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Abstract

Many treatments including, diets and medication, have
been documented as successful interventions for treating
hyperactive children diagnosed with Attention Deficit
Disorder (A.D.D.).Because compliance and constant monitoring
are instrumental in these long term interventions, success
is not always the outcome.Furthermore, the A.D.D. child's
behaviour can cause a constant strain on the parents. 2
number of studies have indicated that parents can be helpful
co-therapists in treating their children.Not only does the
.child benefit in this case but, by educating the family on
symptomology and providing education to aid the parents
dealing with a hyperactive child, stress may decline
relieving the tension caused by the interaction of the
hyperactive «c¢child and the family  unit. Studies have
additionally indicated, that parents benefit more from small
group support than from individual counselling.

Individual counselling was provided at a local
children's centre. However, the question of whether or not
group counselling ° was an alternative treatment was
investigated in this study. Two experimental groups, one
comprised of five to six single parents and the other of
five to six two parent couples were compared to the control
group consisting of ©parents who opted for individual
counselling.The children's group was used in conjunction
with the parenting groups. Strategies in the children's
groups were presented at an experiential level
understandable to the children. There was no manipulation of
the children's group.Both prior to and at the end of the six
week program all groups were reguested to complete three
questionnaires; The Conners Behaviour Checklist (1960), The
Achenbach Child Behaviour Checklist (1983) and Barkley's

Home Situation Questionnaire (1980) 1in addition to an
evaluation questionnaire to determine whether changes 1in
hyperactive behaviour resulted. Parental groups wvere

provided information and practice in behaviour modification
through role-playing techniques and group discussions. T-
tests revealed little difference between the control group
and those receiving group counselling. This suggests that
depending on the number of referrals, group counselling
could be somewhat more feasible than individual counselling:
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Introduction
Hyperactivity has become such a predominant childhood
disorder that it 1is almost unnecessary to document it.
Indeed, it has been found 1in both non-psychiatric and
psychiatric children. Frazier and Schneider (1975) described
hyperactive children as restless and disruptive, requiring
continued supervision in order to keep them reasonably calm.
Hyperactivity apparently has caused great <concern to
parents, teachers, practitioners, and therapists, all of
whom recognize the hyperactive as children who cannot
concentrate for long on any one thing, who over react to
external stimuli, and whose aemands result in angry, guilty
parents. Ross and Ross (1976) describe hyperactive children
as those who;
"consistently exhibit high levels of activity in .
situations in which it is clearly inappropriate,
"are unable to inhibit their activity on command,
often appear capable of only one speed of response
and are often characterized by other physiological,

learning and behavioural symptoms and problems."
(p.10)

Now referred to as Attention Deficit Disorder (A.D.D.)
and soon to be referred to as Attention Deficit -Hyperactive
Disorder in the new Diagnostic Symptoms Manual IV, it is
speculated to be the underlying cause of noncompliance in
some children. A study conducted by Susan Campbell (1975)
supported this £fact when it was found that hyperactive
children were more likely to reguest help from their mothers
and refuse to comply than other groups of children. In a

more recent study, Cunningham and Barkley (1979) revealed
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that the most commonly used parent rating scales of
hyperactivity correlate significantly with noncompliance,
while illustrating no significant relationships with
measures of activity level or attention span. It is believed
that parents are responding to this noncompliance when they
seek help. In addressing the need £foxr help, Barkley (1981)
contends that A.D.D.is a develqpmental disorder of early
onset requiring long term observation and interxvention.

The change in the name of the disorder from
hyperactivity to A.D.D. is a reflection of the most recent
assumption that constant mbbility is not the primary symptom
but is secondary to the short attention span and
impulsivity. In light of this, at the Canadian Psychological
Association in 1872, Virginia Douglas postulated that the
major deficiency of hyperactive children was their inability
to stop, look and listen, 1implying that attention 1is the
main discriminant to this.disorder.

This has become apparent in wvarious settings. For
example, in the home, many hyperactive children experience
difficulties that are often evident 1in their constant
inability to complete assigned <chores, to 1listen to
directions, to complete homework assignments, to play for
extended periods of time without supervision or attention
from others, or to watch television at length. Meanwhile,in
the classroom, the child is often disruptive, in constant

motion and difficult to calm down (Whalen and Henker, 1985).
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wWith the above mentioned problems of A.D.D., the
detrimental effects of the disorder are understandable.
Parents often report that their children have no friends or
that they can only relate cooperatively with younger
children (Whalen and Henker, 1985). Whalen and Henker (1985)

further expand on the problems these children have in

ov

socializing with others reporting that 81% of parents
interviewed described their children as disruptive and
annoying. Furthermore, Campbell and Paulauskas (1979) report
that 80-85% of hyperactive children and only 18-30% of
control children were rated high on such behaviours on a
behaviour checklist. Also reported in the Whalen and Henker
(1985) study was the_lack of social skills, which resulted
in deviant behaviours escalating rather than subsiding. A
final aspect to A.D.D. children's peer relations is that the
child's disruptive behaviour often serves as a catalyst,
causing others to Dbehave disruptively also (Whalen and
Henker, 1985). This is especially evident in the classroom
setting.

To further expand on the problems in peer relations with
A.D.D. children, Pelham and Bender (1982) conducted a study
on 587 elementary school children of whom 52 boys and 12
girls were identified as A.D.D.H. by teachers. These
children were evaludated on the ﬁupil Evaluation Inventory
(P.E.I.). Results showed that A.D.D.H. children rated higher
on aggression and withdrawal, and 1lower on 1likeability

illustrating the =reasons £for their segregation from peer
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relations. Indeed, these children frequently maintain their
reputation for difficult behaviour even when exposed to
unfamiliar people. They are sometimes shy, even withdrawn at
ffirst, but once acquainted,their disruptiveness once aéain
surfaces. Paulauskas and Campbell (1379) Ross and Ross
(1982) and Waddell (1984) have also found this behaviour to
increase with age.

Another characteristic of the A.D.D. child's peerx
relations is the predictibility of future problems during
adolescence and adulthcocod (Whalen and Henkexr, 1S85). It
appears that negative socialization 1in early childhood
continues into adulthood thereby increasing the chances of
maladaptive behaviour.

Some final characteristics noted concerning A.D.D.
children were aggression and disobedience as well as
stubborness, daydreaming and regressicn which Smith (1986)
speculated to be a form of defence for these children. In
addition to these various characteristics that have served
to distinguish these children £from their peers, 1s the
lowered self-esteem that they experience. Whalen and Henker
(1985) have reported that although the child maf behave
inappropriately and often gets into trouble,these behaviours
are frequently unintentional. When the child is punished for
something s/he didn't mean to do her/his self-esteem is
reduced.

The hyperactive éhild's problem is not her/his own, it

is shared by the family members. Campbell, Breaux, Ewing,
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and Szumouski (1986, cited in Campbell, Ewing, Breaux and
Szumouski, 1986) found that severe family stress, 1lower
"social status and conflict in the mother-child relationship
by age three were associated with higher scores on
inventories measuring hyperactivity. In 1981 Barkley foqnd a
higher prevalence of hyperactive children in the 1lower
socioeconomic levels reporting one out of four children as
meeting the criterion on the Conner's test (1960). With the
potential effect hyperactivity has on the child's
development to adulthood it is imperative that some type of
intervention be applied to this disorder. Morrison (1980)
supports this suggestion with his finding that
hyperactivity alone does not produce adult antisocial
behaviour but something within the environment which
interacts with the hyperactivity and can lead to deviant
behaviour. Morrison (1980) speculates that failure of
parental control may be one such environmental impetus,
encouraging an already abnormally rambuncious <child to
progress further toward deviant behaviour which will become
a permanent adult characteristic. Smith (1986) has £found
childhood hyperactivity to be an 1indication of adult
alcoholism or behaviour disorders. Furthermore, a 1link
between these hyperactive children and their relatives has
also been postulated; suggesting that a genetic factor may
be involved. Morrison and Stewart (1971) also found that
relatives of'hyperactive children were more likely to suffer

psychiatric illness, and, most frequently, alcoholism, as
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well as a high degree of hysteria and sociopathy. Although
the possibility of a genetic factor has not been ruled out,
the consistent higher ratio of boys to girls with ADDH
certainly indicates the disorder is sex linked (Cunningham,
conference 1987). Other studies cited in Mash and Johnston
(1983) have 1looked into the interaction of family members
and the problem child. What has been found is that the
child's disorder can also be weighing heavily on the family
members. The most common problem in these families 1is the
overload of stress. Mash and Johnston (1983) also cite a
study in which mothers who interacted 1little with their
child did so as a result of experienced stress and
discontent with their parental roles. They concluded that
mothers became controlling and stress-filled as a result of
difficult interactions with their <children although the
experiment showed no directionality of the effects.Webster-
Stratfon (1988) further 1illustrated a connection between
mothers' personal adjustment and their rating of their
hyperactive child's Behaviour.This she attributed to the
mothers perceiving themselves as less competent parents than
the fathers since personal adjustment did not appear to be a
factor influenciné fathers' ratings of their hyperactive
child's behaviour..

Lawton and Coleman (1983) found that parents experience
stress when faced with having to adjust to actual child
rearing responsibilities, particularly when they are

uncertain of what is expected of them. This, coupled with
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the additional factors of A.D.D. can result 1in parents
changing their parenting behaviours and expectations of
their child. Stress at this point could be evident. In a
study by Moos and Moos (1983) it was found that the addition
of a problem child to a -family presents more prolonged
stressful situations.

Furthermore, Humphreys and Ciminero .(1979) found that
children with 1learning disabilities cause more stress to
parents than children with more extensive and obvious
handicaps. The parent can adjust to a visible handicap such
as blindness or mental retardation but the behaviour of
hyperactive children and their attention deficit 1is not
accompanied by physical abnormalities therefore it is
difficult for parents to understand the behaviour problem.
Furthermore, fhe attention deficit is not easily diagnosed
so it becomes even more frustrating when a child who appears
bright and intelligent has such serious difficulties. Mash
and Johnston (1983; cited in Margalit and Heiman, 1986) have
described parents transactions with 1learning disabled
children to be more stressful and less rewarding than 1in
more extensively handicapped children. There is controversy
however, concerning whether or not families of handicapped
children in general experience more stress than families who
have normal chilaien. It 1is sﬁspected that Fhe severity of
the child's handicap 1is positively correlated with the

levels of stress reported by parents.
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From the above it 1is apparent that something must be
done to relieve these children and their £families of the
constant stresses that each member experiences due to the
child's disorder. If left unattended, A.D.D. can continue
into adolescence and even adulthood. The unfortunate effects
can prove a hinderance to the entire family's interactions.

During the 1850s through the 1970s, in answer to the
need for a treatment for A.D.D., experiments were conducted
with hyperactive children to determine a cause and hopefully
a cure. Today there are many proclaimed cures, but none, as
vet, have been found to be a completely effective solution.

Most children are hyperactive £for a combination of
reasons that may or may not be easy to diagnose. For many of
these children there are no orxrganic impairments (Sroufe,
1978). Instead the diagnosis has been derived £from their
behavioural disorganization and immaturity. As a result, it
is suggested that children adopt hyperactive ways of coping
with underlying anxiety and distress. For these children
drugs may not be as effective as for the 10% of the children
who are hyperactive as a result of brain damage. The popular
drug remedy for these 1latter c¢hildren is Ritalin, a
stimulant that paradoxically calms the hyperactive child.
The problem with drug use is that it 1is not always
acceptable to parents and many of them will not continue
administering it to their children. Furthermore, it is also
difficult to regulate since it depends on body weight and

metabolic rate. Sroufe (1978) has explained the procedure
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for drug therapy which starts the child on minimal strength
of medication and then increases the strength gradually
until an unmistakable change in behaviour has been noted,
ie. a more calm, subdued child..-The optimal dosage 1is
between .3 and .5 mg/kg. An 1increase from this dosage
impairs the learning processes. A dosage of .10 mg/kg has an
adverse affect on the short term memory (Cunningham, 1987).

Because of the unknown cause and rather chancy
treatment, parents have relatively 1little success in their
search for a cure for their child. The child's hyperactive
temperament causes more difficulty for parents because it
interferes with the unique interaction between parent and
child. Susan Campbell (1973) reported several studies on the
mother-child interactions of hyperactive children that
demonstrated that these children are 1less compliant, more
attention seeking and more in need of supervision than
normal children. Drugs may provide a temporary relief by
decreasing motor activity and disruptive behaviour,thus
improving the chances for more positive interactions between
mother and child. Furman and Feigner (1973), however, warn
that drugs may only hide the problem and, left uncorrected,
the disruptive behaviour will resurface when drugs are
discontinued.

Some advantages and disadvantages of Ritalin have been
noted. To begin, Ritalin can attribute its popularity to the
child's 1increased accuracy in accomplishing tasks and

reduced unnecessary movements and disruptions. Martin,

Page - 9



Welsh, McKay and Bareuther (1984) further note that
stimulant drugs increased the attention span, decreased
impulsivity and decreased socially maladjusted behaviour.
However these drugs purport to reduce some of the symptoms
of A.D.D., the effects that they have on the <child's
development immediately and in later years have been noted.
Smith (1986) reports depression, anger and deteriorating
self-esteem. Sroufe (1978) reported side effects of loss of
appetite, sleeplessness, sadness and irritability.

While drug therapy provides a relatively simple solution
to hyperactivity, in that it requires 1less work £from both
parent and child than some other interventions, 'Barkley
(1977) postulates that medication has little impact on long
term social, academic or psychological adjustmeht of the
child. Recent research (Frances and Jensen, 1985) suggests
that stimulant medication reduces parental complaints but
that reinforcement for good.behaviour is not provided when
the child behaves properly, thereby hindering the child's
acquisition of more appropriate behaviour.

Other alternatives suggested by numerous studies include
elimination diets, megavitamins, and sugar restrictions. The
Feingold k-p diet (1975) strove to eliminate both natural

‘and artificial foods containing salicylate. However,
evidence regarding whether the diet works has been
relatively inconclusive. Feingold's original success figures
indicated 50% of those involved showed complete.remission,

while 75% improved encugh to discontinue drug therapy
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(1975). In his 1976 article, his figures £for success were
somewhat lower, with’a 30-50% range being reported. Martin,
Welsh, McKay and Bareuther (1984) state that many parents
inquire aboﬁt diet therapy, which can be helpful to some
children but should not be implemented until other forms of
intervention have been ruled out and the physician is
certain of the effect the diet will have on fhe child.
Approximately 10-20% children will respond to a diet. Varley
(1984) has found that megavitamin wusers have an increased
risk of vitamin toxicity, which can 1lead to bone pain,
anorexia, irritability and, in some cases, hepatitis. Arnold
(1984) however found no difference between placebo and
megavitamin therapy. As for the sugar restriction, a study
conducted by Harley (1378) concluded that a sugar
restricting diet resulted in only 1 out of 9 children
showing hyperactive behaviours while the remaining eight
showed no change in behaviours. Further studies by Goyette
et al. (1978) supported these findings when eight of sixteen
hyperactive children who were following the Feingold diet
were given cookles containing additives while the remaining
children were given placebos. The study showed no evidence
of increases in symptoms of hyperactivity within the two
groups. Varley concludes that there is no empirical data
‘base to confirm that é sugar free diet wiil have any
therapeutic effect on hyperactivity. He further postulates

that the diet at least makes the parents feel useful and
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gives them the impression tha% they are doing something for
their child's disorder.

It is comforting to know that there are now more
alternatives available that not only address the behaviour
0of the <child but also 1look to establish more positive
interactions between the child and those around him/her.
Behaviour modification 1is concerned with the behaviours
emitted by these children and the consequences of these
behaviours. Some of the family problems mentioned earlier
‘are not addressed in drug therapy and are therefore left to
dissipate or magnify on theizx own. With behaviour
modification however, these problems are addressed.

During the past fifteen years behaviour therapists have
been looking toward parents as assistants in remediétion for
children with behaviour disorders, such as conduct
disorders, noncompliance and deviant behaviours (Griest,
Forehand, Rogers, Breiner, Furey and Williams, 1982; Helm
and Kozloff, 1986). Authier, Sherrets and Tramontana'(l980)
have attributed this movement, which has emanated £from
various disciplines in the social sciences as the latest,
potentially most powerful agent of primary and secondary
intervention. Parent training has been directed toward
numerous childhood disorders (Authier, Sherrets and
Tramontana, 1980).

Graziano (1977} has suggested that behavicur therapists
are bringing parents 1in as active participants 1in their

child's remediation, because the parents are the people who
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spend the most time interacting with the child. Bradley-
Johnson (1982) contend that intense exposure enables the
‘parents to provide constant intervention rather than the few
hours a week offered by the therapist. Graziano (1977) has
determined that parent training 1is an effective indirect
treatment modality and results in positive changes in the
children's behaviour. By providing the parents with useful
skills they can be taught to combat problem behaviours
themselves which zresults in savings of time and money.
Parenting groups serve as useful devices for reaching
parents.

Painter (1985) has stated two reasons £or parenting
groups. Parents are seen as assets. Parenting groups are
more effective than 1individual therapists 1in providing
support and intervention for parents of problem children.
Second, with changes in society parents need help to adapt
and to improve parent-child relations. Parent groups serve
as a means of disseminating information £from child care
experts, by providing support and information to parents
with particular needs. They are important also in teaching
new skills (Graziano,1977). Parents seek information on how
to improve familial relationships when they are not
satisified with the interactions they are presently sharing
with their children. The main reason for parents seeking
help from parenting groups 1is that new methods are provided

which may combat problems at home.
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Eyberg and Johnson (1974) have found parent training to
be extremely successful, noting that twelve o0f seventeen
families studied demonstrated successful treatment outcome
when multiple training techniques were used. Horton (1984)
notes however, that in many cases the 1level of parental
involvement is a main factor in predicting training success.
Some studies have been £fortunate enough to be able to
include both fathers and mothers in the groups but in most
cases mothers were the primary attenders. Moran (1985) has
investigated the effect of only one parent being trained
compared to both and has found that the effect o0f the
training one parent receives is often passed on to the other
parent. When wives attended a program aimed at decreasing
stress it was found that their husbands also experienced a
reduction in stress as a result of their wives' 1improved
ability *to cope. Furthermore, Griest, Forehand and Wells
(1981) have indicated that the mental state of the parents
influences whether the parents will seek assistance from a
parent training group and whether they will remain with the
intérvention. Griest, Forehand and Wells (13981) as well as
McMahon, Forehand and Griest (1881) cite depression as a
reason for parental attendance 1in parent training groups
and Cunningham (1987 Conference) noted stress as another
factor that increases attendance.

To further support the use of parent training, Pinsker
and Geoffray (1981) found that even unskilled people can

learn behaviour modification techniques and implement them
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after only a short training period and with minimal
professional 1leadership. Behaviour modification techniques
have been found to be qgquite effective. Patterson (1974a;
1974b) and Patterson, Ray and Shaw (1968) report studies in
which parents themSelves carry out the assigned treatment
program with positive outcomes. In many cases parent-
collected data has been verified by observations in the home
supervised by the therapist (Forehand, McMahon 1981).
However, Cagan (1980) notes that merely teaching the parent
behaviour modification without hands-on experience 1in its
use with their children is not as effective, since it fails
to involve the parent with the child in any significant wvay.

Parenting programs are beginning to address many child
behaviour problems. Patterson (1974) -reviewed a study 1in
which seventy-five percent of & group of problem boys
decreased aggressive behaviour up to sixty percent.

Various other aspects of parent training groups have
also been extensively examined. These investigations range
from simply providing information on the child's disoxder in
comparison to use of actual technigues the parents can use
to modify their c¢hild's behaviour (Heifetz, 1977); to
comparisons of group parent training versus individual
parent training in which groups ~were found to enhance
training (Brightman et. al. 1978; Mira, 1970; KXovitz, 1976
citedin Helm and Kozloff, 1986). McMahon, Forehand and
Griest (1981). compared two parenting groups; one dgroup was

taught behaviour modification skills while the other was
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taught, in addition, general principles of social learning.
It was found that mothers recéiving information on general
principles 1in addition to learning speécific skills had a
better perception of the <child's behaviour and wused
techniques more effectively than the mothers from the other
group.

To be successful, interventions must address all family
interactions rather than treating only a few, for both the
parental responses to and expectations of the child's
behaviour must be changed (Miller and Klungness, 1586). As
Barkley (1981) suggests, children affect parents as much as
parents affect children. Parents 1look to parenting groups
for improvement in their relationships with their childzén
and as a means of assisting them in adapting to a child with
behéviouralAproblems. A number of researchers (Furman and
Feighner, 1973; Wiltz and Gordon, 1974; Forehand and McMahon
1981) have advocated the use of parents as‘co—therapists,
using feedback, modelling and instructional materials in the
child's natural environment.

Concern has been expressed about the generalizability of
parent training programs once parents have been trained.
Will they use their technigues on new problem behaviours as
they emerge? Turner (1980) proposes that people learn how to
be parents as they grow up from observing their own parents'
management styles. Therefore parent training groups designed
to address c¢hild management problems can be considered

supplements to, rather than replacements for, the styles ang
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techniques the parents' already use on their children. If
the group training 1is to be an effective intervention,
supplementing existing child ménagement skills, 1t must be
generalizable to inéividual parents in the home. Studies
have shown positive results at follow-up indicating that the
ébility to 1learn new or more effective means of child
management can be generalized from the group training
situation to a practical use in the home (Forehand, Sturgls,
McMahon, Aguar, Green, Wells and Breiner 1973, Patterson and
Fleishman, 1979). Baker, Heifetz and Murphy (1980) £found
that the parenting techniques taught in the parehting groups
were not only maintained at £follow-up but were also
generalized to other behaviours not specifically approached
in the parent behaviour training group. This study
contradicts Johnson and Christensen and Bellamy (1976) who
found no such generalization .

Wells, Griest and Forehand (1980) have criticized parent
training attempts suggesting that training parents as
behaviour therapists does not guarantee that parents will
generalize their training from the behaviour modification
technigues they ‘received in groups to the management of
their own children. Instead, they speculate that changes in
child behaviour may be maintained only as long as parents
continue to use their skills once training has terminated.

Despite the controversies, one of the main advantages of
applying parent-delivered behaviour modification 1is that

parent-child 1interactions as opposed to therapist-child
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interactions allow continuous application of the technique.
Miller and Klungness (1980) noted evidence of this in their
study when, they concluded that parent training in behaviour
management was effective in controlling and reducing high
levels of stealing 1in children and adolescents. Another
étudy by Moran (1985) suppoxrted the belief that not only the
child's behaviour is improved but the family's interactions
were also enhanced.

'In keeping with this view, Forehand, Rogers, Steefe and
Middlebrook (1984) found that the child and parent behaviour
change generalizes from the clinic to the home, from treated
behaviour to new behaviour problens, from the c¢hild
identified as the problem to siblings who were not involved
in treatment, and for as long as at least three and one half
years after treatment has been completed. Furthermore,
behaviour modification techniques have 1lead to improved
behaviour 1in hyperactive children. When applied 1in the
classroom, changes are also evident, although success of the
treatment 1is dependent upon the outcome goal. For example,
Sadler, Syden, Howe and Kaminsky (1976) found improvements
in child behaviour in general but academic performance was
still 1lacking. This they attributed to the fact that no
aspects of the program focused on academic achievement. They
further contend that generalizability 1is dependent on
whether efforts are made within the program and maintained

atter program completion.

Page - 18



Another criticism of group training relates to how the
effectiveness of the training 1is evaluated. In some
instances changes 1in the children's behaviours have been
evaluated by the minimally trained co-therabists rather than
trained therapists. Still other groups based measures solely
on the parehtal perceptions of change as measured by verbal
reports or gquestionnaires (Tramontana, Sherrets and Authler,
1980). In an attempt to remedy this situation therapists
have 1increasingly relied on reports £from parents, teachers
and physicians in addition to their own observations of the
parent-child interaction. This has increased the accuracy of
the assessment since the child 1is rated by a number of
people in different settings which gives a better perception
of the child's behavioural difficulties and possible
improvements.

Despite some shortcomings, parent training is effective
in a remarkably short period of time which commends it's
use. The wuse of traditional 1long-term psychotherapeutic
approaches, on the other hand, could easily result in people
dropping out of therapy because they do not see immediate
change in the parent-child relationship and view the
intervention as too time consuming. Parent training is still
controversial, but as researchers investigate factors
associated with the success or failure of this type of
intervention, more positive outcomes are emerging (Horn,

Ialongo, Popovich and Peradotto, 1987).
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An even more recent intervention in famillies with A.D.D.
children is to assist and supporﬁ the parent training groups
including the hyperactive child in his/her own group running
in conjunction with the parent group, attacking the same
behaviour problems but only on a more experiential level.
This new addition has sprung from combfhing the two most
popular treatment intexventions for treating A.D.D.
children; namely, parent training in behaviour modification,
and instruction in self-contrxrcl techniques for children
with emphasis on problem solving.

The reason for the emergence of both interventions is
the added support each treatment provides the other in the
generalizing and maintenance of new, more appropriate
behaviours. Horn, Ialongo, Popovich and Peradotto (1987)
have found that training parents 1in behaviour management
techniques allows the parents to manage their children on a
more cooperative basis. The children are still allowed a
certain degree of control over thelr environment while
following the demands of their parents.

The need for family effort in addréssing the hyperactive
child's problem 1is apparent, since working with the child
alone does not improve generalization or maintenance of new
problem solving techniques (Horn, Ialongo, Popovich and
Peradatto, 1987). 1In support of this hypothesis, they
suggest that a combined effort by all those involved with
the «child will maximize the benefits of behavioural

modification by providing consistency throughout the child's
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environment in addition to support and guidance through
instruction in self control techniques.

From the above, a numbér of conclusions can be drawn.
First of all, parent training is becoming a more acceptable
method of intervention for a wvariety of problems. The main
philosophy is to help the child, through helping the parent.
Parent training programs have been found successful with a
number of childhood problems; hyperactivity being one of
them.

The basic parent training model focusses on the child as
being the main stressor in the family but fails to provide
the skills, techniques, and strategles needed £for more
effective management of the child. Howev;;, Pugh (1980 cited
in De'Ath, 1982) acknowledges that parents do have skills to
improve their parenting but it is because o¢f external
pressures and demands that they find it difficult to cope.
Well devised groups provide the opportunity for parents to
express their fears, inhibitions and stress without feeling
like failures.

The present study was designed to examine the effect of
the group in providing relief to parents experiencing stress
because of their A.D.D. <child. Since rzrelatively 1little
information 1is available on the combined treatment which
includes both parents and children, this study attempted to
investigate the effects of providing behaviour modification
training to parents within a group setting combined with a

cognitive behaviour modification group for children. It was
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hypothesized that group attendance would prove more
effective than the individual counselling normally provided
by the institution to parents of hyperactive children since
éroup participants would be receiving the added supportaof
other group members; and that intact families would show the
greatest improvement since both parents can be involved in
the <child management at home. This effect would occur
regardless of whether one or both parents actually
participated in the parent training groups. It was also
hoped that this study would reveal information on what types
0of individuals are most likely to 3join groups, information
which «could prove useful 1in .future planning of group

intexvention.
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METHOD

Subjects

A total of thirty-nine subjects (parents and children)
were involved in this study.The families were referred to
the Child Development Program of Thunder Bay for
counselling. The first experimental group 1included eight
single mothers and their Attention Deficit Disordered
‘children. There were two drop outs in this group midway
through the sessions reducing the single parent training
group to six single mothers. The second experimental group
consisted of three parental couples and two wives £from
intact families each with their Attention Deficit child. The
control group consisted of parents who received individual
counselling rather than participating in the parent training
groups.

The children participating in this study ranged in age
frcm three to eight years and displayed .symptoms of
Attention Deficit Disorder. The children attended a
children's group held in conjunction to the parents' group.
The first children's group consisted of the six children of
the single mothers. The second group consisted of f£five
children from the two-parent families while the third group
contained four children from families receiving individual
counselling.

Parents paéticipating in this study ranged in age Efrom

mid twenties to late thirties. Single parents were of the
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lower social class and many received additional £financial
assistance. The two parent families tended to be from the
‘moddle class with both parents working in‘many instances.
The children in this study ranged in age from three to eight
years. Some were the only child of their family, most had
one other sibling but two children had three other siblings.

The criteria for diagnosis of A.D.D. for the purpose of

this study were as follows:
At least six of the following symptoms.
1. Difficulty sitting still,
. Fidgets with hands,
Over-involvement in irrelevant tasks,
Frequent change from one activity to another,
Difficulty in attending to or maintaining
attention to tasks oxr play activities,
Failure to accomplish self-initiated tasks,
Inability to follow instructions,
. Inattentive; fails to attend to activities
occurring around him/her,
S. Impulsive; acts before thinking,
10. Forgetful or loses track of thought (DSM III,1980)

Db W N

@ 30

In conjunction with these above symptoms, onset
occurred before the age of six years and had endured for at
least twelve months. Schizophrenia, affective disorder or
severe or profound mental retardation was zruled out.
F;nally, a mean score of at least 1.5 was attained on the

~ Conner's Behaviour Checklist (1960).

MATERIALS

The manual for this study was devised by the reséarcher.
Various othex mapuals from other programs for children with
behaviour problems were used. These are 1listed in the

reference section and also in each session of the manual
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(Appendix C). The contents for this six week program were
selected according to common parental concerns expressed
*during interviews and 1initial referrals to the cChild
Development Program.

Topics covered during the children's sessions were the
same for éll groups and were similar to the parent training
group with material presented at a 1level they could
understand. The children also received a good deal of hands
on experlence.

The main emphasis of this program was the "Think Aloud"
program, the "Turtle Technique" and "emotions". The "Think
Aioud" program is a problem solving process in which
children learn to go through the following steps verbally
when confronted with a problem related to their behaviour:
STOP! What am I supposed to do?

Think of a plan.

Am I following my plan?

1
2
3
4) How did I do?

— et e e

This program is designed to slow the children down and to
get them to plan ahead and to anticipate the conseqguences of
their behaviour. The children learn to follow this process
when cued to do so The parents also learned the technique
and used role playing during group to practice helping their
children to use the technigque.

The Turtle Technique 1is .a relaxation program for
children. The children were introduced to this through cues
frcm turtle pictures and a story which is provided in the

author's manual.
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Time was also spent on emotions and moods with both
parents and children exploring the <causes and uses of
various emotions. Parents were also provided with guidance
on disciplining and providing structure and consistency in
the home. As the parents were taught strategies 1like
ignoring 1inappropriate behaviour,when...then rules and time
out procedures, their children met separately and played
games which enabled them to 1learn and understand the
priﬁciples behind these =strategies. Specific detalils are
presented in Appendix C.

Thrge guestionnaires were used during the experiment to
determine the emtent of the chlld'zs hyperactlvity and
behaviour problems.

Conners Behavlour Checkllst (1960)

Barkley (1981), has attributed the Conners (1960) as
being the most widely used test in detecting hyperactive
children with adequate validity and .57 zreliability. There
are two scales available for use; the Parent Rating Scale
and the Teacher Rating Scale. The Parent Rating Scale which
was used in this study, 1is directed toward parents of
problem children between the ages of three and seventeen.
The Conners Behaviour Checklist (1360) uses a Likert scale
of not at all, Jjust a 1little, pretty much and very much.
Scores of 0-3 are assigned respectively to these items.
Items are divided 1into six subscales: Conduct Problem,
Learning Problem, Psychosomatic, Impulsive Hyperactive,

Anxiety, Hyperactivity Index. Mean scores are calculated
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for each category. A mean factor score of 1.5 or higher
indicates a problem area. For further information see

Appendix D.

Achenbach Child Behaviour Checklist (1983)

The Achenbach Child Behaviour Checklist: (1983) 1is a
rating scale designed for use by parents of children aged 4-
17. It requires parents to have at 1least grade 5 reading
ability or the therapist to read the questions to the
parents. It takes approximately 15-17 minutes to complete
the 118 behaviour problem gquestions which measure parental
perception of the child's behaviour on a 3 point Likert
scale from 0-2 with higher scores 1indicating a greater
problem. Questions focus on both behaviour problems as well
as behavioural assets. Scores from the checklist are then
transferred to the Child Behaviour Profile which enables the
clinician to review the behavioural syndromes manifested by
the child, the specific items rated by the parents, and how
the child compares to typical children of the same age and
sex. Items are grouped 1into subscales and tallied to
determine a total score. There were four subscales from this
checklist that were of 1interest to this study, namely,
somatic complaints, soclal withdrawal, depression and
aggression. The total score for each subscale is mapped on
the profile and compared using T scores. A T score higher
than seventy indicates a problem area.Based on empirigal

research, with adequate validity (l34—.88 for males and.44-
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.91 for females) and reliability (.84), the Achenbach is
considered the best standardized instrument of 1its time

(Buros,1985).

Home Situations Questionnaire

The Home Situations Questionnaire (1980) was devised by
Barkley as a measure of hyperactivity. The H.5.Q. consists
of 16 general guestions regarding situation and behaviour.
The parents indicate whether their children have problems in
each setting by circling yes or no and then rating the
severity of the problems on a 9 point Likert scale. A
problem is indicated if 50% or more of the situations are
rated 5 or higher. It should be noted however, that studies
are ongoiné to establish its interparent and testrretest
reliability, in addition to investigations on correlations
with other rating scales and objective observations of

parent-child interactions.

Evaluation form

The evalﬁation form was revised from an evaluation
devised by Eaton et. al. (1980) (Appendix D). The
gquestionnaire consisted of ten questions requiring written
responses. The questions focused on the value of the program
‘requesting parents to convey their 1likes, dislikes, goals
future plans, suggestions for program improvement and

opinion on the child section in addition to any general
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comments they might wish to make. Responses were tallied and

qualitatively analyzed.

PROCEDURE

Upon referral from various community sources to the
Child - Development Program, all parents were given the
Conner's Behaviour Checklist (1960), the Achenbach Child
Behaviour Checklist (1983) and the Home Situations
Questionnaire (1980) to determine the severity of the
child's probleﬁé. Upon diagnosis, all parents were
interviewed by the counseilors aﬁd given rthe choice of
joining the experimental group or remaining in individual
counselling. Group activity commenced once the appropriate
number of parents were obtained for the experimental and
control groups, and consent forms (Appendix A) were signed.

The group process continued for six consecutive weeks at
the end of which parents were permitted to resume the
individual counselling they were receiving from the agency.
During the six weeks parents and children attended the
sessions at the Child Development Program. For an outline
of procedures used with each group see Appendix B. Parents
met in a meeting room and were lead by three experienced
case workers from the <centre. The <children met 1in the
playroom at the Centre and were lead by the experimenter and
three case workers so that the ratio of leaders to children

was approximately one to one. A1l three groups met at
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different times so that there were three six week programs
running concurrently.

Upon completion of the program, parents were asked to
complete the Achenbach Child Behaviour Checklist (1983), the
Conner's Behaviour Checklist (1960) and the Home Situations
Questionnaire (1980) for post testing as well as an
evaluation form. All tests were collected during the final
home visit on the seventh week. Parents were also debriefed
at this time and informed of the purpose of the study and
predictions. Once information from the results were
calculated, the parents were sent brief summaries of the
findings. Information was made confidential by assigning
numbers to clients names rather than maintaining names on

accumulated written information.
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RESULTS

Comparison of pretreatment scores for all groups on all
three instruments showed no significant differences between
aﬁy of. the éroups including the control group. This
indicates that pre and post differences in the experimental
groups would not be attributable to differences between the
groups from the beginning and ahy differences at post
testing between the control group and experimentai groups
cannot be attributed to already exlsting differences between
the groups.

Dependent t-tests were used to compare pre and post
treatment performance means for all treatment groups and the
control group for all measures. The results are presented in
Tables 1,2,and 3. On the Conners Behaviour Checklist (1960),
pre and post treatment scores differed significantly only
for fathers of Intact famillies. Here fathers rated
significantly fewer problems followlng the group program (&=
5.00, p>.038). Although none of the remaining groups showed
significant differences, all post treatment means indicated
fewer behaviour problems were indicated.

For the Home Situations Questionnaire (1980) all groups
with the exception of‘fathers of intact families indicated
fewer 1instances in which problem behaviours occurred. They
also indicated more problems at post testing although none
of the comparisons between means were slgnlficant.

Although pre and post treatment scores on the Achenbach

Child Behaviour Checklist (1983) showed no significant
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dlifferences for any of the groups, 1t was most interesting
to note that all of the groups 1involved in the group
training treatment 1indicated higher numbers of behaviour
problens \foliowlng fthe group experlence with "mothers"
seelng 2.25 more problems, "fathers" 5.66 and "singles" 5.33
more. These compare to a post test decrease of 12.25 for the
contrel group.

Change scores calculated on the Home Situations
Questionnaire (1980) and the Conners Behaviour Checklist
(1960) showed no significant difference between the combined
experimental group and the control group 1indicating that
individual counselling was no more effective than group
counselling. Furthermore, when the experimental‘groups wvere
separately compared to the control group, no significance
was found.

However,' when these comgarisons were made on the
Achenbach Child vBehaviour Checklist (1983),a significant
difference was noted in the number of behaviour problems.
Control group change scores were significantly lower than
the change scores of the combined experimental groups (t=-
2.463, p.>.048). Results are presented in Table 4. When the
experlimental groups were separately compared to the control,
the control group change scores were significantly 1lower
than the change scores of the sihgle parent group (t=-2.911,
p.>.026)

Slnce each measure contalns =subscales of partlcular

Interest to those working with children with Attention
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Deflclt Disorder, a brief examination of the subscales was
made. To begin, pre and post treatment comparisbns were
completed for the 1individual subscales on the Conners
Behavliour Checklist (1960). As can be seen in Table 5, two
subscales show significant differences: the impulsive
hyperactive scale and hyperactive index. On the impulsive

hyperactive subscale the single mothers and fathers in the

two parent families noticed significant decreases in their
chlldren's problem behaviour. Decreases noted by mothers and
controls were not slgniflcant. oOn the hyperactivé index
single wmothers and the control -group parents noticed
significant decreases in their <children's  hyperactive
behaviours. Once agaln, pretest scores for all groups on all
subscales were not significant.

The Achenbach child Behavlour Checklist (1983) contained

of interest to this study; somatic

T
(24}

four subscal
complaints, social withdrawal, depression and aggression
shown on Table 5. The only subscale showlng significance at
post testing was the aggreaslon subscale completed by the
control group. This was part of a control group trend

indicatlng fewer behaviour problems in all four subscales.

As with the total scale scores reported in Table 3, scores

for the three experimental groups on all other subscales,

with the exception of somatic complaints for the mother and

father groups, showed increases 1in problem behaviours

reported. None of these were significant.
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Using pre-post change scores, comparisons were made
between all group scores withlin subscales and control change
scores, the only significant difference was in comparison
between single mothers and thed control group on the
aggression subscale (t=-2.371,p>.05). Single mothers rated
thelr chlldren significantly more aggressive than the
control group parents on the Achenbach Child Behaviocur
Checklizt (1983). oOther group - comparisons within the
subscales showed no‘further sigﬁificance.

The Home Situations Questionnaire (1980) was originally
used to provide the experimenter with guidance in choosing
situations for roleplaying during the group sessions. It was
deemed useful to examine the items on the Home Situations
Questionnalre (1980) =eparately to determine whether any
2ignificant change acores wilthin groups occurred 1n speclific
s=1tuations. Table 7 shows a mean for each situation across
groups. A mean rating higher than flve implies a problem
area. T-tests indlicated that there were no significant
changes from pre to post teating. Fathers, for example
reported increased ratings on six items, mothers on eight,
single mothers on four and contrels on slix.

0f iInterest In the H.S5.Q. data were the situations where
the largest number of problems were reported. These were
when the parent was on the telephone, when visitors were in
the home, and when the child was In public places for all
groups at pre testing. However, with only four to six

subJects providing .statlistical data in each group, all
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results that have been presented only for descriptive

purposes.
Program Evaluatlion

Home vislts were made the week following completion of
the group programs to all parents who participated or
allowed their children to participate. Post tests were
completed in addition to an evaluation of the program. The
evaluatlion qdestionnaire (Appendix D) was used to provide
the ‘Child Development Program of the Regional Children
Centre of Thunder Bay with 1Information pertaining to the
usefulness of the group parent training program. &Although
few significant results were found, all parents felt they
galined somethlng from the parent tralnlng program.

From the thirteen evaluations completed, twelve parents
reported that they realized Ehat they could help Atheir
children with the Attention Deficit Disorder and the
problems that arise from it. Eleven indicated they liked the
support of the patrent tralning program. In answer to some of
the questions on the evaluatlion questionnaire, parents
reported as follows: nine said they realized they were not
alone; six £ound they were able to discuss their problems
without feeling Inadegquate or Judged by others} three
obt&lned information on Attention Deficit Disorder. The

timing was least 1llked by silx respondents. With sessions

beginning at 6:30 p.m. and ending at 8:00 p.m., parents felt
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rushed getting to the Child Development Program on time, and
their children were tired by the time they got home after
the session. For eleven parents their goal in participating
was to galn understandlng of Attentlon Deflclit Disorder; for
seven 1t was to learn how to better déal with the problems
that arise from fit.

when asked what they learned about themselves through
group participation, parents listed such things as:
realizing the need to be more consistent with their
children; four said realizing that by understanding their
child's problem they could be more patient eight realized
that their own feelings efﬁect how they feact to their
children. Parents felt they enhanced their parenting skills
by:becoming conslstent with thelir children and following
through 1ln the area of discipline, using the children's
relaxatlion technique, ignoring inappropriate behaviour, and
applying the when...then rule.

One of the concerns that nine of the parents had =lnce
the group ended waz lack of contlnuling support. Many parents
felt that a longer program would have been more beneficial.
They mentioned changes in thelr children's behaviour and
changes in thelr parenting skills, but many realized that
change vas a continulng process and that the behaviou;
problems would not change completely overnight. They £felt
support from the group would help the procéss.

with respect to the style and effectlveness of the

ieaders, twvelve pérents expressed an appreciation for the
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time and care the leadérs offered. Other comments were
ditected to the children's groups. Overall, eight parents
found thelr children more  accepting of A.D.D. and more
motivated to work on 1t. The children enjoyed the groups
because they were all accepted for who they were and no one
received differential treatment. Furthermore, nine parents
noted Iimprovement in the children's self-esteem. Eight
parents also found that the older children gained more from
the group because they could plan ahead.

To summarize, parents found the sessions to be
informative and useful. Many reported feeling relaxed and
comfortable in the small gfoup setting and stated that the
amall changezs they experlenced could be enhanced by ongoing

and longer programs.
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TABLE 1

pre and Post Treatment Means for The Conners Behaviour

Checklist (1960)

for Individual Groups.

Group Pretreatment Post Treatment
(n) Mean s.d. Mean s.d p-

Slngle

Parent 38.83 21.44 34.50 21.30 1.32 244
n=6

Mothers 51.75 17.39 47.75 31.46 0.38 .731
n=4

Fathers £1.00 20.22 41.33 19.8%6 5.00 .038%
n=3

Control 44.25 14.10 35.50 11.48 1.68  .191
n=4

*p., <.05

Page 383



TABLE 2

Pre and Post Tréatment Means for Total Scores on the Hone

Situations Questionnaire

(1980)

Groups Pretreatment Post Treatment
(n) Mean s.4d Mean s.4d. t. p-

Single

Parent 43.00 18.40 42.33 31.58 .08 .936
n=6

Mothers 55.75 22.87 52.50 37.32 .41 .711
n=4

Fathers 47.33 43.32 52.67 40.20 -1.09 391
n=3

Control 56.75 38.97 46.75 38.92 1.46 240
n=4




TABLE 3

Pre and post Treatment Full Scale Means for the Achenbach

Child Behaviour Checklist (1983) for Individual Groups

Groups Pretreatment Post Treatment
{n) Mean s.d. Mean s.4d. t. P

5ingle

Parent 35.00 25.66 40.33 29.95 -1.41 .217
n=6

Mothers 50.75  23.61 53.00 26.91 -0.42  .700
n=4 ‘ '

Fathers 48.67 25.72 54.33 22.75 -0.45 .700
n=3

Control 48.75 11.09 36.50 11.62 2.54 085S




TABLE 4

Change Score Comparisons Between Combined Experimental
Groups and the Control Groups on Three instruments

Group

Instrument

Combined Control

Experimental Group

Group

n=13 n=4 t. e

Conners
Behaviour
Checklist
(1960) -7.861 -10.75 -.499 .635
Achenbach
Child
Behaviour
Checklist
{1983) 4.417 -12.25 -2.462 Q4ag*
Home
Situations
Questionnaire
{1980) 0.5 -8.75 -1.317 303
* p.<.05



TABLE 5

Pre and Post Treatment Comparison for all Groups on
Subscales of the Conners Behaviour Checklist (1960)

Group
BSubscale Test Single
Parents Mothers Fathers Control
n=6 n=4 " n=3 n=4
Conduct Pre 7.00 13.25 12.00 in.00
Problem Post 7.33 10.50 10.33 8.00
Learning Pre 5.17 7.50 7.00 7.00
Problem Post 4.67 6.50 5.33 5.00
Psycho- Pre 1.33 2.00 3.00 0.75
somatic Post 1.50 1.50 1.33 0.50
Impulsive Pre 7.83 8.25 8.00 7.75
Hyperactlve Post 5.33% 7.00 7.00% S.
Anxlety Pra 2.33 4.00 3.33 2.00
Post 2.83 3.75 3.33 3.25
Hyperactlve Pre 14.50 19.00 17.67 18.75

Index Post 16.50% 14.25 10.33% 11.75¢%

*p, <.05 between pre and post test scores



Pre and Post Treatment Group Means on Subscales of the
Achenbach child Behaviour Checklist (1983)

TABLE

6

Group
Subscale Test Single
Parent Mothers Fathers Control
n=6 n=4 n=3 n=4
Somatic Pre 1.67 5.50 3.33 5.75
Complaints Post 3.00 4.50 3.00 4.50
Depression Pre 7.33 11.75 13.67 8.50
Post 9.17 13.00 15.67 5.75
Social Pre 4.17 8.25 5.33 4.75
Withdrawal Post 5.17 9.00 7.67 3.50
Aggression Pre 21.83 25.25 26.323 29, 5
Post 22.00 26.50 28.00 2.75*
*p. <.05 between pre and pozst test means.
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TABLE 7

Pre and Post Treatment Group Means on sixteen Situations of
the Home Situations Questionnaire (1980)

Group

Situation Test Single

Parent Mothers Fathers Contzrol

n=6 n=4 n=3 n=4

playing Pre 0.83 1.25 0.00 2,75
alone Post 1.17 0.50 0.00 0.00
playing with Pre 2.83 3.50 4.33 4.00
children Post 2.83 4.50 5.6 2.75
at Pre 1.67 4.00 2.33 5.00
meals Post 2.33 3.50 4.67 .50
getting Pre 1.17 5.00 2.00 5.50
dressed Post 3.33° 2.75 3.67 4.00
washing/ Pre 1.17 2.50 2.33 0.75
bathing Post 0.50 3.00 .33 2.75
you are on Pre 5.33 6.00 3.33 4.75
the phone Post 4.00 4.00 4.67 5.5¢0
watching Pre 1.00 3.25 1.67 1.50
television Post 1.50 3.50 1.67 1.75
when visitors Pre 6.17 4.25 4.00 5.00
are present Post 4.83 4.50 4.33 5.75
visiting Pre 5.67 3.25 3.67 2.75
others Post 3.50 4.00 3.00 2.25
in public Pre 5.83 5.50 4.67 6.25
places Post 4.33 2.75 4.33 5.25
doing Pre 3.83 4.25 5. 5.75
chores Post 4.50 5.00 4.33 3.75
going to Pre 1.67 2.75 3.33 4.25
bed Post 2.83 4.25 3.33 4.50
in the Pre 1.17 1.75 2.33 2.00
caxr Post 1.00 1.75 2.00 3.50
with a Pre 2.67 1.50 3.00 2.00
babysltter Pozt 1.33 2.75 1.67 0.00



TABLE 7 (Continued)

at Pre
school Post
doing Pre
homework Post

2.67

.00
.00
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.67

.67
.67
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.75
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DISCUSSION

The Child Development Program of the Regional Children's
Centre of Thunder Bay was interested in implementing group
parent training in order to involve more families in the
counselling process. This study was concerned with whether
groupv parent training would prove more beneficial than
individual <counselling for parents of children with
Attentlon Deflclt Dlsorders. Rezultz clearly lndlcate 1llttle
support for this hypothesis. There were no significant
change score differences between the experimental groups
either combined or separately compared to the control group
on two measures; namely the Home Situations Questionnaire
(1980) and the Conners Behavliour Checklist (1960).

However, the Achenbach Child Behaviour Checklist (1983)
1llustrated a significant change score difference between
the control group and the combined experimental groups. The
control group rated their children's behaviours
significantly 1lower than' the \combined experimental group.
Furthermore, when groups were separately cpmparea to the
control group, change scores calculated £for the single
parent group indicated that this group rated their children
as more problematic overall than the control group.

Examination of the results on the Achenbach Child
Behaviour Checklist (1983) indicate a general trend within
the groups. Overall, the control group rated their children

more positively than the other groups. On this particular
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instrument, each experlimental group noted a general increase
In their chlldren's problematic behaviour. These 1increases
were not ‘significant except for the single parent group
compared to the control groﬁp. This explains the significant'
difference between the combined experimental group and the
control group.

It might be concluded from these results that the single
parents had a greater difficulty in dealing with their
child, especially 1in the areas of aggréssioh, somatic
complaints, social withdrawal and depression. Although
single parents rated their child's behaviours more
negatively than the other experimental groups, these ratings
did not differ significantly in comparison.

Overall the only signlflcant difference between short
term group parent training and individual counsellling at pre
and post comparlsons was found on the Conners Behaviour
Checklist (1960) completed by the fathers. Dependent t tests
Indicated no other group differences on the Home Situation
Questlionnalre (1980) or the Achenbach Child Behaviour
Checklist (1983)

Subscale comparisons on the three measures found the
only significant group comparison of dependent t-tests
reflected a greater incldence of single parents rating their
childreﬁ significantly more aggressive than the control.
group on the Achenbach Child Behaviour Checklist (1983).
These results further support the contention that single

parents had more difficultlies than the control group who
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were recelving the 1individual counselling. Furthermore,
single parents may have had difficulty in developing the
ability to provide more consistency within their family
‘units by using strategles taught 1In the group to reduce the
incidence of aggression in the home. A possible explanation
for this 1s that as a single parent the responsibility of
parenting rests solely on the one parent therefore there 1is
no additional suppoit within the family unit.

A dependent t-test on the fathers' group, showed a
significant decrease 1n the "thelr ratings of problematic
behaviour on the Conner Behaviour Checklist (1960) . A
posslible reason for thls decrease 13 that fathers on average
may have been reluctant to show a lack of Improvement 1n
their child's behaviour and therefore rated the problem
behaviours more favorabiy.

Other significance was noted 1in comparisons between
single mothers and fathers of intact families on subscales.
On the Conners Behaviour Checklist (1960) both single
parents and fathers of intact families noticed significant
decreases in their children's behaviour on the impulsive-
vhyperactive subscale while slngle parents, fathers of Intact
families and the control group noted significant decreases
in their <children's behaviour on the hyperactive 1index
subscale.

The fact that these two subscales cohtained significant
decreases in responses 1is not surprising since the parent

training program was devised to specifically address the
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problems of famllles of hyperactlive chlldren which the
gquestions on these subscales measured. These findings could
be indicative of a successful program since decreases in
problem behaviours were noted 1iIn the areas the program was
almed. True dlfferences In the groups may have been clouded
by the inclusion of other behaviours that were not pertineﬁt
to this program. Therefore the full scale measure was not
adequate to test the effects of thils program.

Scores obtained from mothers of intact families showed
decreases 1n the same child behaviours but these decreases
were not significant. One might infer that single parent
mothers and fathers of intact families are the ones who
aftend most to their children's behaviour and discipline,
therefore noting more changes in thelir children's behaviours
than mothers of.intact famllies. There was one significant
finding on the aggression subscale of the Achenbach Child
Behaviour Checklist (1983). The control group rated their
children less aggressive on the aggresslon subscale at post
testing. This was in fact part of a trend in the control
group in that they rated their children's behaviours as less
problematic in comparison to the experimental groups.

A significant decrease 1In problematlic behaviours when
the child was playling alone was noted on the Home Situations
Questionnaire (1980).This decrease was noted when the
combined experlimental gioups were compared to the control
group. The control group showed a more significant decline

than all three -experinental groups comblined. Also
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Interesting was the number of unexpected 1lncreases In
behaviour ratings from pre to post testing.This may indicate
that parents did not 1learn to use confidently the
discliplinary strategles taught to them and could not
successfully apply the strategles to decrease the number of
aversive behaviours in particular situations. Alternatively,
it may be that parents become more aware of behaviour
problems because of the emphasis placed on them during the
six weeks of group activity. Consequently, the parent would
perhaps percelve problems more frequently and experience
some frustration with the behaviour thus causing increased
scores on the post test.

Despite the relatlively minor changes 1in children's
behaviour as measured by parental response to the three
gquestlonnalres used, the parent evaluation of the program
reveals a somewhat different perspective. Since parents
evidently wvalued the group it 1is possible that lack:  of
significant findings are the result of problems within the
experimental design in revealing what parents apparently
found and what statistical data exposed. Certainly, the
disparity between the statistical results and program
evaluation make certain implications regarding the outcome
of this study. Although both the 1individual and group
counselling proved to be effective, parental evaluation
might play an important part 1in deciphering the problem in
this experimental design. The most important suggestions are

that the group was not long enough, parents failed to learn
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the techniques or £falled to apply them properly. These
possibilities have been explored, not without controversy,
in the llterature.

One question raised by a number of studies 1is what
effect the parents' beliefs in the program has on the actual
~outcome of the program. For example, Tramontana, Sherrets
and Authier (1980) have stated, "the increased use of parent
training programs seems to have been propelled more by a
belief 1In the efflcacy of parent education than by actual
demonstrations of effectiveness." Although results 1in the
present study are tenuous at best, improvements were seen in
targeted subscale behaviours and the lack of differences
between the experimental and control groups appears to
indicate that both the experimental and control groups are
progressing at an equal rate, on the whole, 1in therapy.
Tramontana, also question whether changes 1in a chlld’'s
behaviour will be noticeable at the termination of the
parents' program. They conclude that parent educatlion
program=s show zome potentlal as a means of prevention and
intervention of problem behaviours in children but, due to
the controversial results of many studles, they cautlon that
the effectiveness of parent training programs has yet to be
emplrically demonstrated.One obvious effect in thls study s
that although only minor changes cccurred in behaviour
measured by the other instruments, accordling to data from
the Home Sltuatlonsz Questlonnalre (13%380), 1increazesz 1In

reported problems at least indicate that parents have become
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more aware of problem behaviours. This, coupled with the
wish for 1longer follow-up o0r even _training, is strong
demonstration for the efficacy of group forms of
Intervention.’

One argument agalnst some studlesz 1z the use of parent
verbal reports as measurements ‘of changes in c¢hilad
behaviour. Peed et. al (1977) found 1in thelr studles that
only three out of elght categories of thelr parent verbal
report questlonnaires showed any dlfferential responses
deaplte slgnificant changes in‘ both parenting skills and
chlld complliance as measured by experimenter observation.
They dispute parental reports as adeQuate evaluations for
parent tralnlng prograns conclud{ng that,

" while changez 1n child behavlours are the

ultimate criteria by which the effectiveness
of any parent training program must be Judged
i1t 1a important to ldentlfy and measure the

changes in targeted parent behaviours which are
assumed to modify child responding.”

Helfetz (1977) proclaimed ﬁhat parent tralning courses
succeed in encouraging children to do better behaviourally,
but he condemned these training courses for not making
constructlive attempts at evaluating the parents' ability to
malntaln the learned parenting skllls. Too many studies have
depended solely on changes 1n child behaviour as a measure
of a3uccess of the program. A very importént aspect that
should be 1looked at is what the parents have truly gained
from the program. It is the parent who will be the leader

for the child once the program is over =so it is necessary
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for the téchnique covered to be used by the parent in the
home sltuation.From results of this study, ié is obvious
that parents do¢ value the group program and gain much from
theﬁ. What seems to be requiréd now is some research which
varies content and length of training to determine whether,
as suggested by parents 1n this study, additlonal training
and follow-up, would 1lead to greater 1improvements in
behaviour.

In addlitlion to the importance of parents acquiring the
necessary =kills to maintaln the desired behaviour in the
children, the content or orientation of the program is also
important. After reviewing the wvarlous orientatlions of
treatment for children with A.D.D.H. in group prdgrams,
Whalen et al, (1978) concluded that there was no compelling
avidence that paychotherapy was effective., They £found that
behavioural and cognitive-behavioural programs Qere more
successful but results tended to be limited in duration and
acope. In the present study, when cognitlve and behavioural
techniques were used much of the success and
generalizability depended heavily on the parents' ability to
understand, learn and use these technlques which was not
teated In thls study. This s3uggests that some sort of an
evaluation should be made to ensure that parents have
adequate understanding and ability to use the strategies
11lustrated, before the program 1= over. The fact that many
studles did not implement some sort of an evaluatlion on

acquired ﬁarental skills through the program may be a major
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reason for the confusldn in the 1literature. If the parent
does not learn - the required parental skills successfully
then what has been learned through the program 1is quickly
lozt thereby decreasing the effectiveness of the program as
an intervention in <changing ©problematic béhaviour in
children.

Another factor whilch adds to the controversy 1in the
literature 1s generallizabllity. Whether a program has truly
been effectlve should be measured not only on the basls of
whether the parent had indeed acquired the desired parenting
2k11lls but also on the basls of how well the skills learned
in the program worked over time and were used by parents in
confronting novel problems. Given that some strategles will
be forgotten, a foliow—up, as sugygested by the parents in
thi=s =study, would enable the experimenters to focus on

forgotten skills and thereby lncrease the chances of learned

techniques generalizing to new behaviours.Furthermore,
programs that use the child's reasoning are able to develop
more generalizability but the length of the program is very
important in altering the child's reasoning ability. Parents
In this atudy complalned that they wanted a longer program.
Finally,the method of determining group composition
could be a factor of interference wlth collected data since
the parti?ipants were nonrandomly appointed to a particular
group according to marital status and preference to group or

Indlvidual counselling. Therefore a difference was already
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éreated in that the control group particpants preferred
Individual over group counselling.

Although 3ome studles have found serious problems with
gome of the parent tralning programs, other studles have
proven parent training programs are quite effective. Helm
(1987) reviewed a number of studles indlcating that the
effects of group and 1ndividual counselling are very
3imilar. One study in Helm's review reported that 1little
professional time was saved In group training and parents
were not as successful in producing and maintaining the
deslred change in thelr children. Since programs
conéentrating solely on the outcome of child behaviour also
require longterm and frequent professional input to be
effectlve, parental involvement becomes even more important

’

a a means of combating cost and professional time

g

involvement. If parents are to be used as behaviour
modifiers, then they should be tested to ensure that they
have acgulred the full understandlng and the ability to use
behaviour modlflcatlion technigues. In the present study,
parents vere given ample examples for roleplay and
crilticism. There were no standardized measures of how well
parents lIncorporated the strategies taught into their own
method of parentlng.Future research should attempt to assess
the =2kill levels achiéved by parents.

Another study by Grlest, Forehand and Rogers (1982),
also supported the use of parent training. Results provided
evidence for parent training effectiveness by combining

<
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group training with focuses on parental perception of the
chilad, personal, marital and extrafamilial areas of
adjustment. This approach facilitated treatment effects on
chilld deviant behaviour and showed evidence of maintenance
of targeted behaviour.

Az ztated earller, success of a parent training program
12 dependent upon the content of the program. Studies have
shown that some strategles are more successful in helping
parents and thelr children. In a study similar to this one,
Johnson (1981) reported behavlioural and reflective treatment
of the mother and behavioural treatment of the child
resulted in improvement by the child according to parent
rating of =speclflc obedlence behaviours.Finally, other
strategies such as cue recognition and rehearsal have
illustrated some potentlal especlally when coupled with
zoclal- problem solving training. Overall, cognitive-
behavioural procedures have been proven effective especlally
in improving classroom behaviour. However generalizability
needs to be demonstrated before this procedure 1is of
clinical use.

Barkley (1979) atated that generalization would not
occur 1f there was no overlap between strategies covered in
the program and the outcome of changes 1in behaviour. To
combat this problem Barkley and Cunnlngham (1978) sﬁggested
comblinling both behaviour modification and cognitive-
behaviour modification to provide maximal benefit by

changing the child's problem behaviour patterns in his own
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eh?iroﬁment. This method was in fact used in this study.
Parents were taught behaviour modification techniques 1in
addition to a cognitive-behaviour modification technique of
makling a plan and planning ahead. From parental comments
concerning the effectlveness of the children's group,
parents rated the program very effective for children six
years and older because they (the children) were able to
think ahead and follow a plan where younger chlildren had
difficulty following through a plan and needed nmore
azaistance.It appears, therefore, that success of
interventions involving group as well as individual therapy
may be more dependent upon the age of the child than
previqusly recognized.

Although a major short coming of this study was an
unfortunately =small number of particlipants which frustrated
any attempts at gquantitative analysis, there are a few
outcomes which may point the way, given further research, to
more effectlve outcomes. Withln the children's training
groups the one-to-one relationship with the adult trainer
and the 1Intenslve play tralnling may have been "on the verge"
of produclng Important changes iIn the chlldren's sense of
gelf-control. This glimmer 1s evident in the decreases seen
in hyperactive-impulsive behaviocur and the decrease seen 1in
problem behaviour for children playing alone. It appears
Important that Interventlions be applied to chlldren as well

as parents to enhance the possiblility of positive outcomes.
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In terms of the parent groups, although behavioural ,
outcomez with chlldren were mlnimal, it might be safe to
suggest that the parents were most probably sensitized to
the behavioufal problems of thelir children and their own
child management technlgues. Thelr deslire for more training
and follow-up Indlicates this sensitivity. Furthermore,
follow-up at a later date also may have prowuided different
findings, as 1Indicated by the parental evaluation of the
program when they suggested that the change process was
ongolng and behaviours could not be eliminated overnight. 2
follow up would provide interesting information regarding
which technigues parents are able to maintain over time.aAs
Tramontana, Sherrets and Authier (1980) have found, "follow-
ups are also obviously important in determining whether or
not obtalned changes 1n parent or child are belng maintained
over time."

Finally, without a no-treatment control group, for
comparison it is difficult to separate true treatment change
from change due to factors such as practice éffects,
regression toward the mean or attempts to please the
experimenters.However, the purpose of thils study was to
compare a parent tralning program to the individual
counsellling already In practice. Since a few significant
differences were noted one can conclude that group parent
tralnlng may be more cost effectlve and, depending on the
number - of families on the referral list, more effective and

efficient than 1ndividual counselling.
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APPENDIX A
CONSENT FORM

Dear Parent(s):

The Child Development Program would like to thank you
for your interest 1n particlpating in the parent training
groups for parents whose children are considered
hyperactive. Your participation is greatly appreciated and
will provide the Centre with valuable information that will
help it to run groups as a permanent service to other
families.

Group participation will involve completicn of
questionnaires administered during the assessment, and full
participation in the parent and children's groups for six
consecutive weeks. Data gathered for the purpose of research
will be kept confidential by assigning numbers to compiled
information rather than the actual names of families.

The group 1s devised to provide help and support for
parents of hyperactive children. In addition to the more
popular format of training programs, the agency has included
a chlldren's group which will coincide with the parent
group. In this group the children will be learning the same
techniques as the parents but only through utilizing a
combination of <creative drama and a variety of play
activities. The sessions will be one and one-half hours a
week for six consecutive weeks. Group leaders will provide
assistance in using the techniques that will be used to help
parents and children deal with the hyperactivity.

Group sessions will be substituted for 1individual
counselling for the six weeks but upon completion of the
training program individual counselling will be re-instated
if desired. Parents not wishing to participate will be
provided the 1individual counselling regardless of their
decislion on the group sessions.However, your participation
will be greatly appreciated as it will help to enhance the
service the Centre provides. Thank-you.

I have read and understand the preceding description of
the parent training program and take full responsibility for
my participation in the parenting group.

Signature

PDate




CONSENT FORM

Dear Parent(s);

The Child Development Program would 1like to thank you
for participating 1in our program. Your support for our.
children's program is greatly appreciated and will provide
the Centre with valuable information that will help it to
run children's groups in the future.

Your participation will 1involve the completion of
questionnaires administered during assessment, and a
commitment to seeing that your child attends the group for
the six consecutive weeks. Data gathered for the purpose cof
research will be kept confidential by assigning numbers to
compiled 1information rather than the actual names of
families.

While you may continue with individual counselling or
any other support systems that have been provided you, your
child will be learning some problem-solving and relaxation
techniques through creative drama and a variety of play
activities. The sessions will be one and one-half hours a
week for six consecutive weeks. Group leaders will provide
assistance in using the techniques that will be used to help
the children deal with their hyperactivity.

Once again, your «child's participation 1s greatly
appreciated as 1t will help to enhance the service the
Center provides you.Thank you.

I have read and understand the preceding description of
the children's program and take responsibility for my
child's participation in the program.

Signature

Date
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Appendix B

Detailed Outline of Activities in Each of the
Children's Sessions

**Session #1

Welcome and introduction to children and group leaders, and
an explanation of why they are here.

Step one of the bear plan will be covered.

Explanation of the rules of the group, ie. sharing, turn
taking and careful play etc.

Cratt time- this week we will make bears to stick to the
refridgerator. '

Songs will be sung to give the children a chance to play
around.

Snack time will be used to emphasize stopping and thinking.
The children are asked to stop and think of the best way
they should go to the snack room.

Quiet time follows with reading stories and doing somne
relaxation.

Before the children go home they will be given a scribbler
with the picture of the bear. They will be asked to color
the bear and take it back for everyone to see the next week.

**Session #2
Welcome and review of colored homework.

Puppets will 1introduce the turtle and role play some
situations 1t 1is wuseful 1in 1like 1ignoring inappropriate
behaviour.

Craft time will focus on showing the children that we are
all different. There are special things about everyone. To
explain this the children will make a mask to look Jjust 1like
themn.

The children will have some time to sing songs and do some
creative movement. -

Snack time again provides the chance to think of a plan to
get to the snack room,



Quiet time - Stories will be read and reiaxation will be
practiced.

The children are given a turtle to color for homework this
veek.

**Session #3
Welcome and review of homework.

The puppets will roleplay ignoring inappropriate behaviour.
The children will be asked to help out.

Step two of the bear plan will be introduced. Children will
be given practice in making a plan. Games will be played to
help them make plans.

The turtle technique 1is continued from last week to
introduce the craft. Tonight the children will be making a
turtle collage to help them grasp the idea of the turtle
technique.

Once again songs will be sung and some creative movement
will be used.

Snack time once agalin emphasizes stopping and making a plan.
Quiet time. will consist of stories and relaxation. The story
will emphasize safety and relaxation will help the children

to gain inner control.

Children will be given‘a second bear to do for homework.

¥k Session #4
Welcome and review of homework.

The puppet show will cover the third step of the bear plan.
The children will be asked to follow along the puppets
roleplay of a telephone situation.

Turtle game 1s played followed by copy cat to emphasize body
awareness.

This session will also dlscuss feelings. The children will
be asked to identify facial expressions and make faces for
different feelings. This is to help them identify others'
feelings.

In keeping with the discussion on feelings, the craft will
consist of making different faces out of icing paint.



Snack time will be used to emphasize all the steps of the
bear plan covered so far. First, STOP what are you supposed

to do? Secondly, think of a plan to follow, and third 4id we
follow our plan? .

Quiet time will consist of creative movement in which the
children will make their bodies look angry, happy sad etc..
We discuss what people do when they are angry and introduce
the turtle method as a means of controlling anger. This will
be followed by a story and relaxation.

A piéture of the third bear will be given to the children to
color as homework.

**Session #5

Welcome and review of homework.

Puppets will roleplay specific situations to give the
children the chance to follow along, making their own plans.

The turtle game is played along with copy cat to emphasize
body awareness.

This week crafts will focus on body awareness. The children
will do a number of finger paints. They will also make their
own personal books to remind them of what they have learned
from the progranm.

Snack time emphasizing the three steps of the bear plan.
Quiet time will consist of stories and relaxation. The
turtle will again be discussed as a means of controlling
their own behaviour.

A picture of the turtle will be given as homework to color
for the next session.

**Session #6

Welcome and review of the homework.

Puppets will help the children practice their planning. They
will introduce the final step of the bear plan "how did I
do?" There will be emphasis on the fact that it is okay to
make a mistake so long as they try again.



The turtle will be practiced again so that the children will
develop an understanding of when it is appropriate to use
the turtle.

Craft will be salt ceramics. Children will be allowed to
make whatever they choose. They will be encouraged to
evaluate how they did when they finish.

Snack time will incorporate the four steps of the bear plan.

Quiet time will consist of stories and relaxation with a
final emphaslis on creative movement.

Diplomas will be given out at the end of the session to
acknowledge the child's work.

The children will be given the final bear to add to their
homework scribbler.
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"ATTENTION DEFICIT DISORDER GROUP

OVERALL OBJECTIVES:

1) Tec assist parents in viewing their children as people
with individual differences that are often very difficult to
manage and yet worthy of dignity and worth as human belings.

2) To provide concrete information as the cause, symptoms
and current methods of treatment of Attentlon Deficit
Disorder.

3) To provide a supportlve environment and a possible future
support network £for parents who are Jdealing with very
difficult children.

4) To assist parents to begin to develop and apply skills
that will enable their child to function better at home, at
school and in the community and to assist the family as a
whole to function more adequately.

5) To reinforce the concept of long-term management rather
than short-term treatment or cure when dealing with
Attention Deficit Disorder.

1) Meet each parent and have a firm committment to follow
the program.

+

2) Have the parents conmplete the Achenbach, Conners, and the
Home Situation Questlionnaires.

3) Glve parents observatlon charts to be £illed out prior to
the first meeting.

4) Dl=zcuss wlth parents how to explain the group to thelr
children.
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Parent Component

Parents are instructed to introduce themselves and to name
their child who 1is participating in the program.

It 1s emphasized that this group 1is not a cure. It 1is
designed to give information and to provide some methods
that may help with problem behaviours.

It 1s also important to maintain confidentiality of all
participants and to provide input in group discussion. Group
coheslon and attendance 1a a must. Some of the following
expectations will be emphasized; participation, voicing
concerns,honour/respecting other members by showing up on
Outlline of the b;ugL1m and oblectlves,

Information on Attention Deflcit Disordex

Information to include:

1) Definition

The child displays immature behaviour for his/her age.

Some 3igns are not paying attention, Iimpulsivity, and
hyperactivity.The signs must be reported by adults 1Iin the
child's environment,such as parents and teachers. Because

the symptoms are typ1ca1 y varlble, that 1is, they are not
displayed in all situations, they may not be observed
directly, especially in situatlions where there 13 one-to-ons
contact ¢.g9. In a c¢linic or doctor's office.

2) Criteria

(A) Inattention: At least three of the following;

1. Often fails to finish things he or she starts,
. Often doesn't seem to listen,
. Easily distracted, ,
Has dlfficulty concentrating on schoolwork or
other tasks requiring sustained attention,
5. Has difficulty sticking to play activity.

Lo N

(B) Impulsivity: At least three of the fcollowling;

1. Often acts before thinking,

2. Often shifts from activity to another,

3. Has difficulty ocrganizing work (this is not due
to lack of intelligence},

4. Needs alot of supervision,

5. Freqguently disrupts the class,

6. Has difficulty taking turns in games and group



situations.

(C) Hyperactivity: At least two of the following;

1. O0ften runs about and c¢limbs on things,

2. Has difficulty sitting sti1ll or fidgets too
much,

3. Has difficulty staying seated,

4. Moves about alot during sleep,

5. Is always on the go or acts as if driven by a
motor.

(D) Symptoms are apparent before the age of six.
(E) Symptoms have lasted for at least twelve months.

(F) Mot due to Schizophrenia, Affective Disorder or
Severe or Profound Mental Retardation.

RELATED DIFFICULTIES:

1) Poor school achievement and/or learning disabilities
2) Physical and verbal aggression

3) Low self-esteenm

4) Poor peer relations.

INABILITY TQ CONCENTRATE:

Inability to sustain attention and to 1inhibit impulsive
responding on tasks or in social situations which regquire
focused, reflective and self directed effort.

OCCURRENCE:

Individual symptoms such as overactivity or attention
problems are relatively common but the £full spectrum of
Attention Deficit Disorder occurs in 1 to 4% of school age
children and 10 times more often with boys than with girls.

3) Dlagnosis: The following are a 1list of avallable
checklists used in determining the severity of the child's
condition. -

Conners Child Behaviour Checklist.
Achenbach Behaviour Checklist.
Barkley's S5ituatlion Questionnalre

4) There are a numbexr of speculated causes of A.D.D.. Here
iz a brief lilzft of the most popular onss.
- Genetic: The famlly background is the best indication
'he first step 1s to ellminate the possibility of
neurological problems



- Parinatal fachtors: Blrth factorz must also be
investligated.

- Neurclogical insult:
cause must be checke

oy
13

possibility of a physical
into.

s +3

5) Primary problems:

°

Teachers and classroom upse

Parental Strebs

Inattentive and impulsive behaviours

Babysitting

FPLANNING AHEAD

1) Focus in: eye level, eye contact, physical contact
2) Instructions: clear conclise, short
3) Prompt child to memorize and review
4) Encourage efforts
5) Pick small areas to see progress

) Make szure the ¢hild ls developmentally ready. Allow for
individual differences

t
]
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L DISABILITI
Learning disablillities are defined as  handicaps that
interfere with learning. It develops from a physical problen
within the brain not as a result of:

(1) emotional disturbances

retardation

physical handicaps

poor environment

—~ o~ o~
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These four factors may exlist with the learning disability
but they are not causes.

A learning disability can be mild or severe. It can affec
specific abillitlies euch as language, memory, perceptlion.
contrcl of attention, pulses etc.

4
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There will be a hand out to emphasize the 901nvo.

MEDICATICHN

Medication 1is one alternative used 1in the management of
hyperactive children. The most common drugs preferred by
doctors are Dexedrine and Ritalin. These drugs are
stimulants but have a paradoxical effect on hyperactive
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children by having a calming and organizing effect. When
drugs have been prescribed accurately, marked Improvement ls
noticeable in decreased hyperactivity, increased ability to
concentrate, and increased ability ¢to sit still for
learning.

It should be polinted out that the drugs themselves do not
improve learning but they do control interfering
characteristics that hinder learning.

Medication should be carefully and freguently monltored. The
optimal dJdosage 1s between .3 and .5 mg./kg. There is no
evidence of possible drug addiction but there are however a
number of side effects such as: supressed growth, abdominal
pain, insomnia,anorexia, anxiety, weight 1loss, nausea,
diarehea, dizziness,headache,and rash.

Review the observation charts that were handed out with the
questionnaires in the previous week.

The think aloud program will be used to establish guidelines
for the group to follow. There will also be homework £rom
this program to ensure proper integration of the technigques
at home.

This week the first step of the bear plan 1s covered. 3TOP
what am I supposed to do? Slows the child down so that s/he
can think.Parents are instructed on how to get thelr child
to stop and think.

Inform the parents about the upcoming sesslons and
provide an outline of the dates and topics of these
sessions. 2lso stress that both parents and children will
be assigned homework each week which they are expected
to have completed by the following week.

4K
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Homework

" The parents will be asksd to complete a chart to l1mprovs
listening skills.

Ask the parents to ldentlfy two general target behaviocur
unigue to their child. These general target behaviour:
usually £all underx noncompliance, interpersona
problens, and off-task behaviour domains. Help parent
think-up specific examples of behaviours that may £all
under each of these general target behaviours. 3Some
examples are as follows:

- not minding when they are told, talking back

when told to do something, throwing temper tantrums etc.
- argulng, hlttlng, biting, nct taking turns, not
sharing,butting into converationa lesing  temper, etc.




-  not completling a task such as homework or cleanlng thelr
room due to being distracted, not listening to thelr
parents due to being dlstracted etc.

Using these examples, discuss and demonstrate iIn a step-
by-step fashion, how to complete the chart. Identify
the behaviour first and then the antecedents, followed by
the consequences.

Handouts

American Psychiatric Association, Committee in Nomenclature
and Statlistics (1980). Diagnostic and Statistical
Manual of Mental Disorders (3rd. ed.) Washington, D.C.
American Psychiatric Association, 41-45.

Barkley, R.A. (1987) Paying attentlon to your child's
compliance. Defiant Children, New York: Gullford Press.

R.a,.

‘. (1987). How to glilve effective commands.
iant Chil 3

dren,New York: Guilford Press.

Camp,B.¥. and Bash, M.A. (1981). Think Alcoud: Increasing
Social and Cognitive skills - A Problem Solving Program
for Children. Champalign: Research Press.

Eaton, J.T7., Lippman, D.B. and Riley D.P. ©80).Growling
ch

(1
With Your Learning Disabled Child. Massachusetts:
Resource Connunication Inc.

Minde, K. (1987). The c¢chlld wlth aAttention Deficit Disorder.
Learning Disabilities Magazine, 23-25.-

- Introduction to program

- Set positive but realistic expectatlions £for the
programnm

- Information on Cognitive behaviour modiflication and
A.D.D.

- Planning ahead and child proofing

- Improving listening skills.
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Child ses=zlon
OVERALL OBJECTIVES:

1) To assist childxren in seeing that they are individuals
with potential; in short, helping to improve feelings of
self-worth and self-esteem.

2) To allow children the opportunity to participate 1in
groups under a controlled environment.

3) To provide children with support and understanding of
their situation.

4) To help chlldren develop skills that will help them gain
control of thelr hyperactivity and impulsivity.

5) To provide chlldren with a strategy they can use any
place,any time own thelr own. '

6) To provide children the opportunity to take some
responsibility for thelr own actions.

There will be a consistent focus throughout the
entire six sessions of continual reinforcement and touching
to help develop the child's self esteem.

Toys will be available until all the children have arrived.

Introduction to children will start upon arrival of
all the children.

The children will be issued name tags to be worn during
the session. Each time the child attends a session s/he
will recelve a sticker outlining the theme of the session.
The sticker will be attached to the name tag for all to
see.

After  e=ach activity a stop =2lgn willl be dlisplayed Lo
help the children STOP and think of what they are supposed
to do. Once the bears are intreduced and the Eflrst
plan is discussed, each child will have a turn displaying
the stop sign. This 1s to help them interate what they are
learning. ’

Each evening we will begin by singing a song to
make the children feel relaxed and welcome;
We are happy to see you here today here today here

today. We are happy to see you here today --------- .
This is sung holding hands. It 1s repeated until all
children's names have been mentioned. As ecach child's name

e
15 sung s/he goes to the center of the circle while others
circle around him/her. :



A puppet show 1llustratling the purpese and rules of the

program wil be
why they are there.

PUPPET #1

PUPRET #2

PUPPET #1

PUPPET#2

PUPPET #1

PUPPET #1

performed to help the children understand

Hey kids! Can you tell me why we are all
here today? Pause for children to
answver.

I think you've got 1t! You and your
parents have come here because somelines
at home or at school there are problems.
The reason that you and your parents have
come is so that there will be less
problems at home, at school and with our
friends. During these groups we will play
some games, and have scome fun; but the
most Important reason why you have cone
is to work on problems so that you can
all become better problem solvers.

And you can't forget that we wlll ke
playving games, listening to music and
books, cecloring, cutting, gluelng and a
lot more. -

50, how about 1t kids, do you all
understand why you are here?

Now we are golng to talk about group
rules.... The first rule 1s: Stay in the
room at all times! We don't want you

to get lost! If you have to go

to the bathroom, tell one of us and we
will help you. You see this picture of
the bear? He 1s here to remind you _
to STOP and ask someone before you go any
where.

The second rule 1s: Use our inside volces
inside the room. Outside voices do

not belong in herxre! We also must _
remember to use our inside feet so we can
be very quliet. In case you forget look
up here and see the bear telling you to
be quiet.

The third rule is: Listen with our ears.
When one of us 1s giving directlions
and/or wants your attention. In all the
fun that we will be having we don't
want to miss something important so we
will practice listening because



sometimes we all have problens
llstenling.

PUPPET #2 The fourth rule 1s: Work and play with
others nicely. We want to make friends
while we are here and playlng nlcely
is one way to do that.

PUPPET #1 The fifth rule is: Treat others with
kindness. This is another way to be
a good friend.

PUPPET #2 The sixth rule is: Handle our things
with care. If we play rough the toys
will break and no one will be able to
play with them. Remember kids, if you
forget a rule look up at the bears and
they will remind you of how you are
supposed to behave in this group.

PUPPET #1 Well, how about it kids, can anyone
think of any rules that we have not
talked about?

Now I'd like you all to take a look at the picture behind
me.Look away up on thes board. What 13 thisz bear doilng? Put
up your hand 1£f you can tell ne.

That's good!! He has fto STOP and think about what he 1is
doing.Now we are going to play a game. Since said the
right answer he can help me. Listen Carefully: this is how
the game is played. I'm going to tell you to Crawl (tip toe,
hop, walk etc.) around the room and when holds up the
stop sign I want everyone to STOP and don't even blink an
eye.

Okay Now that we had fun playing the game can anyone tell ne
why the bear had to 35TOP? That's right he has to Lfhink
before he does something, just like you had to stop and then
think about what I asked you to do next!

Now, to practice what the bear Just taught us let's STOP and
tnr’lk about how we are going to go to our seats at -the
table....

Now let's STOP and listen to what we are supposed to do.
Today we are going to make a bear out of pom-poms. First
will Give you the pomrpoms. I want you to glue them to this
paper. You can have some for the arms and legs too. I will
give you eyes, ears,nose and mouth too. So when everyone 13
sitting guietly we will start.

* Helper can emphaslze thls by asklng
indlividually what they are supposed

[

the chlildren



plan 1z what

The ides is to make a bear 31nce )& 3
hi¢ the learn our

they will be working cn to
strategies.

Snack time will be a part of planning ahead £for the
children.They will be told of the routine  and each

session will Dbe conslistent with previous ones so
that the children can anticipate what activity will
follow. Later on the children will be given the

opportunity to help out during snacktine.

The first part of the bear plan has been introduced in
this session through the puppet show and game. The children
will be taught to stop and determine what they are
supposed to do. To be able to answer this guestion they will
have to 1listen carefully. We will also practice reviewing
what has been said to us.

fter snack time cleanup will follow. Once things are back
in order there will Dbe time for storles and songs.
Relaxation will also be covered:

We wlll begln by having the c¢hildren lie on the floor and do
some deep breathing exercises. Take a deep breath in and
£111 up your bellies. Hold it there (Ssec) now blow it out.
Repeat a few tinmes.

1) Now I want you to hold your arms out and make a fist. Now

feel the tenzlon In your arms. Let your arms fall to the

flooxr as if they are made of stone.... just let them £311l

now relax, Just shake them out.

2) Now hold your arms up again and this time I want you to

'spread your fingers as far apart as possible.... now relax.

3) Now make a muscle hold it as tight as you can. Relax.

4) Push your shoulders back as far as they will go ....

Relax.

5) Turn your neck to one side... Relax... Now turn to the

other side.... Relax.

6) Open your Mouth as wide as you can hold it there...

Relax.

7) Now 3tick your tongue out as far as possible...... Relax.

8) Shut your eyes as tight as possible... Relax.

9) Raise your eye brows and wrinkle up your £forehead.

Relax,

10) Suck In your bellles as tight as you can and hold
.Relax. .

Stiffen out your lzgs stretch them and push them to the

b Relax.

elpers can lay down beside the c¢hild to help him/her

emaln relaxed. Not all exercises have to be covered at one

ession judge according to the children's attentlion span.
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Gettling to know one other

Learnling the rules of the group and setting limits
and controls.

Turn Taking

Planning ahead

Listening skills.



Parent session

.

First of all there is a time for guestions and
dlscusslion.Homework 1s be reviewed and parents are asked
te recall when their homework worked best with the chilla.

Group leaders roleplay some of the positive situations.

'F MISBEHAVIOUR
There &are four major factors that iInfluence a child's
behaviour.

(1) The chlld's characteristics

{a) Temperament - the child's activity level, general
attentlion span, enmotionality, soclability, response to
stimulation, and habit regularity.

e mere difficult the cﬁi‘d is with respect to the above
spects of ftemperament, the more difficult the relationship
s with adults.

Conflicts between parent and child are greatest for the
parent who has te place many demands on the child during the
day. This will more 1likely bring out the chilld's negative
temperament which only serves to negate the parents view of
the child.

et e PR I - A R e 1o
Physlical characterlisticar The child's physic

arance,motor coordination, strength, staminsa, an
ral phy31cal abilities can influence an initial negati
tion from pecple.
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(c) Developmental abilities- noticeable delays in language
development, speech and expression, intelligence etc. often
subject the child to ridicule. Delays such as these can als
affect the child's ability to understand and comply with
parental commands.

3%

. The Parents' Characteristics

Parents should be informed that theilr own characteristics
play an important part in the development of behaviour
problems in their children. Children <can inherit thelx
parents' characteristics but more Importantly, certain
parental characteristics influence the parents' consistency
and effectiveness in managing child misbehaviours when it
arises.

2

3. Eituational Conseqguences
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The environment affects the parents' abilitlies to provide
conslistent and effective guldance for misbehaving children
are influenced by the consequences they face; therefore the
situation can effect child compliance.

Discussion 1s to continue to help parents examine why the
¢hild is wmisbehaving. What happens? What does the parent do?
For example, misbehaving to get parental attention.

¢ a humber of stressors within the family unit. To

s

There ar

name a few;

(a) personal problens

(b) marital problems

{c) health problems

{(d) flnancilal prub1~m~

(e) stress related to one or both spouse's occupation

{£) problems with relatives and friends

{7) prcblems created by siblings

Wwith problems such as these, parental tolerance level o
misbehaviour 1is reduced therefore, even =mall things can
appear major. Additional stresses also interfpre with
conslistency and effectiveness o¢f management. Furthermore,
stresses tend to make the parent exaggerate the child's
problens.

Stresses an also effect the children by helghtening the
lihelihood of the child's displaying negative, oppositional
or noncompliant behaviour.

5. The Reclprocal Interaction Among These Factors

Discussion should emphasize that these factors are not

mutually exclusive; that 1s one factor can lead to another
wvhich can cause the difficult behaviour.

CEVELOFMENTAL EHIFTE IN SYMPTOME
1. Infancy

These children may have a history of prenatal and perinatal
difficulties. The most apparent symptoms during infancy are
active, restless, and irregular in thelir sleeping and eating
patterns, although this is not evident in all cases.

2. Preschool years
During these ysars, children are even more actlive and
in

exploratory than is typical for children thils
developmental phase.They maybe less responsive to the usual
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dlzclipllinary technlguezs relatlve to thelr peers and more
likely *to engage In dangerous behaviocurs as a result of
their impulsivity.

3. Early School Years

Difficulties 1in attention and concentration become more
apparent as the child enters school and is reguired to sit
for longer periods of time. These children appear to lack
the ability to modulate their attention processes and
activity 1level to match the demands of the envirconment.
Specific learning disabilities and poor peer relations will
become more problematic and interfere with the proper
development of self-esteen.

4. Adolescernce

.z teenagers, these children may have controcl of theixr
hyperactivity but the damage from previous years leaves then
narked with attention difficulties, impulsivity, - and
excitability.Problems stemming £from the A.D.D. may becone
moxre apparent at this time such as poor scheol achlevement,
physical and wverbal aggression, low self-esteem and poox
peer relations.

5. adulthood

Frezearch indicates that many of the problems associated with
2.D.D. continue Intoe adulthood. In addltion, cther emctional
and behavioural difficulties may also be present.

SELF-EZTEEM IZEUEE
FParents are brought to awareness of how thelr child's self-
esteem suffers by relating how the parents suffer with poor
self-esteem.Discussion focuses on how the "don'ts" interfere
with proper self confidence and self-esteem. Some areas to
be discussed include:

-A sense of security (chilé@-proofing). This includes a
short discussion on safety precautions and keeplng the child
safe but allowing freedom to explore.

p ]

f ldenty or self concept
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-3 sense of belonging and acceptance
- A sense of purpose

-A sense of personal competence
GETTING TO XNOW YOUR CHILD

focus on strengths



provide love and acceptance

demonstrate falith and confidence In your child

have realistic expectations for your child

Explore the beliefs that parents have about their children
and themselves as parents. Often parents have. negative
attitudes about their own ability to parent and thelir
child's ability to perform cexrtain tasks. The goal of this
exercise 1s to help the parents become more realistic about
their children and themselves in terms of being able to have
some success with this program.

In order to facilitate change in parents expectation and
beliefs about their child, it may be helpful to discuss
aspects of thelr bellefs,such as the difference between
having unchanging versus changlng beliefs about the child.

If one has a stable bellef, such as " my chlld will never be
a success" it maybe more difficult to £fully engage in a
change process than if one has a more unstable bellief, such

as "right now, ny child is struggling with school work."

Another important 1issue to consider is the distinction

between global and specific beliefs. Again, 1f one has the

global bellief that " my child 1s doomed to reck every famlily

gathering” 1t maybe more difficult to focus and ;eve‘“p
<

helpful strategies than if one has the more specific bellef
cf " my child tends to get particularly over excited in
family situations with too many other children and ~hoo
little structure." Parents may be correct in their bell
about thelr children but being tcoco glohal discoura ge,
change. It is therefore important that parents adopt a more
specific belief.

TURTLE TECHNIQUE

Parents are Iinformed of the turtle technique as a means of
relaxation and contrecl for their child. 2s the children are
learning how to do the "turtle" the parents are taught
situations where 1t is useful and how to prompt the child to
do the turtle.CGroup 1leaders will roleplay situations to
emphasize the point. :

PAYING ATTENTION

The parents are instructed to take part in an exercise. They
are asked to write down five characteristics of a person
they dislike the most and five characteristics of a person
they 1like. They are then asked who they most behave 1like
wvhen relating to their child. Time 1is then spent on the
child's reaction to the parents'behaviours. If the parent
behaves most 1l1ike the worst person then th

retalliate rather than conply. ‘

2 e
the <c¢hild nay

The objectlve ©f the exerclse is to improve the guality of
parental attentlion given to the problem child. Too often
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2 lgnored whlle misbehaviour recslwvesz thes

nt-child

l‘lfv

ad behaviour 1
ention albeit negative. While improving p

att are
interaction will not improve the problems, it is a necessary
first step in the process.

To improve the parent-child relation parents are instructed

(’

on how to play wilth their <¢hild without directing,
guestioning,controlling, criticizing or preoeviding any
negative feedback that may cause friction hetween parent and
child.

referred to as a " special time"™ between parent
The child should be informed that this time will
e place every day. The child is permitted to chceoose the
ivxty sc that they come to believe that parents are
lrgexesped in what s/he wants to do. Parents are encouraged
to narrate the child's activity after watching the child for
a few minutes. This eliminates the use o0f lintrusive
guestions or giving commands that take ovexr the child's
lay. Throughout play parents are Iinstructed to provids
feedback in a varilety of metuouo, uch as wverbally,

€
1ly ( a pat on the back)}, and appreciation.
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the child misbehaves during "special time" the parents

ould tell the c¢hild that the special time is over until
e child can behave properly.
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For homework the parents will be asked to spend
time wlith thelr child for 15-20 wminutez a day. Thils
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- to encourage self-expression through fantasy or
reality play
- to encourage taking responsibility for one's self

ie. to acguire Innexr controls.
- to communicate acceptance to the child.

The mechanisms for reaching the goals are:
- The enmpathetic behaviour of the parent
- the generally permissive structure of the session
- the limits of extreme forms of destructive behaviocur.

- ke -

Roleplaying wlll be used to 1llustrate positive time with
the parent. Parents will then be given a <chart on
‘interacting with the child to £ill out as part of theirx
homework. ~

Handouts

Barkley, R.A. (1987). Family problems inventory. Defiant
Children,New York: Guilford Press.

Barkley, R.A. (1887). Profile of child and parent
characteristics. Defiant Children, New York: Guilford



Press.

Earkley, R.A. (1987). Paying attention to your child's good
play behaviour. Defiant Children, New York: Guilford

Press.
Camp, B.¥W. and Bash, M.A. (1981). Think 2Aloud: Increasing
Social and Cognitive Skills- 2 Problem Solving Program

for Children. Champaign: Research Press.

Cohen, M.A. (198E). Feel Safe. Wisconsin: Western Publishing
Company Inc..

Lobson, J. (1987). The greatest glft yocu can glve your
child., Reader's Dlgest. Jan. 97-101.

Schneider, M. and Robin, A. (1¢74). Turtle Manual. State
University of New York.

COAaLS
- To encourage positive interaction
- awvareness of self-esteen
- reinforcing listening skills
-~ planning ahead.



able toys are avallable until &all the children have
rr

The name tags will be i1ssued and the c¢hildren will be
glven thelr stickers to put on their tags.

The children will sing "We are Happy to See You Here
Today" as thelr opening song.

re the puppet show the children will be asked tc show
their frlends the pilcture of the bear that they colored for
homework.Each child, regardless of how well the picture is
completed, will recelive a star. ‘

The puppet show will follow with a review of the rules
and an acting out of not paying attention to the rules.

PUFPPET #1 Good evening children! How are you
this week? Do you remember what we
talked about last week? Can someone
ralise their hand and tell me?

PUPPET #2 What did we say about staying in the
room? What are we supposed to do 1f we
have to to go the bathroom? Remember
if you forget, you can always lock up at
the bears and see what they are telling
you.

PUPPETH 1 How should we speak? Do we use our
inside volces or our outside volces?
What about our feet?

PUPPET #2 Remember what we said about listening?
(Puppet #1 is now doing something in
the corner and apparently not
listening).

Puppet #2 turns: Excuse me! But don't
you know it isn't very nice to talk
while others are talking. You might not
hear some very important things if you
don't listen. S0 kiddies, while we are
in this room we will have to put our
listening caps on. Can you all put your
listening caps on novw?

PUPPET 1 We are alsc here to learn to play with
others. Can anycne tell me how we
should play?

PUPPET #2 It would also be nice if we were careful



with the toys. They can break eas

. and then no one will be abkle to

ith then.
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PUPPET #1 Now that we've gone over the rules,
let's meet cour new friend tonight. Look
above me. Who do you see up there beslide
cur friend Ralph Bear?

PUPPET #2 what do you suppose he 1s going to tell
us Here's a hint: When he feels scared
or alone or angry he goes into his )
shell. He tucks his legs, arms and head
iri. Can any of you be a turtle?

The leaders can read the story about the turtle £from the
turtle manual. ‘

The craft will follow the puppet show. During this ac 1
the child is told that s/he will be making a mask. The
leader will discuss with the child what s/he shoul o}
first etc. by walking the child through the plan.

The craft activity gives the children an opporuunlty To
make masks which look Just like them. They <can use these
masks In piays for in-class problem-scolving activities.

Let's look at each other. Notice the coloxr of our eyes and
halr.Do you see how we are the same/different?

Tonight we are golng to make masks that look just like us. I
will give you a paper plate you can glue your hair and then
color in your face.

Materlials HNeeded:

papcr plates

llow chalk or pencil

yarn in halr colors

crayons

popslicle sticks

glue or paste

tape and scissors.

STOP make your plan. tell your helpér what you are going to
do.

STOP in 5 minutes we will be going to snack make a plan of
how you are goling to go to snack.

Snacktime will focus on practice following a routine
and planning ahead. The children will &lso be asked to help
out.
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Listenlng =klillls are alzo reviewsd this wesk. The ¢hild
will Dbe asked to repeat what the leader has sald so that
the directions are sure tc be followed.

The story session will involve listening skills.
This week's relaxation will involve imagery:

I'll give you a few minutes to relax. Spread your arms above
your head and stretch! Point your toes and stretch your legs

o~ 4
cut.Relax.

Now while you are relaxing I'm going to tell you a story and
I want you tec picture everything in your head. Picture in
your head that you are lying outside on a warm sumnmer day.
Lou are lying outside on the grass and 1lcoking up at the

ouds asg they go by.Notice how warm the sun feels....notice
how nice and comfortable you feel as you lock up at the sky.
Imagine the clouds as they £loat by. I want you all to Zust
there relaxed and picturing that you are outside on a warm
summer day, and feeling so nice and comfortable ...a3s 1f you
gdlidn't have a care In the world.(QUIETf¢r approx. & minute)
Now I'm going o count backwards from three. When I say
three I want you to picture this room in your mind without
opeﬁing your eyes. Two I want you to open your eyes but
remain lying down. ONE I want you to stretch and get ready
to get up.

Before the chilldren leave they will be given thelr £folders
with the turtle Iin them. They will b as}ed to color the
turtle £or homework.

~rLT o

SlinLo

- to encourage positive interaction with peers

- Inprove self-esteem and body awareness

- reinforce listening skills

- planning ahead 4

- increasing appropriate behaviour in peer Interaction.
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Parent session

-Time will be devoted to ‘discussion and reviewing
homework.Releplays are to be done on some of the nmcre
difficult situations.

Step two o©f the bear plan 1s covered. The parents are
instructed on how to prompt and assist the chlild to make a
plan. Roleplays are wused to aid the parent in this
procedure.

IGNQRING INAPPRCPRIATE BEHAVIQURS

This week emphasls will be on lgnoring inappropriate
behaviours of the child. BSpecific examples will be;
Ignoring whining

- Ignoring tantrums

- Cognitive coping skills to avoid gulilt feelings.

In conjunction with the previous dliscussion, additionsal
time will be spent on providing safety without giving
attention. In other words ignore the behaviour but

protect the child. This will also be 1illustrated through
roleplaying.

INCREASING INDEPENDENT PLAY

Parents are encouraged to discuss the types of disruptive

behaviour they see in their children. They are also asked to

examine what it is they are doing when thelr chlldren becone
disruptive. at this time it is pointed out that too often
children are Ignored when they are playing gquietly and not
disrupting. Therefore the children learn that by belng
disruptive they receive parental attention.

For emample, the =cenerlo of chlldren £ighting with each
other can be used. When the children are playlng quietly in
the playroom the parents are most likely to be preoccupied
with something else but once the children begin to argue,
the parental attention is turned to the children. The parent
may go to the room and stay there until the children settle
back down. This only serves to reinforce the disruptive
behaviour.

Parents are Introduced to the methed of relnforcling
nondlsruptive behaviour through 1llustrated roleplays. 1In
the Dbeginning,parents must reinforce Independent play
frequently and then gradually increase the length of time
between reinforcement. When the child disrupts, parents are
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inztructed to lgnore a2 much a3z possible. Parents are

advised that thilsz procedure 1s necessary to establish the

reinforcer needed to reward nondisruptive behaviour and

eliminate disruptive behaviour.

A homework chart will be given to record the parent-

child progress.

Handouts

Barkley, R.A. {1987). Paylng attention when your child is
not bothering you. Defiant Children,New York: Guilforxd
Press.

Camp, B.W. and Bash, M.A. (1981). Think 2loud: Increasing
cial and Cognitive Skills- A Problem Sclving Program
for Children. Champalign: Research Press.

Dinkmeyer, D and McKay, G. (1971) Developing the courage to
@ . Svystematlc Tralining for Effective
ircle Pines -Amurlcqn Guidance Ssrvices.

Awareness Lo inadv ertent relnforc&ment
- Ignoring inapproprisz

- thinking aloud

- prompting plans.

GOALZ3
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jects will be out until all children have arrived.
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The opening song will be sung. "We are Happy to See You Here
Today "

Name tags and stickers will be issued.

The c¢hildren will show thelr homework books to the rest of
the group.
The puppets will provide an illustration cf

ignoring inappropriate behaviours in others. A child will
be chosen to hold the stop sign as an indication for the
children to think of a plan for the puppet.

PUPPET #1 Can anyone tell me about this stop =ign?
¥hy do you suppose we are using it? VWell
it is supposed to tell us that we have

to think of a plan before we do
something.

Tonight there 1Is a new bear. Look up
behind me. What is this bear doing?
That's right, He's scratching his head.
That's because he"s thinking. Do any of
you scratch your head when you are
thinking? What do you suppose he's
thinking about? Well he's trying to make
a plan.

s}
(&
Law ]
2]
&3]
p.g
EIS
S

PUFPET #1 Teday my friend and I are going to

PUPPET #2 Calls PUPPET #1 to play with
him.(STOP) PUPPET #1, not thinking,
bangs into the wall and gets hurt.
PUPPET #2 comes out and says
See what happens when PUPPET #1 didn't
think before he acted? What should he
have done?

LEADER: Tonight we will play a game to practice making a
plan. I want everyone to line up agalinst the wall. Now you
have to make a plan to get to the cupboards. BUT you can't
use the same plan as the other children. I have planned to
walk across watch me. Now it's ----turn ----- how have you
planned to get to the cupboards? (everyone can clap when the
task iz completed) ’
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The  turtle technlgue  wlll  fellow the puppet shov asz =z
part of creative movenent exerclise. We will give
the children 1illustrations and get them to react either
by pulling the turtle in or letting him remain out.

STOP sign: In a few minutes we will be doing crafts.

Here 1s the plan boys and glrls. We are going to glue all
different colors of sguares on your very own turtles. Then
we will add eyes, mouth and a tail.

Snack time will contlinue emphasizing the bear plan by asking
the children to develop a plan for going to the snack room.

The final activity will be ocur gquiet time. This time will
involve the relaxation exercises covered in week one and
stories untll parents arrive.

- Rela=ation

-~ Improving listening skills,
- Awareness of safety,

- Planning ahead.



Parent Session

.Review homework and discussion of previous le

ssons.
Situations the parents had difficulty with are to De
roleplayed to help the parents integrate the theory of the

think aloud progran.

e third step of the bear plan "how am I dolng?" will be
troduceu. This 1is & ,hecking system parents can help
itroduce to the child to enforce following a plan. 2s the
Chlid begins to enact his/her plan the parent 1s taught to
provide verbal cues to check the child's progress. Emphasis
can also be made that sometimes plans may not work so we can
think of another plan that may work better. It should alsco
be emphasized to the child that 1if s/he fails to ;ollow the
p‘an s/he can still go back to it.Prompting and reminding
azﬂ encouraging them throughout the plan will be

There is a lecture n anger control since hyperactive
children can be rather anger proxo} g wvhen they are out of
control.

Wha iz anger? 2Anger 1s an emotional reaction to certain

k;nds of stress. When we become angry, we lcose patience.
our blocd pressure rises and we act impulsively. There are
pou¢b1“e and negative uses of anger. Basically , 1f we use
it constructively, that is, without causing harm, acting on
impulse or acting aggressively.

Angexr Dbecomes a problem when there are freguent sxplosions,

when the emotion is too intense, when 1 long lasting,
when it harbors aggression and when- ts strain on
friendships and relationships

.

Anger 1z a seccndary emotlion; it results from other feelings
such as f£frustratlion, annoyance -and irritation, verbal or
physical abuse and injustice or unfairness.

Things that influence our moods include how we perceive
things and what we tell ourselves. When we feel uptight or
tense we can get angry more quickly.

STEFS TOC RESQLVE ANGEERE PROBLEMS

Btep One: Understanding



without developling

ANy
13 important to evaluate

Step Twou: Remember step one

After developing an understanding of the situation pick out
the components that cause your anger. Keep a record of this
to determine patterns and factors such as pressure,
longstanding conflicts and insecurities you may not be awvare
of.

[ 3]
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p Three: Understanding the feelings of others

Put your feelings aside and try to take anothers position in
the situation. This helps to develop an awareness of others'
feelings and perspectives.

Step Four: Self-talk

self talk can be used in anticipation o¢f difficult
situations,developing coping skills, re-evaluating a
situation.

Step Five: Learn to relax

Learn relaxation technigues to help alleviate a buil up of

tension.

Step Six: stick with it

The parnntc are also giveﬁ an anger inventory to complete.
This 1s private and only used tc help parents gain insight

into thelr anger

Parents are also given an anger szcript to be completed
privately.This emphasizes the influence of significant
others on us. ’

Tine will be spent on setting up appropriate
expectations £for the child. what is the child capable

0f? How much help or prompting will he reguire?

s explained. Parents

Handouts are circulated and hom i
ion #3 to help them map

are given the same chart as in
their progress.

wu o
(=
Qo
w
ko

Handouts

Bienvenu, M. (1976). Inventcory of Anger Comnunication,
Family Life Publications Inc.

Camp, B.W. and Bash, M.2A. (1281). Think Aloud: Increasling
Social and Cognitive Skills A Problem Solving Program
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for Children. Champaign: Research Press.

te

t’i

afavore, M. and Kennedy, T. (1987). I live my kids, I ha
my kids. Children, 28-32.

onal Institute of mental Health (12€3). Blain Talk About
Dealing With the Angry Child. D.H.H.53. Publication
No.{2.D.M.} 85-871.

Policoff, S. (1987). Are you hungry or angry? Weight
¥Watchers Magazine, March. 60-62.

Ranger, T. (unpublished). Anger. Sudbury Algoma Hospital:
Sudbury

- To establish congruency between parental verbal
and nonverbal cues,

- Setting realistic expectations for the child,

- Planning ahead, a ccllaboration of the first three
steps in the bear plan. '

'
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materials are available until all the children
arrived.

<

stributed.
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The name tags and stickers are d

The opening song "We Are Happy to see You Here Today" is
The children will show thelr coloured bear and recelve their

The puppet show this week will concentrate on the third
step of the bear plan.

PUPPET #1 Hi there! How are you all this week?
Do you see that we have another newv bear
up on the board this week? Can anyone
tell me what he is doing? Do you think
he 1s feollowling his plan? How do you
know? Well I think he 1s because he's
got a smile on his face 50 he must be

happy.

PUPPET #2 = ————— can you think of a plan to use i
your mem was on the phone? Let's act it
out. ------ you can be the mother and

————— you can be the child. Now remenbex
your plan.

: ntinues to ask the c¢child about hils plan. If
s any indication of &a slip up the 1leader can
t'zs O.K.to make a mistake so long as you go

Following the puppet show the children will be engaged In
*he turtle game to emphasize its uses 1l.e. ignoring
nappropriate behaviours o others, a means of contro r
riat beh £ th ‘ S £ trol o

51mp y relaxing.

Before the children do thelir crafts they will be engaged in
a discussion about feelings. This will be tied in with this
veek's bear plan by getting the children to notice how thelir
plan makes others around them feel.

The goal of this discussion 1s that children generally
understand that pleasant £feelings are more desirable than
unpleasant feelings; but impulsive children often have a
hard time using how others feel to help them decide on a
particular course of action when faced with a problenm
situation. ’
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Who can tell me about feelingz? Can you see a feeling? Can

someons puinb to a feeling?

1) We can't see a feeling- a feeling is something inside &
person.

2) How do we find out what a person 1ls feeling 1f we can't

see a feeling?
&) We can tell what a perscn 1is feelling
what they look llike on the outside
b) We can also f£ind out by listening to what a perscn
says and how a person says 1t.
c) Another way to find out is by asking the pexrson, "How
do you feel?"
3) Everyone has feel'ngs.Some feelings are good feelings and
some are "not so good" oxr "bad" feellings. Everyone hasz both
kinds of feelings.
4) Feelings Change. No one feels the same way all the time.
When wve change feellings, we wvear or put on different faces.
Scometimes we feel sad or not very happy, but then we try to
do uometbing to end up feeling good. For example,if we are

Lo

feeling bad, we can use our problem solving plan to help us
feel better.
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Now I-am going to hold up some pictures. What I want us to
do today is 1look -at each picture very carefully. Then we
will decide whether the person in the picture is £feeling
gocod oxr feeling bad.Then I will ask you to try to tell us
hat it is about the picture that makes you think the person
s feeling "good or bad."

H-E:t.u

* H 14 up the feeling pictures one at a time. Then solic
one child to answer whether the person i

fcellng good or bad. Then ask the other kids in the group
whether  they agree with the flrst response. When
disagreements arise point out that sometimes 1t 1is hard to
tell what a person 1is <£feeling by Just looking at him or
her.If this occurs ask what they could do to be sure they
know what the person was £feeling. (Answer:ask). Finally,
have the children explain what it is about the picture that
makes them think the perscon is feellng bad or good, and then
gseparate the pictures into "good feeling piles" and "bad
feeling piles."”

This week the children will be asked to make a back to back
face wlth a happy face on cne slde and a sad face on the
other side.This they «can hang on thelr bedroom dooxr
knobs or from their ceilings as a mobile.
Materials needed are:
construction paper cut Into clilrcles with holes puriched out
string
wilre or =tick to hang the faces on
icing paint-

nix 1 1/2 c. sugar



e hate l t
c. colad
c. flour

whip up mixture divide and add temper paint or Zfood
-coloxring. Fill sgqueeze bottles.

RN

The children will be Iinvited to go £for snack and they
will e asked to think ¢f what they are supposed to do.
Once they return to the room they will be asked to evaluate
whether everycne followed the plan or not. If someone falled
to follow the plan the children will be asked to ll .t sonme
things the chlld could have done that would have nade & good
plan.

After the snack th children will be engaged in a
creative movement exercise that will require then to nmnake
their bodies lcook angry, happy ,sad etc. and as a second
edition they will be asked to guess what different children

are projecting.

we wlll alsc dlscuss what people 3o when they are angry,
and introduce thie turtle plan as a method of
controlling their anger. The next lesson from the turtle
manual will be covered which emphasizes the turtle aszs =
relaxation methed. This will be followed by a gulet story
before the children leave.

The children willl be given their scribblers with thelr new

e
t. They wlll be told to color at home and be

bear In 1
to show the others next week.

GOLRL

w

asis on self-esteen.
- How els to do something well.
- Reallzing your own abllities,
- Recognizing how others feel.
- Bvaluating plan.
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Review homework and discussion. One of the difficult
situations is roleplayed.

Discipline:
- Usling time out when it isn't possible to ignore a
behaviour,.
- Roleplaylng as an illustration of time-out.
- Planning ahead examples of Babysitter and supermarket
through releplaying.
- Using the when - then strategy.

The final step c¢f the bear plan is Iintroduced. Parents are
encouraged to help their child evaluate whether the plan
worked or not. Leaders roleplay scome situations to emphasize
he importance of evaluating the plan.

n addition to problem solving strategies, parents are
roduced to the when... then rule. For example, when you
an up your toys then you can have a snack.
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is practice by listing the things the
aking the garbage out, getting ready

S her homework or cleaning his/her
OX K ing h u/her room. Then on the opposite
the parent is to write down what the child likes to do,
fore bed, watch T.V., play ball etc.

will ald the parent in mak"ng vhen... then rules.
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the problem so0lving techniques, positive time, and
then rule are meant to be more effective forms of
there are si uations in which noncompliance may
more di i measures. This program
recommends Time-Cut from positive reinforcement. We
recognize that the child is being positively reinforced somne
how for hls/her nUuuUM§¢iaHCQ, There are a number of things

4t

to consider when using time-out:
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- The c¢hild should be informed of the time-out procedure
before 1t 1s ever implemented.

Be sure that the reguest 1is short, and clear as
what is expected of the child. Do not ask a gues
suggestion, or plead when something 1is reque
child does not follow through with the nitial re
prompt the child to use a plan. If the child then util
plan, and comes up with a solution to follow the 1
reguest, the interaction is stopped and the child is p
for using a plan. If the child is not ‘utilizing a pla
is not following through with the request, then the ch
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The warnlng szhould out
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zhould be glven a warnlng. ins
clearly ‘o the child what will happen 1If S/he does not
comply. It i1s usually in the £ormate, "If...Then."2After this
warning the child shoulo be given five to ten seconds to
devise a plan or comply to the request.

If after the warning time the child does not conply, s/he is
immediately placed in the area designated for time-out. If
the child is disruptive inform the child that time out does
not start until s/he is guiet. Each time the child becomes
disruptive Inform the child that the timer 1s set back to
the starting polint. Time out i usually for three to £five
minutes. I£f£ the child is ex 1ely disruptive 1t may be
necessary to take away future phl ileges,

When time out 1is completed have the c¢hild comply to the
reguest.If still resistent the child must go through the
time out procedure again.

Homework lnvol:es the completion of a planning chart and
sractlicing the last step of the bear plan.

- Establishing a discipline rcutine,
- Planning ahead 1n specific situation,
- Taking some responsible for the child's plan.

L]
a2

3

m

u

LU}

¢
1



el

» -1

-
14id

(o)

-

= lon

e
&3
144
g
)
(63 ]
(]
[a4]
t

)
[

Toys will be available until all children have arrived.
Name tags and stickers will be issued for the children to
wear. )

The opening song is sung.

The children will show their homework and receive their
stickers.

The puppet show will put emphasis on specific s
help the children make plans.

PRI
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FUPPET #1 Hello boys and glrls, remember me? I'm
Ralph bear's £friend. Ralph Is not with
us tonight because our o0ld friend the
turtle 1s back. Can any of you think of
& reason for him to be here today? Well
i1t is Important that we know when to use
the turtle. Can any of you think of when
we should use the turtle?

Let's play a game. I will give you some make-believe stories
and 1f you think you should do the turtle I want you to
ve+.e.. (Do the turtle!). If you do not think you should use
the turtle Jjust sit there. Ready? Here's the first cne:

ou are at your best friend's birthday paxrty and playin
games.It is really exciting to have so many of your £
together at a party. You begin to run around the o]
eventhough your mother said not to. What do you do, th
turtle or something else?

Some of the tough boys in the school playground decide thsy
are going to gang up on you. The first boy kicks you.. What

do you do?

el
’2

One of the children in your class ls teasing you. The others
are busy working but this one won't leave you alore. What éo
you do? ‘

While Mom is on the telephone you are supposed to watch your
baby brother in the play room. Your baby brother is getting
into Mom's knitting which means that both of you will be in
trouble. What do you do?

-

You inish your work iIn school; the £first one Jdone! But
there 1s nothing to do. It's boz ng to have to sit there.
You need something to do. What can you do?

How that we have finished that game and you all know when to
use the turtle, let's roleplay to show that we know what
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Ezlph bear has taught us. The puppets will reoleplay a mother
and c¢hild going to the supermarket so watch carefully
because you might have to help out.

PUFPET &1 Son, we are goling to the supermarket,
can you think of a plan to use while ve
are there?

PUFPET 42 Well, I know that I shouldn't run awvay
from you while we are shopping, and I
shouldn't keep asking for treats. You
like it when I Hang on to the side of
the cart.

PUPPET #1 That sounds like a very helpful plan.

I'd appreciate your help.

LATER: Well we are ready to go, can you remember your plan?
ids can you help us make up a plan?

b5y
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Yes, I sald I would stay with you and
hang on to the cart. I won't keep
asking for ftreats.

PUPPET #1 Great! Thanks £for ycur help.

LATER: PUPPET #2 zstarts asking for treats. Have a c¢hild

dlsplay the sign and get the children to talk about what is

happening.

PUPFET #2 Mom can I please have & chocolate bar?
Or maybe a bag cf chips?

PUPPET #1 Son I think you have forgotten a part
of your plan. Can yocu remember how you
were going to help out? Kids do you
remembexr?

PUPPET #2 Ch yes, I sald I wouldn't ask fox
treats.

PUPPET #1 "1'd like it if you could follow that
rule.

PUPPET #2 0.X. I'll try again.

PUPPET #1 Thank you son I know you are trying.

PUPPET #2 Now boys and girls, we are going to go

guietly to our tables to plan a craft.
When we f£inish we will see how we did.
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Befcre the children begin their crafts they are engaged in a
game simllar to  Simon  Bays. Each «¢hild 1s addressed
individually and given nstructions 1like "When you touch
your nouse, Then you can sit down." This is to help the
childrxen get the concept of the when then zrule in which
their parents w111 be asking them to do something before
they get to do what they like to do. '

The children will work on thelr crafts.This week they will
make finger paints this wil focus on iImproving body
awareness and self-esteem. The children will also make
their own personal books to remind them of what they have
learned@ from the program.

The children will have thelr =nack. Sone chilldren will bLe
asked to  help out and the bear plan will be stressed as a
way to help them get organlized. "What am I suppezed to doT"

After snack the turtle game will be played followed by copy
cat to focus on body awareness.

Relaxation and story time will follow the games. This week
we will use the imagery relaxation from week two. For the
final activity we will read stories.

Children will be given their books to take home and color
the bear.

GOALS
- Developing self-esteen,
- Planning ahead for specific situations,
- Relaxing
- Peer 1interaction.



Review of homework and discussion of working out the
problems on thelr own. Where do we go from here.

Filmstrip on A.D.D.

The leaders roleplay situations that bring parents
Glfficulty like compliance in public, telephone
interuptions, planning ahead for a visitor etc. Parents are
asked to help out in these roleplays.

Following the roleplays, the parents are invited to discuss
any other concerns that haven't been addresse or some
issues that may not be clear to them.

Setting up appointments for home visits and distrubuting the
post tests to be completed for the home vislit,

Integration of bear plan
- Setting rules with cholces
Evaluation
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The opening song is sung.

The children will show their colored bears and a discussion
will follow to help them integrate all four steps.
The puppet show will concentrate on one exanple of
plann ‘ng(babysitter) and then the puppets will talk about
it being the last night and what the <c¢children can expect
from now on.
FUPFPET #1 Well kids, tonight is our last night.
How do you feel about that? Soms
of you may be sad because we've done
so much work together and now you
are going to be on your cwn. But
your mom a&nd dad have been working
too and they will help you to ETOPR!
THINK, make a PLAN and see 1f 1t WORKS.

PUPPET #2 What were =zome of the fun things we 4187
Can ycou remember all the lessons?

PUPPET #1 Now we are goling to act out when a
babysitter comes to look after you while
your mom and dad go out.

PUPPET #2 Sometimes Mom and Dad have to go out and
they get a babysitter to look after us.
How should we behave? Can you set up a
plan? Watch us, I'll be the mother and
my friend will be the son.

FUPPET #1 Now son, I have toe go out this evening
ana the children will sit with you. What
are some things you could &c¢ this
evening?

PUPPET #2 Well monmy, I know I should beshave so0 I
will go to bed at 7:00 and make sure ny
toys are plcked up and have a bath.

PUPPET #1 Yez, th is very good son, I'd

that
appreciate it if you could do that.

2t this +time the puppet wmlsbehaves. Have he <¢hildren
display the  stop sign and promote dJdiscussion from the
children on what the puppet should be doing.
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FURPET #1 11 Dezr! I'm home. How did your plan
work?

PUPPET #2 Well I needed some reminding from the
children but I followed my plan and did
what I said I would.

FUPPET #1 W

1 children how did he do? Did he
] - -
“ H = Ll.a.ah.

The children will again practice the turtle so that the
will be able diffecrentiate appropriate £from 1in iat
use.

Follcewing the turtle the children will make a craft to take
hiome This week the children will make salt ceramics of
o .
[

mix In a pot: 1c. s3lt, 1/2 c. crn staxrch, 3/4 ¢. cold
wvater, food coloring (epticnal) mix 2?3 minutes over moderate
heat until bread dough ccnsistency. 2allow to cool, knead and
wrap well.

Enack time will follow the craft activity. Since this
iz the last nlght there 1s a3 specizal celebration.

While half of the children are conmpleting their books £fronm
last week or zre working on the‘v galt ceramics, the othsr
half c¢can wnake the snack. Since 1t 1s a celebration the
children are helped to make an easy snack like rice crispy
squares. When the £first set £f c¢hildren are £finished the
others can have their turn. )

Diplomas will be lssued to the children before they leave
to go homne.
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'Appendix D

Samples of Instruments Used
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Appendix D Instruments used in this study
EVALUATION

1. Wwhat did you llke most about the parent tralning
program?

2. What did you least like about the parent training
program?

what did you hope to accomplish by being 1in the group?
Do you feel you reached your goals?

W

4. What 1s the most important thing you learned about
yourself from this program?

5. What is the most important thing you learned about
parenting your child?

6. What do you st111 wish to learn or work on now that the
program is over?

7. What suggestions do you have to improve this program for
other parents?

8. Please comment on the style and effectiveness of the
program leaders.

9. Please comment on any concerns or observations you had
regarding the children's group.

10. Are there any othér comments you wish to make?



