a philosophy of treatment based on
the individual consultation, and the communities in which these people congregate in
large numbers continue to suffer the worst of crime and physical damage. The prisons
are full of adults who have graduated from youth offending and the young offender
institutions are having a crisis of confidence as to whether they do anything other than
contain young people for the time they are present.

The resources seem to be unequal to the scale of the need. Received notions of fitting
treatments and deterrents do not seem to be reducing the numbers involved in
behaviours of concem. The root of these behaviours is variously characterised, but can
be seen as complex mixture of failed attachments, poor role modelling, lack of academic
ability and aspiration, pure bloody mindedness and scant positive life opportunities.
Long- term solutions will have to engage with this complexity, for just as the behaviours
are not uniform, neither are the causes.

The pressing question is whether an intervention can meet the challenges of scale (i.e.
deal with a large number of people) while delivering content that engages with the
complexity of the causes of behaviour. Knowing, moreover, that to produce more well-
balanced criminals is no kind of outcome. Interventions need to impact upon the real
world, affecting scenarios like those at the beginning of this chapter.

Can an intervention impact upon youth disaffection in such a way as to directly assist
young people in developing positive futures, in such a way as to support the



development of safer communities and effective schooling, and in such a way so as to
accommodate the demands on over-stretched public servants and services?

This piece of research sets out to answer the question of whether an evidence base can
be built for an intervention that addresses these three concerns of scale, complexity and
practical outcome. This piece of research is working towards solutions to a real world
problem, by investigating group interventions in the school setting with youth at-risk of

disaffection.

Glossary of terms

Youth: Children are here understood to be those aged between 0 and 18, but for the
purposes of this research particular attention is given to those aged between 6 and 15.
These children will be collectively referred to as ‘youth'.

Disaffection; When children fall repeatedly short of received expectations with
consequences that are damaging to their prospects, peer relationships and authority
relationships the children will be spoken of as ‘disaffected’ or ‘at-risk of disaffection’. The
term disaffection is favoured over alternatives such as maladjusted, deprived, troubled,
challenging, anti-social and disturbed because it is considered to hold an understanding
of the importance of emotion, or affect, in the form of their disaffection.

Disturbance: When children's disaffection is of a severity to register on crime statistics
and levels of clinical diagnosis it is termed disturbance. This is to differentiate severity of
behaviours in the at-risk population and the clinical population.

Internalising and Externalising Behaviours: These terms are used throughout the AG
study, and originate from subscales aggregated by Achenbach in the battery of
assessment instruments he developed (Achenbach 1993). The internalising aggregate
of behaviours includes subscales relating to depressive, withdrawn symptoms, and the
externalising aggregate includes those subscales relating to aggressive, conduct
symptoms. When combined these aggregates give a score for total problems on the
Achenbach instruments, but the terms internalising and externalising are used
throughout the text to characterise depressive and aggressive behaviours respectively.
Medical Terminology; The term disaftection does not however preclude the associations
of meaning contained in the alternative terms, but just places different emphasis on
potential remedial action. In engaging with the literature, all the above terms may be
borrowed In order to make sense of the emerging evidence. Words in common usage in



medical discourse such as treatment, symptom, syndrome, clinical psychopathology etc.
are freely used, within an awareness of the sociological critique of a medical model of
disturbance.

Clinical Category: This piece of medical terminology refers to the population of children
with T-scores of 60 (1 standard deviation) or above on measures of disturbance. The
term clinical levels is used with the understanding that the decision to set the level at 1
standard deviation is an arbitrary one, as there is no qualitative difference between
behaviours either side of, but close to, this cut-off. In addition, with correlations between
different measures below 1 there can be confusion about the percentage of children in
the clinical category, as different children score above 60 according to the measure
used.

At-Risk: The at-risk population is understood to be those young people who over a five-
year period are likely to fall into a clinical category.

The AGI study: This research project investigates the effect of group interventions: a
curriculum studies group (CSG) and a group using a therapeutic intervention named
Action GroupSkills Intervention (AGI). For the sake of brevity, the whole research project

shall be referred to as the AGI Study.

The Learning Challenge (TLC): TLC is the organisation founded by Toby Quibell to
deliver groupwork programmes to at-risk children in schools. The AGI study was
supervised by a research team, but where referring to aims and vision, it is the vision of

TLC that is detailed.
Section 1.1: The Challenging Context

The AGI study is directed towards building an evidence base for an intervention that
addresses the concerns of scale, complexity and practical outcome in youth disaffection.
This section examines the literature in order to establish how widespread behaviours of
disaffection are. Disaffected behaviours will include, under the definition advanced
above, behaviours that do not register in many official figures. Arriving at a notion of the
prevalence of disaffection will be done by beginning with the incidence of youth
disturbance (that is severe and/or clinical behaviours) to get a fixed point from which to

work.
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Severe destructive behaviour exists in a number of forms that register on official
statistics: youth crime statistics is one, prevalence of mental health syndromes is
another. Schools provide data on achievement and attendance, but are focussed on
demonstrating performance rather than looking at incidence of disturbance. None of the
figures that emerge from the sources above captures the disaffection that underlies the
severe behaviours that make it onto the published lists.

In describing the context for the AGI study, there is therefore the difficulty of official
published statistics reporting only extreme examples of disaffected behaviour, Using
crime as a starting point, there seems littie doubt that offending rates have been on a
steady rise over the last half of the twentieth century, with few national exceptions.
Recent reviews (e.g. Youth Justice Board UK 2003; Farrington 1996; Smith 1995)
confirm the picture. The reasons for this rise are elusive and complicated (Rutter, Giller,
& Hagell 1998), but it does seem certain that juvenile levels of offending have risen over
that same period given that a quarter of crime is committed by juveniles. In the United
Kingdom (Farrington 1996), the figures for the numbers of juveniles found guilty or
cautioned for indictable offences was at a level of 540,000 according to official statistics

(Great Britain Home Office 2001).

Crime statistics are one way of getting at the hard figures about the prevalence of youth
disturbance, but it is only part of the picture. The prevalence of childhood psychiatric
disorder among young people in the United Kingdom is another set of ‘hard’ data that
gives a glimpse of the disturbance felt by children.

The methodological problems in conducting prevalence studies of childhood psychiatric

disorder mean that the prevalence reported by studies ranges from 1 per cent to 51 per
cent (Roberts 1998), and the review conducted by Roberts took a mean level of

prevalence at 15.8 per cent from 52 studies reported in 47 sources, with the United
States and England being the most frequent sites for studies. Median rates were 8 per
cent for preschoolers, 12 per cent for preadolescents, 15 per cent for adolescents and
18 per cent in studies including wider age ranges. A more recent single study surveyed
mental health of the British child and adolescent population in 1999 and Is distinguished

by method and analysis (Ford, Goodman, & Meltzer 2003). This study looks at a
representative sample of children and after collecting data through interview, matched
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reported behaviours to the fourth edition of the American Psychiatric Association’s
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV 1994).The study found
that at least one DSM-IV diagnosis was present in 9.5 per cent of the sample (Meltzer
p1205). A fifth of these children (2.1 per cent) had ‘not otherwise specified’ diagnoses
that failed to meet current DSM-|V criteria but were causing the child significant distress.
This report put prevalence of clinical level of mental health need at a level of one in ten
UK school children. The authors recognise that at 9.5 per cent the prevalence is at the
lower end of the range reported by other studies, the most important reason for which
being that the diagnostic criteria incorporated impact criteria designed to detect disorder
that resulted in significant interference in the child’s life and merited clinical intervention.
An example of a recent survey conducted in the United Kingdom reports that 17% of
parents regard their children as prone to stress, panic attacks and depression (Norwich
Union Healthcare 2004). This study, commissioned as part of a national initiative to help
parents get the best support for their children’s emotional and physical wellbeing,
questioned 400 parents of children aged 5 to 15, and while these figures should be
regarded as indicative rather than authoritative, it helps to give a picture of the levels of
concem and prevalence of mental healith disorders.

Interestingly a parallel study in the United Kingdom (Meltzer et al. 2000) using the World
Health Organisation’s International Classification of Diseases (ICD-10 1993) found
similar levels of mental disorder: 10.4 per cent of children in England Scotland and
Wales were found to have some type of mental disorder. in a methodology that used
random sampling of child benefit records to recruit and train interviewers for gathering
data from parents and older children, this study diagnosed mental disorder not just on
symptoms but on evidence of distress or interference with personal function. In three
broad groupings, 5.3 per cent of children were found to have conduct disorders, 4.3 per
cent emotional disorders and 1.4 per cent classed as hyperactive. The less common
disorders such as autistic disorders, tics and eating disorders were attributed to half a
per cent of the sampled population. Among 5 to 10 year olds, 10 per cent of boys and 6
per cent of girls had a mental disorder; among the 11 to 15 year olds the proportions

were 3 per cent for boys and 10 per cent for girls.

The interest here is in the similarity with the study reporting DSM-1V disorders, giving
soms credence to the figure of 10 per cent prevalence of mental health disorder in UK
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schoolchildren, and in the breakdown of disorder according to type and gender. Also
importantly, a strong association was found separately between social class and family
income and the mental health of the child. Children from families in social class V
(unskilled occupations) were three times more likely to have a mental health problem
than those from social class | (professionals). The prevalence for any disorder ranged
from 16 per cent among children living in families with a gross weekly income of under
£100, to 6 per cent in those families earning £500 per week or more. The pattern that
emerges will surprise no one familiar with the issues of deprivation. In inner city
communities where the problems of disaffection are acute, 16 per cent of children have
a clinical level of mental health need that is of significant impairment to their function. In
the average class of 30 children this equates to 5 children with significant impairment to
their function, whether conduct, emotional or hyperactive.

These facts reveal a high prevalence of clinical levels in youth disturbance in classrooms
and inner-city communities across the country that seems to gravitate around 10% of a
mixed socio-economic population in the UK. This figure is given extra credence by Bird
(1996) who summarized 13 major epidemiological studies of school age children and
adolescents, all of whom refined their estimates of the prevalence of disorder by
reporting the proportion of subjects whose disorder was of some clinical significance.
This resulted in an average prevalence across 13 countries of 12 per cent. According to
this reading of the literature, 1.2 in 10 children have a level of need requiring
professional referral and specialised attention: it is altogether unsurprising that the
strains on teachers, educational psychologists, psychiatrists and health workers is so
great. These are children who will need accurate diagnosis, referral and treatment, What
tends to happen is resource intensive, whether in one of the tertiary, or possibly
quaternary, centres of child and adolescent mental health or through close monitoring in
the school through the statementing process. Contact with the home environment during
and post treatment is important and the treatment itself is likely to be clinic-based. As a
result of the diagnosed need, it is likely that initial assessment Is done individually and
any further non-clinic treatment and monitoring is likely to be individual.

In an average primary school of 200 these considerations will apply to 32 children, in a

high school of 800 these conslderations will apply to 128 children. A local education
authority might have 6 high schools each with 5 feeder primary schools, giving a back-
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of-envelope total of 1800 children in a local authority with clinical level disturbance and
all the detail of diagnosis treatment and management that it entails. In the North East of
England there is one tertiary/quaternary centre for child and adolescent mental health
that serves the region, covering 5 LEAs giving 9000 children to deal with. Most of those
will be dealt with by local centres for child and adolescent mental health run by primary
care teams, but even so the numbers present a huge challenge for services.

If the levels of disturbance are daunting at a figure of about 12%, what can be said of the
levels of disaffection? The levels of sub-clinical and sub-criminal prevalence are more
difficult to ascertain with any accuracy, but it Is without doubt true that for every child with
a clinical level of conduct disorder or emotional problem or involvement with the youth
Justice system, there are several with signs and symptoms of emotional/social
Impairment that have a probability of registering on the official figures in time. Getting at
the levels of disaffection is a matter of extrapolation and logical deduction, but it is aided
by evidence in the literature of the extent of the at-risk population.

For example, If account is taken of estimates that only 23 per cent of crime is detected
(Great Britain Home Office 2001), it lends credibility to a more recent survey reporting
almost half (48.5 per cent) of school aged UK children reported committing some kind of
criminal offence in their lives (Beinart et al. 2002). This study reports around four out of
ten 14 and 15 year olds in Year 10 said that they had ‘ever’ stolen or tried to steal
something. Asked about the last year, a third of these students said they had vandalised
property, but pains are made in the report to distinguish between participation in theft,
vandalism and handling stolen goods and more serious property crimes, such as
burglary, which were considerably less common (one in ten boys in year 11 said they
had broken into a building to steal in the last year, including 4 per cent who reported
doing so three or more times). Another report relating to the UK population states that
“26% of mainstream young people [aged between § and 15] say that they have
committed an offence in the last 12 months and 60 % of excluded young people say they
have committed an offence in the last 12 months” (Youth Justice Board UK 2003).

These reports give an indication of the levels of at-risk behaviour in the youth population

that does not necessarlly register in official figures. If 26% of the mainstream has
committed an offence this would indicate that in any one 12-month period, 26% could be
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considered at-risk of criminal behaviour. The comparative evidence from mental health
broadly supports this level of prevalence. So-called ‘psychopathology in the community’
epidemiological studies report levels of problems not exclusively at clinical levels. The
Isle of Wight study puts prevalence at 6.8 per cent and an inner city London borough
reported prevalence 25.4 per cent (Rutter et al. 1975). However, Bird points out that
prior to 1980, studies differed markedly in the age groups included and methodologies
(Bird 1996), and that the measures of psychopathology were neither based on
diagnostic viewpoint not empirically grounded. This makes it near to impossible to

compare the Rutter study with (e.g.), the Ontario Child Health Study (Offord et al. 1987)
reporting prevalence at 18.1 per cent. Overall, Bird found the studies’ estimates of the

prevalence of childhood psychopathology ranged from 6.6 per cent to 37 per cent with
psychiatric disorders in these community surveys occurring in around 20 — 30 percent of

school age children.

A more recent review (Roberts 1998) finds broad agreement about the difficulty in
comparing studies before 1990 with those after, but draws particular attention to the
effect on prevalence rates when using impairment criteria In determining “caseness”. In
common with the Ford study that gave a 9.5% prevalence after the use of impairment
criteria (a significantly lower estimate than generally accepted), Roberts found that‘ The
prevalence rates adjusted for impairment were typically less (sometimes much less) than
one half the prevalence rates based only on meeting symptom criteria.” (p721). Roberts
also reports “With respect to case definition, DSM-IIl and DSM-III-R generated similar
prevalence rates of 19%-23% and 20%-22% respectively, while clinical opinion yielded
rates of 10%-14%." (p721). The striking co-incidence of the prevalence rates adjusted
for impairment from the Ford study and those reported from clinical opinion suggests
that clinicians are applying additional criteria from intuition or experience to moderate the
prevalence that is derived from application of DSM criteria alone. Using impairment
criteria and using intuition/experience reduce the prevalence levels by half.

In order to get a working figure for the prevalence of disaffection, the literature discussed
above can be used to suggest a level of between 20% and 25%. The logic for this is that
when DSM criteria are moderated by impairment criteria or experience, the resulting
level of clinical prevalence at between 10% and 13%. However the DSM criteria will
have been applied on the basis of some evidence of symptoms to arrive at a figure of
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20-22%, some of which will not be considered to be severe enough to be regarded as
clinical. Using a level of prevalence for disaffection of between 20% and 25% takes the
DSM diagnosis into account and also the figures from the crime statistics of 26% of
mainstream population involved in offending behaviour. Any preventative intervention
has to set its sights on 20-25% per cent of a youth population if it is to be effective in
reducing the levels of disaffection that strangle our school system, our health and
criminal justice system and choke the civic function of our inner cities.

Section 1.2: Coping with the Scale of Disaffection

These issues of scale and severity are a core concern when developing an intervention
to deal with the symptoms of disaffection. Would the best response be to develop
effective treatments to address clinical levels of disturbance when they reach the
appropriate level? Or would it be better to intervene with a larger number when
behaviours are less severe? Whatever conclusions are drawn from the literature about
where to intervene In the scale of severity, the rise in prevalence of clinical need, and by
inference sub-clinical behaviours, reported above makes the issue of matching treatment
resource to incidence of behaviour, whatever its severity, a priority. Whether it is 10% of
the child population in our clinics or 26% in our schools, there is a pressing need to be

able to address the scale of need.

1.2.1: Group Intervention Approaches

Against this background, identifying and treating children with anti-social behaviour one-
by-one has received much criticism. Firstly there is little evidence that treating severe
anti-social behaviours is effective (Warren, Oppenheim, & Emde 1996), particularly In
the case of early-onset conduct disorder (Hansen, Meissler, & Ovens 2000) and where
effective services exist for severe problems, their complexity and attendant resourcing
implications limit their wider application (Camodeca et al. 2003). Secondly, even if
effective treatments were available, the number of children with mental health problems
far exceeds the resources available for traditional mental heaith services in most
communities. Estimates of the prevalence of clinical disorders In Canadian services
outnumber the percentages of children using mental health services by factors of
between 10 to 20 (Stilwell et al. 1997). Third, survey data indicate that the targeting of
children’s mental health services Is far from accurate (Reynolds & Robertson 2003): itis
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difficult to get children and families at highest need to access therapeutic services, even
when these are available. For example there is evidence to suggest that many parents

of high-risk children do not enrol in parent training programmes even when widely
available (Webster-Stratton, Reid, & Hammond 2001). Finally the process of
identification and referral takes time. During that interval, children not only suffer, but
many will experience a downward spiral in function until behaviours are severe enough
to warrant attention.

Group treatment approaches have always been present in the literature, but with the
research emphasis remaining on the evidence-base for treatment modalities on specific
diagnoses, ( e.g. Fonagy et al. 2002), many research studies that do include adolescent
groups include brief, cognitive behavioural treatment with specified diagnostic

populations (e.g. Curry et al. 2003). This trend has created the impression, noted by
Pollock & Kymissis (2001), that only certain types of technique are effective, since they

have been the ones tested in research in recent years, and that the group setting is
somehow incidental to the treatment modality. MacLennan (2000) amongst others,
points out that with the advent of managed care, there is a pressure toward short-term
and abbreviated treatment and a shortage of institutional funds to provide back-up
support, but there is no reason why this should preclude the group situation as a context
for intervention. At the same time there has been a proliferation of treatment models and
of psychotropic drugs which can be used In conjunction with relationship and cognitive-
based therapy but are more usually seen as an alternative (Fonagy, Target, Cottrell,
Phillips, & Kurtz 2002). This has not done much to raise the profile of group approaches
as anything other than an addendum of setting In the rise of ‘abbreviated treatment

models’.

The research profile into the value of group factors (Yalom 1975) as effective in reducing
the symptoms of disaffection is significantly lacking. It is difficuit to find reliable data on
the comparative effectiveness of different combinations ot group and treatment approach
(Azima 1996), and where research Is done it rarely meets basic research criteria
(Pollock & Kymissis 2001), consequently finding data on the range and extent of
effective group practice is difficult (MacLennan 2000). However, where they do exist,

studies on treatment models using the group context provide positive data (Lomonaco,
Scheidlinger, & Aronsen 2000), although it Is not clear whether this is an endorsement of
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the treatment mode or the group setting. The Kolvin study is a little dated, although
under scrutiny it holds up well (see below), but the very fact that it was conducted in the
“late 1970s and published in the early 1980s reveals a certain gap in the literature that
this research hopes to address, because the common sense case for group intervention
as an answer to the concems of scale is strong.

1.2.2: Targeted Prevention Approaches
The acknowledged strain placed upon traditional child mental health services by the

scale of need in youth disturbance has led researchers and practitioners to consider the
possibility that resources might be more effectively spent in reducing the numbers of
young people presenting at clinical level. Here again the common sense case is strong,
but the data from preventative studies are hard to track down, complex to interpret and
difficult to marshal.

Over the years, the results of group intervention programmes in producing superior
cognitive skills, school adjustment, school attainment, favourable attitudes towards
school, and better family and social adjustment have been both encouraging and
disappointing (Kagitcibasi, Sunar, & Bekman 2001). Gains in cognitive ability have been
regularly observed in the short term, but they dissipate in the longer term (Cicirelli 1969);
on the other hand studies show lower drop-out rates, better school adjustment and other
beneficial long term effects (Berrueta-Clement et al. 1984).

A problem with the early negative evaluations, mainly of the Headstart programme, was
that they tended to consider only the first wave of results without waiting for later
evidence regarding long-term effects. Later studies, looking at a wider range of outcome
variables have revealed positive results pointing to sustained positive effects, especially
better school adjustment and social integration, which are attributed mainly to
motivational factors (Lazar & Darlington 1982). Currently there appears to be a general
consensus on the long-term benefits of early enrichment, particularly for the social
acceptance and adjustment of at-risk children (Campbell & Ramey 1994). There Is also
a recent focus on the possible long-term risk-prevention function of early childhood
support programmes (Yoshikawa 1994). For example Yoshikawa points to three
programmes, mostly involving centre-based early childhood education with parent
training/family support, which show long-term reductions in antisocial or disaffected
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behaviour. These are the Perry Preschool Project (Berrueta-Clement, Shweinhart,
Barnett, & Epstein 1984), the Houston PCDC Program (Johnson & Walker 1987), and
the Syracuse University Family Development research Program (Lally et al. 1988).
Nevertheless, debate continues mostly with regard to the best approaches to be used
such as direct (child focused) or indirect/mediated (parent-focused) approaches, the
duration and scope of intervention and the type and purpose of service.

Careful consideration by clinicians, researchers and healthcare administrators of the
development and evaluation of preventative initiatives (Durlak & Wells 1998) has led to a
growth in acceptance of preventative approaches to meeting the challenge of anti-social
behaviour. This Is evidenced through theory (Yoshikawa 1994) and the positive
outcomes of large scale preventative projects of the type detailed above. Prevention in
the field of child and adolescent mental health has been classified into targeted and
universal interventions (Offord 1987). The latter are aimed at the general population, or
parts of the general population, regardless of whether they have a higher than average
risk of developing a disorder and the majonty of the studies mentioned fit into this
category. However on the basis of the difficulty of reducing risk among those at low risk,
the very large numbers required to demonstrate an effect on the incidence of new
disorders, and their necessarily high cost, the applicability of universal interventions to
the mental health field has been questioned. (Rotheram-Borus & Duan 2003). Targeted
interventions avoid the exposure of large number ot low risk individuals to an
Intervention and may be more cost effective. Targeted interventions that focus on a class
of individuals who have been exposed to a risk factor have been termed selective
Interventions and aim to intervene when the behaviours exist in a sub-acute form for a
population upon which the intervention will focus (secondary prevention). The fact that
many dysfunctions continue across a lifespan underlies the importance of early
intervention for children, both for a reduction in suffering at the time, and to attenuate or

avoid impairment later on in life.

1.2.3: Non-Clinic Real World Approaches

Preventative treatment has shown success in clinical settings, as evidenced by the three
programmes highlighted by Yoshikawa involving centre-based early education early
childhood education (Yoshikawa 1994). However provision of this type is often affected
by poor attendance and the fact that referral channels for children are adult dependent
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(Fonagy, Moran, & Target 1993). The encouraging evidence from these controlled
efficacy studies has led to recent attention turning to the examination of whether these
treatments are effective in non-clinic ‘real world’ settings e.g. (Ginsburg & Drake 2002).
So-called real-world settings are taken to mean the natural environments in which
children gather, and are primarily taken to mean schools. Settings such as these go
some considerable way to addressing the difficulty in conducting preventative activities
in clinics or ‘centers’ with their associations of iliness and treatment. In addition
delivering interventions broadly under the heading of mental health services through the

school system can address key financial and structural barriers that often prevent
deprived communities from receiving much needed services (Kataoka et al. 2003).

Schools have long been identified as an ideal entry point for improving access to mental
health services for children (Adelman & Taylor 2000) and are set to play a key role in the
mental health of young children (The Children Act 2004) and their unique socialising
potential has been recognised by researchers as well as teachers (Kolvin, Garside,
Nicol, Macmillan, Wolstenholme, & Leitch 1981), (Brint, Contreras, & Matthews 2001),
(Zsolnai 2002). Although there Is wide recognition that school-based approaches to the
management of delinquency have considerable potential, recent reviews of the literature
typically conclude that ‘studies to date have failed to demonstrate powerful positive
effects’ (Fonagy, Target, Cottrell, Phillips, & Kurtz 2002), perhaps due to the perception
that ‘...few programs have been rigorously evaluated in the real-world setting of schools’
(Hoagwood 2000). However, school based interventions do overcome the disadvantage
of clinic-based interventions (in that gains made in clinic are notoriously difficult to
generalise) by seeking gains in the locus (or one of the main loci) of disturbance, and the
school environment with its ecological setting combined with a relatively constant
population, does provide a natural focus for different agencies affected by anti-social
behaviour (Adeliman & Taylor 2000). Recent thinking has focussed on the challenges of
researching school-based prevention (Greenberg 2004), highlighting the need for
integrated educational and therapeutic systems to build sustainability. Additional thinking
has gone into the interface between prevention research and practice in schools
(Kaftarian et al. 2004), giving cause for optimism that some of the concerns about the
school as a place for effective intervention will be met in the near future.
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Moreover school based interventions can be effective as shown in a major review of
school-based programmes published in 1995 (Durlak 1995). The review draws attention
to the effectiveness of secondary prevention programmes, and evaluates programmes
targeting specific behaviours that include behavioural and social problems, substance
use, prevention of academic problems and health education. The focus of school-based
interventions have been social skills training and academic enrichment, with meta-
analysis of social skills training studies indicating that children show social gains, at least
in the short-term (Beelman, Pfingsten, & Losel 1994). However, studies also confirm
intuitive expectations that interventions aimed at social skills and academic enrichment
leave areas of anti-social behaviour unaffected (Lochman et al. 1993), resulting in small
and sporadic effects attributable to intervention programmes (Hundert et al. 1999), more
recently Durlak reported broad support for findings in his evaluation of the outcomes
from 130 indicated preventative interventions (Durlak & Wells 1998) and Cowen
demonstrated effects in a large study (Cowen et al. 1996).

Despite the tendency to focus on academic enrichment, the potential of the school
environment to tackle issues of disaffection in a systematic way s consistently
highlighted. For example, a developmental manualized intervention has been used in
traumatic loss (Saltzman et al. 2001), and attention has been drawn to the role of early
intervention in extemalising problems (Storment 2002). In addition the role of the school
in implementing empirically supported interventions is recognised (Mclntosh, Rizza, &
Bliss 2000). Significant contributions reviewed in following sections of this chapter
include the Conduct Problems Prevention Research Group (2002b), Weiss et al. (1999),

and Reynolds & Robertson (2003).

In this discussion of the role of schools in providing a setting for interventions for a range
of target behaviours for children, it is relevant to consider the effects of schooling itself
on those behaviours. There Is evidence for a causal relationship between school
achievement and self-esteem (D'Amico & Cardaci 2003; Clark, Prior, & Kinsella 2002),
and achievement has been identified as having significant role in social function (Chen,
Chang, & He 2003), friendships and peer acceptance (Wentzel & Caldwell 1997).
Despite the evidence that concentrating on academic enrichment and social skills does

not produce the breadth of gains claimed by other approaches (see above), the effects
of academic achievement on self-esteem, self-worth and self-concept are robustly
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reported. Reading problems are assoclated with low self-esteem (Lindsay et al. 2003),
and the negative effects of low performance begin early (Chapman, Tunmer, &
Prochnow 2000; Bouffard et al. 2003). Low reading achievement is linked to attention
problems (Rabiner, Coie, & Conduct Problems Prevention Research Group 2000), and
reading ability is highly predictive of academic self-concept (Chapman & Tunmer 1997).
Impacting on self-concept is seen as vital in resolving school troublemaker-victim
situations (Marsh et al. 2001), while other studies have proposed a link between
cognition and motivation in boosting academic performance (Kreitler et al. 1995). There
is also evidence that unfocussed praise may be detrimental to motivation, while sincere
praise is associated with improved performance (Henderlong & Lepper 2002). Controlled
studies show a beneficial effect of counselling (Sherr & Sterne 1999), and an impact on
mental health service usage for some intervention groups (Slade 2002). School-based
studies have also reported on the effect an intervention has on the school system
(Gottfredson, Jones, & Gore 2002), effects on specific behaviours (Barrera et al. 2002),
and using different group intervention techniques (McArdle et al. 2002).These pieces of
evidence are important in consideration of the role of the school because they point to
the positive elements of school practice that create an effective context for other
Interventions, particularly those to impact positively on child mental health.

Section 1.3: Coping with the Complexity of Disaffection

There is a demonstrable case for preventative, targeted group interventions based in
ecological settings. But what to do with the disaftected, having gathered young people
together in accordance with the arguments made above? What does one have to do to
be effective in reducing disaffected behaviours? The centrality and enormity of the
question Is made perplexing by the range of symptoms and severity that inevitably arises
in an intervention targeting the disaffected (when the term disaffection is taken to denote
all those at-risk of disturbance). The at-risk group will by definition include those without
a clinical diagnosis and without an acknowledged treatment pathway. What does one
have to do to be effective in reducing those at-risk behaviours?

To carry out outcome research the literature encourages the categorisation of conditions

in a reliable and valid way, for the obvious reason that research findings need to be
generalised. Research findings encourage confidence in asserting that, for example,
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depressed people are most likely to benefit from cognitive therapy, or that research has
shown that 90 per cent of people with panic attacks will recover with anxiety
management. But how can outcome research guide what to do when with a group of
disaffected children? It does not take too much imagination to see that teasing out
behaviours in order to ape the discrete treatment of clinical sample and form groups of
at-risk depressives and at-risk conduct problems could be tricky. With symptoms not
meeting full DSM-IV criteria for diagnostic category, selecting out discrete groups based
on those categories will by definition be a hit and miss process. A group of disaffected
young people is inevitably and undeniably a complex mixture of symptom, physiology
and psychology and this brings a complexity to dealing with these groups.

This uncomfortable fact is a bit of a black hole for outcome research Into disaffection:
children do not ‘have’ disaffection like they have the measles; what they have are
behaviours and experiences. Writing about psychotherapy, a recent article picks up this
theme °...if one cannot validly categorise experiences as illnesses, how can we
generalise what we find in any research study? If so-called symptoms spread across
diagnostic categories like spilled ink flowing over paper, how do we reliably differentiate
between conditions?' (Marziller 2004 p392). The point is that where there is no clear
definition of iliness category (in the form of a DSM-IV diagnosis), there is no clear
direction from the evidence-based tradition to guide intervention.

The vast majority of studies will test the effects of a conceptually distinct treatment
modality (e.g. CBT) with a diagnostically distinct symptom cluster (e.g. depression),
giving an array of sub-varieties of treatment and symptom with a competing (and often
confusing) set of outcome profiles under which some sort of outcome Is usually present
for most treatments. The result is often that practitioners will make choices according to
an idiosyncratic set of preferences and prejudices according to what they feel
comfortable doing (Murray 2000). Operating in the piecemeal way that the literature
expresses itself does not give proper account of the overlap between symptom cluster
that characterises ‘real-life’ disturbance (i.e. the difficulty in finding a ‘pure’ group) nor
does it account for the multi-problematic nature of disturbance (l.e. the eligibility of a
single group member for several diagnostic groups) and such a piecemeal approach
gives scant recognition of positive approaches to treatment. Even when groups more
specific than those at-risk are considered... “People who come for help for a specific
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problem almost invariably have other problems often to do with their personality, social
conditions, emotional experiences or way of life” (Marziller 2004 p393).

This confusion can be traced back to a set of clinical guidelines called The Diagnostic
and Statistical Manual of Mental Disorders and first published in the 1950s. To this day it
provides an organisational structure for abnormal psychology and psychopathology. The
roots of this collection can be traced to Emil Kraepelin, a psychiatrist graduating in the
late 19™ century and the author of the Compendium of Psychiatry, a book that was to
have a huge impact on the theory of psychiatry. In the Compendium, Kraepelin set out
the grounds for the central assumption that there exists a discrete and discoverable
number of psychiatric disorders. Although he recognised that some symptoms occur in
more than one disorder, he argued that each disorder has a typical symptom-picture. He
also believed that the different disorders were associated with different types of brain
pathology and with different aetiologies. On this view, the step towards discovering the
causes of mental illness was to identify the different disorders on the basis of their
symptoms. The diagnostic systems currently advocated by the World Health
Organization and the American Psychiatric Association (the ICD-10 and the DSM-IV
respectively) are similarly organised in a way that reflects Kraepelin's assumptions about
the nature of madness. The science of psychiatry has been built largely on these
assumptions, and while recognising the benefits brought to many people through the
work of medical teams in diagnosing and treating mental health problems, it is
undeniably incomplete as a system. When for example the basic test of inter-rater
reliability is applied to the diagnostic system, the efficacy of the system is at best
questionable (reliability concems the consistency with which diagnoses are employed by
different clinicians or on different occasions). Bentall presents a persuasive collection of
evidence on this point; using the examples of schizophrenia and bipolar disorder he

concludes:

'In this chapter | have drawn on a wide range of research. None of the findings we have
considered supports Kraepelin's diagnostic system. Studies of patient’s symptoms, the
role of genes, of the course and outcome of ilinesses over time, and of the response of
symptoms to treatment, all point to similarities between schizophrenia and bipolar
disorder patients, rather than to differences.’ (Bentall 2003 p94)
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The fundamental idea behind this analysis of the DSM-IV system is the proposition that it
is more productive to try and explain and understand the actual experiences and
behaviours of people with mental health problems instead of relying on psychiatric
diagnosis: a so-called ‘iliness ideology’ that defines mental health as ¢concerned with
deviant, maladaptive conditions with organic origin within the individual (Maddux 2002).
Bentall writes from the position of one working with psychotic people, but the distinctions
he makes are valid when relating to disaffected youth. In his view, such experiences and
behaviours can be called complaints, understood as any class of behaviour or
experience that Is singled out as sometime troublesome and therefore worthy of
attention, and symptoms understood as behaviours that are clustered together in order
to make a diagnosis. The important point to be considered here in relation to the
development of effective intervention programmes is that once complaints have been
explained...'there is no ghostly disease remaining that also requires an explanation.

Complaints are all there is.’ (Bentall p141).

The notion of studying complaints and not relying on psychiatric diagnosis is hardly new.
It was anticipated by Adolt Meyer, but is thought to be first clearly articulated by the
British psychologist Donald Bannister in the late 1960s (Bannister 1968) It is not new,
but Bentall is chosen here to represent a swell of contemporary opinion to support
approaches that build on assumptions other than those shared by the DSM, OCD and
so-called medical thinking. Bentall summarises these alternative assumptions in what he
calls a ‘post Kraepelian manifesto’ (p143). Of particular interest to the development of
clear behaviour outcomes that help to form the guiding principles of the AGI intervention
in youth disaffection is the emphasis in this manifesto on the social. Bentall urges us to
consider complaints as endpoints of developmental pathways, which are determined in
part by environmental processes. Further, that there is an aetiological role of social and
biological factors in the mechanisms of psychological disturbance.

The persistence of the DSM paradigm in the face of considerable negative evidence
reflects that difficulty in finding an altemative. Bentall is doubtful about the chances of

doing so:
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“Although we cannot entirely exclude the possibility that a future Linnaeus of psychiatry
will achieve what others have so far been unable to accomplish, | am sceptical whether
any new system will succeed where Kraepelin’s has failed.” (Bentall p141)

The critique of DSM thinking has benefits for the development of the intervention models
used in the AGI study and outlined in Chapter 3. it allows the focus of intervention to
move from diagnosis to behaviour and experience. The emphasis on understanding the
actual experiences and behaviours as an alternative model has many attractions for
those concerned with behaviour in school. Firstly, using a social aetiology in preference
to (but not to the exclusion ofj a medical aetiology empowers key social actors to frame
change. Secondly, the notion that the diagnostic entities for treatment are not reliable
means that behaviours need not be framed exclusively by diagnostic category, or by a
deficit model of dysfunction. In other words it opens the door for the development of a
positively framed structure for desired behaviours in youth disaffection. As this challenge
is taken up in Chapter 3, it will be useful to remember that the position of those
responsible for the Action Groupskills Intervention are guided by the insight that over-
reliance on diagnosis can act as a short-cut to a simplistic application of treatment
procedures where the complexity of behaviours demand a fuller account of experience
and the skills-gaps that are being manitest through behaviours.

When the outcome literature is systematically reviewed (Fonagy, Target, Cottrell,
Phillips, & Kurtz 2002; Rutter, Giller, & Hagell 1998), helpful trends in the development of
therapeutic approaches are observed - helpful, that is, to approaches seeking to
compliment DSM thinking. Fonagy isolates trends that are an implicit recognition both of
the proliferation of forms in evidence-based practice, and the inter-relatedness, that is to
say complexity, of disaffected behaviours. The trends are: the developmental framework
and the merging of preventative and treatment approaches, the moderation of the radical
goals of treatment, the decline of generic therapies and emergence of specialist
treatments, multi-component interventions and multidisciplinary work, sensitivity to
contextual effects and individual differences, and finally, user empowerment. These are
trends In outcome-based practice woven through the literature in child and adolescent
treatment, and are evidence first of “...the greater sensitivity to developmental

. considerations in the design and implementation of both physical and psychosocial
treatment strategies, both in terms of coupling physical and psychosocial treatments and
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in linking different treatment modalities (behavioural, cognitive, systemic etc.).” (Fonagy
p393) Secondly there is evidence of increasing awareness of having to consider the
system within which the child functions (the family, the school, the community, etc.),
leading to a “heightened interest in developing packages of interventions for different
people in the dysfunctional system, using different treatment approaches and involving
multiple agencies as service providers. It has also produced increasing concern about
the child’s social interactions and social functioning rather than simply symptomology.”
(Fonagy, Target, Cottrell, Phillips, & Kurtz 2002 p394).

The picture that emerges is remarkable because it emerges from the much maligned
‘medical model': it paints childhood disaffection as having many forms and multiple
causes all needing an account in a coherent and consistent theoretical model that links
different models of ‘pathology’. Behaviours must be understood in the context of the
environment and changes in behaviours should be mirrored by changes in the
environment. In this respect the analysis offered comes close to conventional critiques of
the syndrome model of childhood disturbance that emphasise the constructed nature of
behaviours (see e.g. (Laslett 1983). Academics and practitioners have not been slow to
herald a shift in locus of expertise from physiological psychopathology to developmental
psychopathology, from medical psychology to sociology (Jones 2003). The message to
preventative practitioners is that treating discrete diagnostic categories is a complex
enterprise, and that the extended attention received by the question of what works for
whom has revealed trends in the way this complexity is managed. The trends in
treatment tend to favour heterogeneous approaches based on integrated or pluralistic
understandings of childhood dysfunction proposing systemic change to meet practical
ends. This is good news for practitioners who are led to complex treatments approaches
by the complexity of the presenting behaviours. The intuitive rightness of pluralistic
approaches Is In rare agreement with evidence based literature and it is relatively simple
to extrapolate from these trends to guide eftective preventative practice. Overarching
and pluralistic theoretical frameworks, and as a consequence multi-method systemic
approaches in assessment and treatment will characterise interventions accountable to

the challenge of complexity.

The model that emerges from this argument draws Inspiration from a combination of
biological, systems, cognitive behavioural and psychodynamic perspectives. Evidence
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for studies employing approaches informed by dual frameworks (or tri, or even multi-
framework) is more easily inferred from attitudes than explicitly stated, but it has been
consistently noted in the literature e.g. (Fonagy, Target, Cottrell, Phillips, & Kurtz 2002)
who believes “this approach is a response to the burgeoning research literature on the
naturalistic and experimental treatment outcome of childhood mental disorder”’ ,going on
to say that “...a quarter of a century’s research in developmental psychopathology
confirms the view that specific problems are likely to be the consequence of
heterogeneous causal determinants including the transactional interaction of biological
predisposition with lived experience.” (p394). Psychosocial interventions in particular, but
perhaps also medical interventions are changing their focl in line with an implicit
systemic model where theoretical frameworks are subservient to the higher aim of fully
accounting for the behaviour of the individual within the environment. What is exciting in
tself, but of particular importance to this study of the effects of therapeutic groupwork in
schoolchildren, is that adhering to the precepts of a particular framework (e.g.
psychodynamics) is less important than effecting lasting change in the individual, and to
the end of effecting change, frameworks can be modified and enlarged. The change is
perhaps clearest in the evolution of behavioural treatments. These have moved from an
approach firmly rooted in positivistic leaming theory that denied the importance of all
processes beyond those entailed In classic and operant conditioning, to an orientation
that, at least Implicitly “... recognises the importance of the child’s and parent's feelings
and thoughts (emotions and cognitions) as determinants of behaviour. This shift has
quickly led to a broadening of CBT interventions to include disorders that are principally
affective in nature (e.g. depression). More important in our view, among clinicians within
this orientation there is increased concern with the emotional environment of the child.”
(Fonagy, 2002 p396), and sometimes does so explicitly; (Howard & Kendall 1996;

Meichenbaum 1997).

Consideration of the experience and genesis of emotions, as distinct from the role they
play In social conditioning goes against the founding principles of behaviourism and
Includes communication patterns in the family (Gottman, Katz, & Hooven 1997), which
have thus far been of predominant concern of family therapists. The example set by the
theoretical mobility of behaviourism is echoed increasingly in other theoretical
approaches. In his consideration of the future of adolescent psychotherapy groups,
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Macl.ennan reflects on the increased development of short-term problem-focused
groups and the use of cognitive behavioural approaches to treatment:

“Ithis] has been accompanied by the increase in structured groups, which include
behavioural reward systems, role-playing and journaling, the use of well-defined
contracts and the development of a broad range of structured materials, games and
manuals related to specific problems”. (MacLennan, 2000 p70)

The author goes on to express reservations about the efficacy of short-term groups
using structured cognitive behavioural methods and focused on a limited range of skills
or problems, but the principle of incorporating theoretical approaches that might be
considered inimical into programmes evaluated for comparative effectiveness has

already been accepted.

This characterisation of the literature presents trends in practice that use the outcome
research to quide interventions to meet general problems to do with personality, social
conditions, emotional experience and way of life in the target group. These interventions
are guided by the nature, severity and individual character of the problems encountered
and may well borrow techniques across theoretical frameworks. The ‘borrowing’ that
takes place applies to most target groups, but for reasons discussed above is
particularly relevant to at-risk populations.

Practitioners and theorists have looked at these trends to reflect on the priorities and
guiding principles of the content of intervention (what to do when?). In doing so there is
an acknowledged need to bring order to those areas where treatment frameworks
compete rather than complement each other. There is a feeling that too often school
interventions are missing the components necessary for making accurate interpretations
of the intervention outcomes (Lane, Umbreit, & Beebe-Frankenberger 1999), and that to
be more successful, the content might be organised around overarching themes. There
is surprising commonality in recognition of the issue (what guides intervention content?)
and the themes used to guide intervention. Recent studies that frame their investigation
In terms of developmental domains such as emotional competence (Denham et al. 2003;
Lengua 2003; Orobio de Castro et al. 2003; Pierrehumbert et al. 2002) play (Leblanc &
Ritchie 2001: Hansen, Meissler, & Ovens 2000), social ability (Adalbjamardottir 1993;
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Camodeca, Goossens, Schuengel, & Terwogt 2003), and attachment (Diamond et al.
2002; Stilwell, Glavin, Kopta, Padgett, & Holt 1997), are orientated around using
intervention approaches directed towards effectiveness in delivering change.

The characteristics of these effective interventions are summarised by (Rotheram-Borus
& Duan 2003) as investigator-driven, theory-based, focussing on changing the target
behaviour and implemented with fidelity over time. These characteristics are echoed in
another highly relevant paper (Lane et al. 2001), that makes the case for social validity,
treatment integrity and generalisation and maintenance to be addressed in designing
effective interventions. These ‘meta themes’ guiding content to effectiveness build an
approach that is rooted in theory, has one eye to the outcome research in as far as itis
useful in quiding the content of interventions, but is orientated towards the individual in
the group and providing real-life outcomes. These themes emerge again as the need to
demonstrate outcome is examined.

Section 1.4: Coping with the Need to Demonstrate Outcome

The issue of whether particular treatments for disaftected and disturbed children actually
works is not a new one for practitioners seeking to alleviate the distress caused by the
symptoms of disturbance. What has changed over the years Is the nature of the
evidence deemed acceptable in demonstrating the effectiveness of treatment
approaches. The current zeitgeist in this area is can be characterised by the rise in
‘evidence-based practice’ which is “... at its core all approach to knowledge and a
strategy for improving performance outcomes” (Alvarez & Ollendick 2003). Evidence
based practice is not wedded to any one theoretical persuasion or orientation, but holds
that treatments of all characters need to be based on objective and scientifically credible

evidence.

The credibility of some treatments has received some considerable damage in the past,
as the evidence for effectiveness has been assessed. Famously (Eysenck 1952) and
(Levitt 1957) concluded that psychotherapy and child psychotherapy were no more
effective than the simple passage of time. In response the professional community
developed methodologies more amenable to outcome assessment resulting in over
1500 studies (Durlak et al. 1995; Kazdin 2000) and major meta-analyses examining the
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effects of child psychotherapy (Casey & Berman 1985; Kazdin et al. 1990; Weisz et al.
1087; Weisz et al. 1995). The example of psychotherapy in expanding and developing a
credible evidence base is echoed by the majority of theoretical perspectives and has
resulted in the current movement in evidence-based practice. One of the most recent
reviews in this area define empirically supported treatments as those being “shown to be
superior to a psychological placebo, pill or another treatment ....in addition effects
supporting a well-established treatment should be demonstrated by at least two different
investigatory teams” (Ollendick & King 2004 p5). The same review holds that
scientifically credible evidence will be evidence ‘obtained from randomized clinical trials
(RCTs)'. In a RCT, children with a specific presenting problem are randomly assigned to
one treatment or another, or to some control condition, such as a waiting list, or
attention-placebo condition. This review expresses the received wisdom about
controlled trials that ‘although such a design is not failsafe, it appears to be the best
strategy for ruling out biases and expectations (on the part of both the child and the
therapist), that can result in misleading research findings’ (Ollendick & King 2004 p4). In
this matter there is agreement with other major reviews seeking to define effective
practice. For example, Fonagy sets out his list of inclusion criteria for studies

“(1) group design involving random assignment, (2) well-documented treatment
procedures, (3) uniform therapist training, or clear manualisation of the protocol for
administering medication and evidence of adherence, (4) clinically referred samples of
treatment candidates, (5) outcome assessment, including at least two outcome levels
(e.g., level of symptoms, adaptation, mechanisms, transactions or service utilisation), (6)
tests of clinical significance, (7) assessment of long term outcome (follow-up of greater
than 6 months)” (Fonagy, Target, Cotirell, Phillips, & Kurtz 2002 p38).

There are however some reported difficulties in using the RCT as the central arbiter of
evidence-based practice; namely that “only 7.4% of studies in child and adolescent
mental health met [the criterion of] rigorous randomisation” (Fonagy, Target, Cottrell,
Phillips, & Kurtz 2002 p38). If the evidence-based movement is to be based on 7.4% of
studies then it could more accurately be described as a cult than a movement, the real
movement being in the character of the remaining 82.6% of studies. A pragmatic

approach to this practical difficulty in establishing a revolution with patchy numbers for
Inclusion Is to adopt a hlerarchy of evidence (e.g. Clarke & Oxman 1999), that allows

31



rigour to be preserved at the same time as admitting more evidence for analysis. There
are, however, other philosophical problems with the RCT, as brought out in the debate
about the desirability and utility of RCTs for obtaining “reasonable evidence” (Persons &
Silberschatz 1998). And while it is still possible in the face of such reservations about the
RCT to make a strong case for accepting that such trials are well suited for establishing
initial efficacy (Ollendick & King 2004), there is an imperative need to demonstrate the
transportability of the treatment to practice settings and their effectiveness in the ‘real-
world’.

It will be helpful to distinguish at this point between the methods considered acceptable
for generating outcome and the question of what is ‘outcome’? As far as the question
about method is concerned it is right to be wary of the pre-occupation with randomised
controlled trials that exists in the literature. At the same time it is right to be cautious of
those who disown generalisability but are less clear about what stands in its place
(Salmon 2003). The Cochrane Reviewers Handbook (Clarke & Oxman 1999) sets out
broad categories of method in a hierarchy to distinguish studies according to their
susceptibility to bias: (i) randomised controlled trials; (ib) systematic reviews and meta
analyses; (ii) other trials: a controlled trial without randomisation, a quasi experiment, or
a failed randomisation; (iib) experimental single case designs; (iii) cohort studies
preferably from more than one centre ( a cohort allocates by exposure to treatments and
looks for differences in outcomes); (iv) case control (retrospective) studies (allocates by
outcome and looks for difference of exposure - in terms of treatment; (v) large
differences reported in comparisons between times and/or places, with or without
Interventions; (vi) opinions of respected authorties based on clinical experience,
descriptive studies, uncontrolled studies, and reports of expert committees.

In order to have a claim to demonstrate outcome, studies must have a sensitive design
for evaluation that is persuasive to the target audiences and must therefore take steps to
eliminate bias from their reports while being realistic and open about the bias still
remaining. To define good outcome as performance in a controlled trial is not the
intention of evidence-based practice, but in order for outcome to considered seriously
researchers are expected to follows rules that make their task difficult and distinguish
social science from journalism. It is inescapable that research is judged against the
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conventions of discipline even when acknowledged that the level of discipline is judged
for its own sake (Salmon 2003).

Aside from the questions of method in the need to demonstrate outcome there is a need
to be clear about what is “outcome”™? Or whose outcome is it anyway? Fonagy draws our
attention to the tendency to regard child mental health outcomes in absolute terms,
when fundamental questions with practical implications are rarely asked: “...when is the
preservation of the family unit a positive outcome, or, rather, for whom is that outcome
positive — the child, the parents, the clinician, or the purchaser who would be required to
fund alternative care? What if the outcomes diverge — if what is optimal for the child is
less favourable to other members of the family or to the service provider? We should be
aware of the adage: ‘In many instances the most cost-effective intervention is to do
nothing.”(Fonagy, Target, Cottrell, Phillips, & Kurtz 2002 p4). The question of ‘for whom
the outcome is a positive one?’ is exacerbated by the divergent view of the participants
of the nature and severity of the condition; even at the level of symptoms, teachers,
mothers, and fathers appear to share little agreement (10% of variance) concerning their
perceptions of Internalising symptoms (Achenbach 1995). With this in mind, establishing
agreement conceming good outcome looks challenging. Even with the outcome between
participants agreed can there be a valid concept of good outcome across cultures and
ethnic groups?

Psychotherapy apparently short-circuits the culturally constructed nature of ‘good
outcome’ through the emphasis on the achievement of selfhood through the separation-
individuation process (Mahler 1971) as one of the cornerstones of psychotherapeutic
intervention. And yet is it not correct that the emphasis on individual achievements in
Westem culture is excessive, and that the appropriate submission to the goals of the
family and community may be a better indicator of healthy adaptation (Lasch 1978)7?
Interventions ought to be consonant with the subjective culture of the ethnic group to
which they are applied, and the instruments used should be able to integrate cultural
meanings with the pertinent scientific categories, but are these concerns consistently
referenced In the growing literature of the evidence-based movement?

Against these concerns it is easy to hear the voice raised with impatience: ‘but surely
common sense will prevail and good outcome will be demonstrated by a reduction in
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symptoms?’ Objective suffering should be able to give us the immoveable point from
which to judge good outcome. But even here it is not so simple: even overlooking the
fact that objective suffering is inferred from reported data and questionnaires i.e. is
unavoidably secondary, the developmental framework that has emerged to dominate
child psychiatry and psychology (Cicchetti & Toth 1995), implies that the symptoms
cannot be considered the sole, or even the most important, criterion of treatment
effectiveness. Fonagy puts it well when he says: ‘if psychlatric disorder is not just the
end result of a series of interactions of biological, social and psychological
characteristics across time, but is itself part of a complex transactional causal chain,
good outcome might sometimes be an increase rather than a decrease in
symptomology’ (Fonagy, Target, Cottrell, Phillips, & Kurtz 2002 p5). These points are
raised not to denigrate the need for outcome, nor to cast a slight on the evidence-based
movement, but to demonstrate that evidence is not absolute. Inevitably its significance is
determined by the cultural context that demanded it and gives it meaning. With this in
mind it becomes essential to consider evidence from within this relativist framework.

Section 1.5: Analysing the Evidence of Research Programmes.

The discussion in sections 1.1, 1.2, 1.3 and 1.4 has set out the theoretical case for
components to be included in an effective intervention with disaffected youth. The

components can be summarised as:

Issues of Scale
» A targeted prevention focus
» A group intervention approach
> A non-clinic, real-world setting

Issues of Complexity
» A systemic understanding of disaffection (the contributing role of the

environment)
> Intervention method based on an integrative analysis of disaffection

» Content that reflects ‘meta-themes’ of effectiveness

34



Issues of Outcome
» Rigour in methodology and commitment to outcome
» Qutcome measures from multiple viewpoints

> Awareness of cultural determination in issues of outcome

These components are considered to be important in delivering an effective intervention,
and in this section they are used to structure an examination of the outcome literature in
tha area of disturbance. Studies relevant to the issues above are examined in an order
that is roughly based on the order of components above, but because studies have been
sought for their ability to combine a number of components the discussion quickly moves
to detailed examination of central studies that cross over between components. The
purpose of this exercise is to demonstrate the good sense of designing an intervention
like the AGI study by referring to similar studies containing some of the same
components that have provided positive outcomes.

>

The first sub-section 1.5.1 deals with the prevention component: this being the
first distinctive component identified as important in effective interventions. The
evidence supporting targeted prevention is placed in the context of published
prevention studies with a wider focus. Key studies are highlighted that look for a
good example of this component together with other components.

The second sub-section 1.5.2 deals with the non-clinic setting and group
component: looking particularly at interventions active in the school setting. Key
studies are highlighted that are good examples of this component together with
other components.

The third sub-section 1.5.3 deals with the complexity component: comparing
outcomes from contrasting theoretical frameworks. Key studies that provide
comparative data are highlighted as good examples of this component together
with other components.

The fourth sub-section 1.5.4 begins with a table to illustrate how the highlighted
studies satisfy the desired components. A more detailed examination of these

key studies is offered.
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1.5.1: the prevention component
As reported above, targeted prevention approaches are rare in outcome literature,

mainly because of the problems in demonstrating outcome in sub-clinical samples.
Because targeted, or secondary, prevention is framed by the wider notion of primary
prevention, it is reasonable to consider the effectiveness of these wider programmes in
order to support the case for the targeted prevention approaches, where the literature is
a little thinner. Primary prevention has a long and distinguished history in America
through the Headstart Program. McKey et al presents a meta-analysis evaluation of the
programme initiated in the 1960s with young children living in disadvantaged
circumstances in which immediate effect sizes relating to cognitive aptitude and social
behaviour are in the order of half a standard deviation (McKey et al. 1985). Although
these are seen to tail off at the 3 year + follow-up point, effects are still present. Lazar
and colleagues were able to demonstrate the effectiveness of the more intensive and
well-documented controlled interventions in the Headstart programme by way of
synthesis of 12 studies (Lazar & Darlington 1982).

The findings strongly suggest that, compared to controls, those children who attended
programmes were less likely to be referred to special classes or to repeat grades and
although the 1Q gains tended not to persist, there were longer-term benefits in social
functioning. The High/Scope Perry pre-school study stands out with respect to its focus
on high risk families, the quality of its programme, a low attrition rate and the length of its
follow-up to 27 (Schweinhart 1999; Schweinhart & Barnes 1993; Weikart & Schweinhart
1992) The longitudinal sample consists of 123 aged 3 and 4 years old identified by
survey and included because their families lived in poverty (as assessed by parents’
years of schooling and employment status) and because the children scored low on
intelligence tests given at age 3. The internal validity of the study rests on the random
assignment to groups: a pre-school group receiving developmentally appropriate
curriculum devised and delivered by teachers and a no pre-school group. The pre-school
group met weekday mornings for 30 weeks, during which time the teachers made a
weekly visit to the home, working with parents for 90 minutes on supporting and
modelling the intervention made in the pre-school environment. The children were
assessed through parent interview, annual intelligence tests, annual achievement tests,
annual teacher ratings, participant interviews and police & social services records
information collected at age 19. The findings reported are those whose probability of
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chance occurrence is less than p=0.05, and the pre-school group consistently
outperformed the no-pre-school group on intelligence tests up to the age of 7, but
showed no difference from then on. Achievement T-scores showed no difference
between the groups until scores taken at 14 and 19, when the pre-school group
outperformed in literacy and subscales relating to health knowledge. Employment,
involvement in misconduct and police arrests distinguished the groups in favour of the
pre-school group. In an exercise to demonstrate the worth of this programme in
economic terms, it was calculated that for every dollar invested, the taxpayer received a
return of $5.95, in reduced costs for special education, crime costs and welfare
payments.

The Perry Preschool project provides persuasive evidence of the effectiveness of a
substantial intervention in the pre-school years. The findings are hard evidence in that
they do not allow conclusions to be drawn about the nature of disturbance and the
natural history of its development, but rather point towards outcomes in activities likely to
be undertaken. The small size of the sample and the conservative nature of the
statistical test allows the finding of significance to point to an effective intervention. The
intervention itself is of significant length and complexity to be costly, a criticism
anticipated by the cost-benefit calculation, a luxury afforded by the cohesiveness of the
experimental design and the low attrition rate. These findings are broadly echoed in a
meta-analytic review of primary prevention mental health programmes for children and
adolescents conducted by Dudak: (Durlak & Wells 1997). 177 programmes are reviewed
using meta-analysis and found to provide empirical support for practice. In practical
terms the average participant in a primary prevention programme surpasses the
performance of between 59% to 82% of those in a contro! group, and outcomes reflect
an 8% to 46% difference In success rates favouring prevention groups. In an earlier
review Yoshikawa found successful primary delinquency prevention achieved through
early family support and education appears to have a number of common factors
(Yoshikawa 1994). Programmes that achieved long-term reductions in antisocial
behaviour and delinquency also addressed multiple risk factors in families where
children were between the ages 0 = 5. The Perry Pre-School Project, The Syracuse
Family Development Research Project (Lally, Mangione, Honig, & Wittner 1988) and the
Yale Child Welfare Project (Seitz, Rosenbaum, & Apfel 1985) all had effects on muitiple
risks, an ecological multiple setting design and a length of at least 2 years.
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Primary prevention programmes can be effective but also by necessity are expensive
and broad In application. They must include children not at-risk and the interventions
themselves must be benign enough to be acceptable to all children and their caregivers.
The sensitivity of the Headstart programme to criticism on the basis of economics,
evidenced by the analysis of cost-benefit, is an example of how prevention programmes
like this must justify their complexity and expense (...and like all complex programmes
justifying themselves through simplistic cost-benefit analysis, they warrant a little
scepticism). The categorical data of these programmes is non-parametric and although
the hard evidence of the outcomes Is attractive, and indeed a strength of the
programme, the more subtle analyses about the nature and development of anti-social
behaviour are lost. The statistical significance is derived from comparison of intervention
and control groups (i.e. the intervention Iis more differentially effective than the control)
but ANOVA analysis to see where the difference occurs across time and condition is not
applicable because of the nature of the data. The main problem with this Is the specific
effect of the intervention is not identifiable: it is only inferred through reference to
categorical data (who Is in work, who is out of care etc). Therefore replication in other
situations and cultures becomes difficult because specific problems are difficult to
anticipate and because of the expense of the project, the risks become prohibitive.

Key Studies:

Focussing the intervention on children screened and identified as at-risk resolves some
of these difficulties. Intervening at the early onset of anti-social behaviour is categorised
according to the criteria above as secondary prevention, and typically operates as
follows. A particular population is screened or evaluated in some way and criteria are
used to target some for intervention, which follows quickly after the collection of more
information confirming the nature of the children’s difficulties. The intent of secondary
prevention Is to help children with sub-clinical problems so that they avoid developing
full-blown disorders. It is believed that the earlier the intervention occurs, the greater the
likelihood of success. In other words, it makes sense to intervene when problems are
just beginning rather than wait for them to intensify over time. One of the largest in scale
Is the Primary Mental Health Project (PMHP) begun by Cowen in 1957 (Cowen,
Hightower, Pedro-Carroll, Work, Wyman, & Haffey 1996). So called because of its focus
on the primary school years and not because it is a primary prevention project, the
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PMHP offers non-behavioural treatment to children who have Internalising or
Externalising problems as well as learning difficulties. A more thorough and convincing
study has been published by Reynolds and distinguished by methodology and relevant
outcome data (Reynolds & Robertson 2003). This study receives detailed consideration

below.

1.5.2: the non-clinic setting and group intervention componen

The importance of non-clinic settings for interventions has been made above and can be
summarised as follows:

)

i)

lii)

v)

Many children and their families who suffer psychological distress are reluctant to
attend a clinic. This will be particularly so in those cases where behaviours are a
cause for concem but considered to be at a sub-clinical level. The reluctance to
submit to the stigmatisation of clinical referral will impede preventative
interventions In a clinical setting.

The problem may be relatively straightforward and the mobilisation of the full
range of expertise of the clinic base not needed.

In recent years there has been enormous change in the policies and practices of
social agencies for children, principally education and social services agencies in
response to new demands such as the extent and effects of child abuse
alongside changes in social pressures and political outlook.

Children’s behaviour Is very much determined by the environment they are in at
the time. That behaviour and emotion arise within a social context is
demonstrated by numerous studies e.g. (Jones 2003). If feelings are detached
from the ecological setting, much of the potential for effective intervention may be
thrown away.

In addition, the results of treatment may be situation specific, examples of
successful treatment that have not generalised to environments other than that in
which the treatment took place are not rare. A partial answer is to take the
treatment to the environment, be it home or school where the problem is

manifest.

These statements of good sense are supported by lack of comprehensive evidence from
clinic treatment outcomes (Sourander & Piha 1998), (Grizenko 1997) and solid long-term
data from parenting programmes In the community (Lally, Mangione, Honig, & Wittner
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1988), and more focussed work in the clinic setting but of a non-traditional nature
(Patterson, Reid, & Dishion 1992; Webster-Stratton, Reid, & Hammond 2001). Whereas
the non-ecological setting of the clinic may add validity and reliability to short-term
treatment gains, the limits it imposes in terms of long-term gains and generalisation of
gains subject it to some of the same ambiguous findings of more traditional clinic-based
treatments. Interventions In the school setting enjoy the uniqueness of setting and
socialising environment that translates well into cross-contextual gains over time
(Lochman 1992; Kolvin, Garside, Nicol, Macmillan, Wolstenholme, & Leitch 1981). Other

effective interventions in non-clinical settings include that of Kataoka, Stein, Jaycox,
Wong, Escudero, Tu, Zaragoza, & Fink (2003) and it is noted that there are fewer
preventative interventions located in non-clinic settings than might be expected
considering the numbers of participants involved and the logistical difficulties in ensuring
attendance at clinic-based sessions (Reynolds & Robertson 2003).

The importance of the school environment has been highlighted in section 1.2. As
mentioned there, schools-based outcome research is a little patchy, but good studies do
exist. For example, Durlak drew conclusions about the efficacy of school-based
prevention programmes (Durlak 1995). Relying upon meta-analysis of 130 controlled
outcome studies published and unpublished, appearing before 1991(Durlak & Wells
1994), he reported that programmes targeting Externalising problems achieved the
highest effects (mean ES = 0.72), while the most common Internalising problems of
anxiety and depression, appear amenable to early intervention (mean ES = 0.49).
Although the effects for children with academic problems and poor peer relations are
more modest (ESs of 0.26 and 0.30 respectively), each of these dimensions is predictive
of later adjustment so that even modest changes on these indices ¢an have some

preventative effect.

Kolvin screened 4300 children in the North of England to select 600 ‘at-risk’ children
showing signs of having social or psychiatric disturbance or leaming problems (Kolvin,
Garside, Nicol, Macmillan, Wolstenholme, & Leitch 1981). Predicting that there would be
differences in the Impact on at-risk behaviours between four comparable groups of
children who had recelved different types of treatment or no treatment at all, the team
found statistical differences between no-intervention and intervention groups, and
differences between the types of intervention on offer (see below). All of these
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interventions were school-based and there was evidence of cross-contextual gains, in
addition, treatment effectiveness showed an increase with time (p305). Lochman and his
colleagues reported that a cognitive-behavioural programme was more effective
amongst boys Identified as aggressive by schoolteachers than either goal-setting alone
or no treatment in reducing disruptive aggressive off-task behaviour in the classroom
(Curry, Wells, Lochman, Craighead, & Nagy 2003; Dunn, Lochman, & Colder 1997). The
addition of goal-setting to the cognitive-behavioural intervention resulted in greater
reduction than the cognitive intervention alone (Lochman 1992). Another recent study
found significant treatment effects at a 24 month follow-up for groups of children
assigned to a school-based treatment group or a monitoring group (Dadds et al. 1999).
This study evaluated the long-term effects of a combined child and parent focussed
intervention for prevention and early intervention for anxiety problems. A devised scale
of diagnostic ratings alongside a ratings of change scale were administered by clinicians
unaware of treatment status in a telephone interview with parents at 6 months, 12
months and 24 months. The resulting diagnostic severity ratings of the clinician were
used to determine percentages of children in each treatment group meeting criteria for
anxiety disorder (DSM-1V) and the parent rating of change used with a separate clinician
rating of change to generate comparison data sutitable for a multivariate analysis of
variance. The MANOVA evidenced a treatment effect at the 24-month stage that was not
present at the 12-month follow-up. The categorical data found differences between
groups in rates of diagnosis emerge at 6-month, converge at 12 months and re-appear
at 24 months. The obvious methodological problems with the study are the validity and
reliability of the devised scales used, the fact that a clinician is making a judgement in
rating children based on a telephone conversation with a parent who cannot be
treatment status blind, and conclusions about the effectiveness of the intervention are
made without supporting evidence from either parental questionnaire or self-report, or
teacher report. Other major studies include the Montreal Longitudinal-Experimental
Study (Tremblay & Craig 1990) focussing on high-risk children over a period of two
years, and the Fast Track intervention model developed by the Conduct Problems
Prevention Research Group (Conduct Problems Prevention Research Group 2002a).
The Fast Track program is a largely successful attempt to apply a developmental
analysis of anti-soclal behaviour to at-risk children in a combined parenting and school

intervention. This multi-component, multi-site program Is designed to identify high-risk
children prior to entry into Year | of their schooling (4 years old) and address the major
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deficits that lead to school failure by intervening with the child, the family and in the
classroom. In this way positive outcomes from parenting and school programmes may

be combined.

1.5.3: Th mplexity Componen

Finding programmes of intervention that combine the three core criteria of prevention,
real-world and group is a challenge, but finding programmes that combine the core
criteria with those of systemic, pan-theoretical, developmental and multiple domain is
extremely difficult. There are good studies preventatively orientated, using group
approaches in real-world settings (Saltzman, Steinberg, Layne, Aisenberg, & Pynoos
2001), but it is unclear whether the content of the intervention corresponds to the criteria
thrown up by the consideration of complexity above. This could show a gap in the
literature that this study seeks in a small way to fill, but it is more likely that the trend in
the literature of outcome studies is just that, a trend, and examples are difficult to find
because this characterisation of intervention theory is only just emerging. That s to say,
the content of effective Interventions may well adhere to a theoretical formulation like
that proposed above, but because of the novelty, is not expressed in that way.
Rotheram-Borus found that although supposedly all eftective interventions are theory-
based, often the theories are not as comprehensive as the programmes, and are likely to
be silent as to the processes by which change occurs. “Many efficacious interventions
are more comprehensive than their underlying theories would lead us to expect. To
maximise the probability of successful intervention results, many efficacious program
activities are usually broader than the theory dictates” (Rotheram-Borus & Duan 2003).
Three examples are given by Rotheram-Borus where the treatment outcomes outstrip
those predicted by the treatment theory framework, indeed could not be expected if the
treatment framework is adhered to strictly. This supports the analysis above where
behavioural approaches were found to be ‘borrowing’ from other frameworks in order to
enhance intervention results and is used here to point to the potential prevalence of
programme content delivered in agreement with the cnteria of complexity, despite there
being little record of the theoretical base reported. This discrepancy between written
account of theory and Intervention practice is a grave omission, “,..dissemination of
efficacious interventions Into real world settings may be hampered by inclusion of many
activities, techniques, and strategies that go far beyond their underlying theorles.
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Greater correspondence between intervention theory and program activities appears to
be warranted to mitigate this barrier’ (Rotheram-Borus & Duan 2003 p518).

As the literature is reviewed from the point of view of treatment framework, it is worth
bearing the points raised above in mind. There is no shortage of evidence for most
treatment approaches, and recent reviews have looked at the question of what works for
whom In some detail. The difficulty is in quantifying the cross-over between the stated
treatment approach and supplementary techniques from other disciplines used in
practice. Furthermore, there is the task of teasing out the effective elements from the
resulting practice (Lane, Beebe-Frankenberger, Lambros, & Pierson 2001). What follows
is a close look at the evidence from a few studies that use a particular framework as
their starting point, followed by an analysis of how converging techniques from different
treatment frameworks cross over to confound treatment comparison.

For example, the Fonagy review (Fonagy, Target, Cottrell, Phillips, & Kurtz 2002) found
evidence to support cognitive-behavioural interventions among all groups, behavioural
interventions with types of anxiety disorder, and family interventions with disruptive
children, even where cognitive-behavioural interventions have failed. This review
presents little evidence for the effectiveness of psychotherapies, except with more
generalised anxiety (p300ff), but reserves favourable comment for multi-modal school-
based interventions across types of disorders (p315-319). These findings could be more
representative of the biases in publication than the comparative effect of intervention
approach. However, a recent study using a randomised control design and
methodological rigour confirmed the ineffectiveness of traditional child psychotherapy
(Weiss, Catron, Harris, & Phung 1999).

Ollendick and King (2004) made an evaluation of their previous review of empirically
supported treatments for children with phobic and anxiety disorders and arrived at more
specific conclusions about efficacy (Ollendick & King 1998). This review addresses the
following procedures: systematic desensitisation, emotive imagery, modelling, reinforced
practice, verbal self-instruction, cognitive-behavioural interventions and integrated
cognitive-behavioural plus family-based procedures. This review asserts that “...firm

empirical support for other approaches Is lacking” (2004 p9), a conclusion consistent
with meta-analyses of 108 treatments between 1970 and 1985 (Weisz, Weiss, Alicke, &
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Klotz 1987). A more recent meta-analytic review of 150 studies published between 1967
and 1993, (Weiss & Weisz 1995;Weisz, Weiss, Han, Granger, & Morton 1995)
concluded that behavioural treatments were more effective than non-behavioural
treatments regardless of child age, therapist experience, or treated problem. However,
the Ollendick review finds only participant modelling and reinforced practice to enjoy
well-established status for treating childhood fears and phobias, whereas for anxiety
disorders no treatment Is well-established (Ollendick & King 2004 p9). This is hardly
encouraging if other treatments are ineffective as Is claimed. The limited scope of this
review might well be questioned as well as the cniteria upon which the studies were
compared. It Is not clear whether sufficient care has been taken in this review to
standardise outcome data, and no mention is made of effect size. Instead the analyses
appear to depend on categorical comparisons.

Despite the limitations of these reviews it does serve to illustrate the difficulty in
establishing the effectiveness of any particular approach, something echoed in a
controlled trial of a brief cognitive-behavioural intervention with depressed adolescents
(Wood, Harrington, & Moore 1896). This study randomised 53 child and adolescent
psychiatric patients with depressive disorders to a brief cognitive behaviour therapy
(CBT) or a control treatment consisting of relaxation training. The treatment phase of the
trial consisted of 5 —8 sessions, and post-treatment assessments showed a clear
advantage of CBT over relaxation on measures of both depression and overall outcome.
However there were no significant differences between the treatments on co-morbid
anxiety and conduct symptoms. At follow-up, the differences between the groups were
reduced, partly due to a high relapse rate in the CBT group and parly because the
relaxation group continued to recover. This study, although small in scale has

methodological rigour and a good design.

" The findings point to the potential ambiguity behind the common assertion of the
superiority of cognitive-behavioural treatment approaches over all others. Cognitive
methods will be effective with certain groups at certain stages of their symptomology in
certain settings. For example Lochman conducted a cognitive-behavioural intervention
with aggressive boys in a school setting that had positive effects persisting at a 3-year
follow-up (Lochman 1992). The design for this study used two no-intervention control
groups; an untreated aggressive group and a non-aggressive group to compare with an
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intervention group consisting of aggressive boys in an anger coping programme. The
programme ran weekly for 12-18 weekly sessions lasting an hour and involved children
in the formation of a group culture with agreed norms of behaviour along with content
focussing on the development of control mechanisms for anger triggers explored in a
variety of simulated situations. Children were assessed using a mixture of interview,
standardised self-report and observation procedures at a follow-up point of three years.
The intervention effects were tested using multivariate analysis of covariance with the
five standardised summary scores from self-report and the independent variable as
condition. A significant MANCOVA condition effect was found, /10,230)=3.35, p<0.001.
Further univariate ANOVAs on the five summary scores indicated that the untreated
aggressive group had significantly more negative outcomes than the non-aggressive
boys, whereas the Anger Control treatment group was not significantly different from the
non-aggressive group.

This study indicates that a cognitive behavioural intervention with aggressive boys can
produce long-lasting effects in certain areas of their functioning. The persuasive grounds
for accepting the effectiveness of this programme will include the socialising effect of the
school environment in which the intervention took place, something not emphasised in
the paper. Also there Is an important socialising effect present in the creation of a
cohesive group, regardiess of treatment approach. Support for the group approach is
found in a study evaluating cognitive-behavioural treatments for childhood anxiety
disorders: (Barrett, Healy-Farrell, & March 2004). Children fulfilling diagnostic criteria for
separation anxiety, overanxious disorder or social phobia were randomly allocated to 3
treatment conditions: 2 group cognitive-behavioural conditions, and a waiting list
condition. The children were assessed at post-treatment and at a 12-month follow-up as
to whether they fulfilled the same diagnostic criteria. Results indicated that across
treatment conditions, 64.8% of children no longer fulfilled diagnostic criteria for an
anxiety disorder compared to 25.2% of children on the waiting list.

Randomised control studies including cognitive behavioural approaches with
psychodynamic-Interpersonal therapy are rare. Barkham and colleagues compared the
efficacy of a these approaches in a very brief intervention design (2-plus-1 sessions),
(Barkham et al. 1999). Although this study was conducted with adults and uses a clinical
cut off to obtain a percentage used as an outcome measure, it is worth mentioning, both
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for the comparison it gives between therapeutic approaches, and the contribution it
makes to the literature on brief interventions. According to stratification for severity made
on the Beck Depression Inventory (Beck et al. 1961), improvement rates at the end of
treatment were 67% (stressed), 72% (sub-clinical), and 65% (low-level clinically
depressed) with no significant differences between treatment approach at post-
treatment. A significant advantage was shown for cognitive behavioural intervention at
one-year follow-up.

Of similar interest is the study published in 1995 that examined the hypothesis that the
apparent superiority of behavioural interventions among children is due to di<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>