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Behavioral social workers practice in nearly every type of organization and envi-
ronment and with a variety of populations, problems, and issues requiring
? change. Extensive behavioral literature illustrates the compatibility of behavior the-
ory with social work values and treatment. Most important, the outcome research
studies demonstrate the effectiveness of behavior therapy in contemporary social
work problems and practice. A review of the empirical research in social work and
related fields of service identifies behavioral elements in social work interventions
with individuals, couples, families, small groups, and communities (Thomlison,
1984a). As well, the application of single-system research designs to the evaluation
= of social work practice has taken on significant prominence (Thyer & Boynton
’ Thyer, 1992). These developments suggest that the impact of behavior therapy on so-
cial work practice has been more than a passing interest of the past two decades. The
literature addresses the theory, application, monitoring, and practice of behavior ther-
apy in social work. This chapter is therefore written with two primary objectives in
mind: (1) to inform social work practitioners of the origins and development of be-
havioral social work and of its basic assumptions, conceptual framework, proce-
dures, and techniques and (2) to illustrate common applications of behavioral theory
e = to social work practice. As well, the writers hope to inspire social workers to integrate
% social learning theory and behavioral therapy into their social work treatment model.

B e Pl o

DEVELOPMENT OF BEHAVIORAL SOCIAL WORK

\( S 3 Behavior therapyt refers to the systematic application of techniques intended to fa-
\\a& ’2 = B cilitate behavioral changes that are based principally, but not exclusively, on the con-
Al =, J
W S J‘ *The authors wish to thank Cathryn Bradshaw for her invaluable research assistance in the prepa-
@ b L7 ration of this chapter.
(_,_——-—J | —1 ’I/ 1Some argue that the concepts of behavior therapy and behavior modification are differentially ap-
plied (Wilson, 1990). For the purposes of this chapter we prefer behavior therapy but the concepts

will be used synonymously.
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ditioning theories of learning. It may be argued that it is more appropriate 10 rcfe'r to
the behavior therapies than to imply that a single method of behavior therapy exnst.s‘
Behavior therapy is, however, characterized by multiple theories and techniques, i
the same way as other “therapies” such as psychotherapy, marital therapy, and fam-
ily therapy. ))’

Behavioral practice traces its beginnings to the first quart
work of Ivan Pavlov on respondent or classical conditionin

Watson, and B. E. Skinner on operant conditioning; and © andura-on social lecarn-
ing theory (Franks et al., 1990). The contributions of Pavlov and Skinner are well

documented in both the behavioral and social work literature and need only be mtfn-
tioned here. It is imponani to recognize that these WO founders of modern behavior
therapy identified and studied two distinct behavioral processes.

Pavlov’s studies of the salivation reflex of dogs are familiar to
hurran benavior. The basic experimental procedure for the learning process involved
placing food within the view of the dog. Salivation was elicited and the relationship
between the unconditioned stimulus (food) and the unconditioned response (saliva-
tion) was established. An arbitrary event for example, a bell, was then established to
occur at the same time as the presentation of the food. Over a number of such pair-
ings, the bell (the conditioned stimulus) took on the power to elicit the response of
salivation (the conditioned response). This behavioral learning process is referred 0
as respondent conditioning and remains the fundamental theoretical explanation for
a variety of anxiety and phobic disorders in contemporary behavior therapy (Thom-
lison, 1984b).

Skinner's contribution 10 behavior therapy was i
set of objectives than those of Pavlov. Skinner was de
human behavior. While he did not deny the possibilit

postulated by other theorists, he argued that human beh
vestigated only through the measurement of observable behavior. He expre

belief underlying his approach as follows: “If we ar the methods of sci
the ficld of human affairs, we must assume that behavior is lawful mWned.
We must expect 1 discover that what an individual docs is the result of specifiable

er of this century in the
g of Thorndike, Hull.

most students of

nitially motivated by a different
dicated to the scientific study of
y of the internal mechanisms

avior could be empirically in-
ssed the

conditions and that once these conditions have been discovered, ww

and to some extent determine one’s actions” (Skinner, 1953, p. 0)- IU1s necessary 10
understand that this commitment to science set relatively stringent requircments on
the pursuit of knowledge within the behavioral school, not the least of which was the
need to develop techniques of measurement compatible with the exploration of hu-

man behavior.
True to his commitment, Skinner evolved one of the most empirically based the-

ories of human behavior and set the foundation for contemporary behavior therapy.
At the heart of this Skinnerian theory was the concept of seinforcement, The operant
(or voluntary) behavior of an individual could be increased in frequency if it was pos-
itively or negatively reinforced. Alternatively, the frequency of a behavior could be
decreased by either administering punishment or withholding reinforcement; this lat-

b

fer process was refen-cq to as extinction. In other words, the essence of the Skinn :
ian or operant model of human behavior relied heavily upon an understanding of iy
environmental (behavioral) events that preceded and/or followed the behavior(s) e
der scrutiny. This theoretical explanation of human behavior has been reﬁn-\| ’un.
f:laborafed as a result of clinical experience and rescarch. Importantly howcvu and
interaction between behavior and the events the precede and follow it rem e "
foundation of most contemporary behavior therapy. s the
Cognitive behavioral approaches are also re arded as part o i
adigm and are illustrated by the contributions of B!‘;eck ( l976‘;. Ellii '(';‘;;’;;“}1‘:3:\1‘ i)
enbaum (1977). Cognitive approaches have developed directly from bel\:l:/ior u C‘lCh-
but because they are considered to contain distinct ideas, they are disctns;cd i '\tory,
amu; chapter in this textbook (see chapter 5). ‘ S
- Irwas ‘nol until the late 1960s, when psychodynamic theories came

(hz;t behavioral appr?aches appeared in social work, Much of the iln[‘a‘:ull'.:?g:::t-a;lf‘
ve opment of behavior therapy as applied to social work was provided by tt il
tllggzand resea.rch. ?ontributions of Bruce Thyer (1987a, 1988, 1989 I;I‘)O]c lp()r(lL
[934; (I);I;Zrbs)ng;:)111c?n;:|n1lnal conlri‘buul)rs were Ray Thomlison (1972, 1981'. ll);;'
e p}‘-lobic di;nr;::)r’ (:In (hc.zxppllcnu‘ons of behavior theory to marital prohlcn;;
il g .“9_“ I;r;7 on its effectiveness for clinical social work pr:lclicc‘-
el pmb.l‘mg i) tjr wc.ark on the application of behavior theory to dclin:
o cund:m d an weight management; Sheldon Rose (1981), for be
I Shevary S ed in groups; and Eileen Gambrill (1¢ . "

for work with clinical problems. Curre i amorl® (1297, 1963, 154)
. ent contributors to the single-system rcsunrch‘

designs are identified in ibli i
=y a bibliography compiled by Thyer and Boynton Thyer

BASIC ASSUMPTIONS AND PRINCIPAL CONCEPTS

Several assumpti vior
ssumptions ab avi i Y
o ‘p A ou.l behavior underlie behavior therapy. All behavior is as
sumed to be lgamed and can be both defined and changed. Problems are ormui “‘l..‘l
P § I ated

as undCAler < bC avior that can be ||n(](:r§' r ern a 1
I l t b Bm y gvt
stoo [h Ough syst natic Cxpl()r‘ tion anc

modified thro ;

ugh specific behavior: .
B anshuied i pecific behavioral techniques. Thu ] ;
nslated into b s, personal and social problems

A chavior that i
occurs by rearranging “conting .S (Lbsqr_\(ablf:, measurable, and changeable. Change
happens before and aft H‘—ﬂﬁ‘i[fﬁ'ﬂ@fﬂ"cnlﬁ’ that is, by alt ok
change is brm—‘?_” e specified behavior. Behaviorists b Il" y|‘ e
. aboutbVhaneineer i sts believe that behavioral
nificant others j Y changing environmental - 4
ers in the envi al events and reinforce i

comes from acquiring ne“r,ognrl]cnf, as well as by the enhanced perccptiourlngtr')t bl); S;IE‘
ll]arge number of reinforcing :ndﬂer_ ?Chavior therapy acknowledges that thcsrcc ea
avioral exch aversive events th iy =

. ange. Identifyi s that can be operative in any
'ng the contingencies of lfylng current and alternative stimulri) ise st Bichs i’
s of reinforcement, the behavior that need ‘( Sgcnllal. Al
s to be changed can be

extinguished
or other behayi
Chﬂngin ehavior can b HH
S 6F behavios o e conditioned to it T ;
vior can be understood using social lc'lrcp'laceh"' icdeacning ¢
armning theory.
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ELEMENTS OF SOCIAL LEARNING THEORY

Social leamning theory comprises three major elements: target behayi

daree : ayiors, antecedents,
and consequences (Bandura, 1976). First are those bchaml:am the focus of the
behavioral analysis. '_I'hesc are often’identified during the period of assessment as un-
desirable, problematic, or a behavior that needs to be changed. When behaviors be-

come the focus for change they are referred to as the “target behaviors.” The other
clements arc those behaviors or environmental events that precede the problematic or

target behaviors. '.l'hcsc are referred to as “antecedent behaviors™ or “events.” Events
that follow bc?‘a‘“_of are called “consequences.” They arc often identified as the con-
trolling or maintaining conditions for the problem behaviors. These behaviors serve
as the focus of the behavioral assessment. The interaction of these three elements is
described in the ABC behavior therapy paradi gm and is represented in Figure 3-1.
It must be noted that this paradigm serves to label one exchange in an ongoing se-
quence of exchanges between people. In order for the social worker to determine the
antecedents and consequences, a decision as to the problem or target behavior must
first be made. With this target behavior in mind, the social worker identifies those
m:xviors that precede or follow the target behavior. This identification
process is usually done by direct observation by the social worker or by client sclf-
report. This process is known as “behavioral analysis” and is considered essential to
effective behavior therapy.

A common parent—child behavioral exchange can serve to illustrate the applica-
tion of this social learning paradigm to a behavior therapy assessment and change
program. Mr. S. complains that his child, Josh, will “never do what he is told.” One
of the concerns is that Josh will not come to the dinner table when he is called. The
presenting situation, as explained by Mr. S., is shown in Table 3-1.

In order to assess the behavior further, it is generally necessary to examine the na-
ture of the consequences that might be provided for Josh. Behavioral consequences
differ in terms of quality and purpose. Some are of a positive (pleasing) nature, while
others are of a negative (displeasing) variety. The former category is referred to as

“pesitive consequence” and is employed to increase the occurrence of a behavior.
The Tatter category is usually referred to as “punishment” and is frequently observed
when a parent attempts to prevent the recurrence of an undesired behavior by spank-
ing the child, that is, by physical punishment. Whilc the use of physical punishment
as a consequence is acknowledged as a mieans of decreasing the frequency of a be-
havior, it is viewcd among behavioral social workers as an unacceptable means of al-
tering behavior. In addition to humanitarian reasons, physical punishment is generally
considered unacceptable because in many instances it suppresses a behavior without
providing an alternative, more desirable behavior. Behavior therapy requires that any

42 |/

FIGURE 3-1 THE A-B-C BEHAVIOR THERAPY PARADIGM

Antecedent Event(s) ———— Behavior ————— Consequence(s)

(a) (B) (C)
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Table 3-1
Ilustration of A-B-C Paradigm

Antecedents (A) Behavior (B) Consequences (C)
Behavioral Mr. S. calls Josh Josh ignores his Father is silent and appears
Analysis of several times to the father's first requests angry
Presenting table. There is an but eventually presents
Situation escalation of threats himself angrily at the

and yelling when
Josh does not
immediately respond

table and begins 10 eat

Behavior Change  Mr. S. makes one Josh comes to the When Josh arrives at the

Contract verbal request in a table when called table as requested, Mr. S.
pleasant tone for verbally praises Josh and
Josh to come 1o the places a check mark on
table Josh’s tally sheet
. If Josh chooses not to

respond 10 his father’s
request, Mr. S. will begin
eating alone, ignoring
Josh's absence. Josh will
forego the opportunity for
his father’s praise and
tangible, positive
acknowledgment for this
dinner time

agreed-upon behavioral change must be defined in terms of desired increased fre-
quency by the participants. This requires that all parties to a behavioral change define
\'\izn behaviors are desired, not simply what is undesired. This is often a difficult re-
quirement, as it is almost always easier to tell someone to stop doing something that
is undesirable than to ask them to engage in a desired behavioral alternative. The use

of positive consequences to increase desirable behavior is the strength of the social

- learning approach to behavior therapy. The research in the clinical arena strongly

supports the use of positive consequences as a means of facilitating desired behavior.
Few would find this an unacceptable research finding and, indeed, might see it as ax-
iomatic. Interestingly, however, it is not always easy to put this principle into prac-
tice. For example, Mr. S. may feel that if Josh would do what he was told, then all
would be okay, but until Josh changes Mr. S. feels he cannot give Josh any positive
messages or praise. Unfortunately, Josh and his father have reached a stalemate such
that, even if they agree that change is desirable, it is difficult because they are into a
“coercive exchange™ (Patterson & Reid, 1970).

Attempting to control another person’s behavior by command and threat is fa-

1
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44/  SociaL WORK TREATMENT

miliar to most of us. In many instances, however, it has the effect dcm(_mstrntcd })y

Josh and his father. The commands and threats escalate until ﬁnal'l y the child C()mplltfs

i in order to terminate the threats and/or yelling. By the time the Chll(.i obf:ys the parent’s

command, the parent has become agitated enough to lose any motivation to acknowl-

| edge, in positive terms, the child's compliance. This coercive pfocess can be concep'-‘

| tualized using the following Skinnerian notions: a "W

f that is, the termination of a behavior (threats) upon occurrence of the desired beh:fv-

,] ior (compliance); an “extinction process,” that is, the withholding of a positive r_e.m-

| forcer upon the occunmcd behavior (compliance); and a "?051tlve

| reinforcement process,” that is, Mr. S. achieves what he set out to get (compliance).

i “Tn otherwords, when Josh did do as he was asked, for example, sit down at the
table, his father chose to ignore his compliant behavior. On the other hand, Mr. S.
achieved his objective and to some degree was positively reinforced, except for the
feclings of frustration and anger. The difficulty is that onc person (Josh) is being neg-
atively reinforced and the other (Mr. S.) is being positively reinforced. This behav-
ioral exchange will therefore be strengthened and can be predicted to increase in
frequency unless an alternative exchange can be identified and practiced by both.

i In order to help Josh and his father alter their undesirable interaction, the social”

! worker will need to devise a program by which the father can give a clear cue, or in-

struction, to Josh and positive consequences if Josh complies by arriving at the din-

ner table at the desired time. Intervention requires that a target behavior for desired
change be clearly identified. In this case, such a target might be labelled “Josh com-
ing to the table when called.” New antecedents or instructions would be identified, as
well as new consequences for this new target behavior. An agreement to change
might well be formalized as a contractual statement detailing the new behavioral tar-

get, its antecedents, and its consequences (see Table 3-1).

This brief example serves to demonstrate the basic procedures of assessment and
intervention in accordance with the A-B-C paradigm. While the overall behavior
therapy program would require a more detailed assessment and a more comprehen-
sive intervention strategy, behavior and its controlling antecedents and conscquencevs
remain the focus of this approach.

ELEMENTS OF COGNITIVE THEORY

Returning briefly to the developmental history of behavior therapy, there has nlway$
been some question raised, both within and outside the behavioral school regarding
1l}c place c.>f human “internal mental” or cognitive processes. Essentially lh‘ere is con-
siderable interest in the role of cognition in shaping behavior. For cxam' Ie, the rela.
uvcl)f potent techno]og).' of systematic desensitization used in the trealmcl:n(; ity

situations, Simply speaking, the

T y—
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c-rcasx'n_gly anxiety-provoking scenes while in a state of relaxation, This reliance
visual imagery to facilitate the therapeutic process has lent considerable supp(mon
the exploration of the place of cognition in behavioral change. An analysis of the 1}0
cmt.urc since 1979 demonstrates an increasing emphasis on cognitions within the bm
havioral field (D(_)bson et al,, 1992). For some, this seems to be the next logical ph <
ﬂc_\mr‘lenl for behavior therapy, while for others it represents a basic vior =
of the principles underlying empirically based behavior therapy. —
The de'bale regarding the place of cognitions in behavior therapy centers o

eral assertions by traditional behaviorists. Some theorists, such as Skinner r;;cv-
and Wolpe (1989), argue that behavior therapy has been sidetracked through ( 8‘8)
clusion pfcoglxiti\e_lx based techniques and principles. They propose that - lhe -
on cognitions in behavior therapy has led to a general abandonment of indj ff(}'ellﬂnce
bchavmf ?nalysis in favor of treating classes of problems, It has also be o
the .empmcal nature ot behavior therapy has been eroded through th ef‘ i
feelings and thoughts that are inaccessible to direct b il

atiop

through the addition of co
gnitive compo i
1991; Wolpe, 1989). For ex T

three percent of the forty cli

therapy (Sweet & Lojze
ample, Sweet and Loizeaux (1991) reported that eig;l(];‘

lllCal Outcome Stud y I
1esu cd n €Ir

. utcome was achieved b add;i
specifically attended 1o cognitive-semantjc variables')'/(; (l]ilrzig) [;‘{Z‘Epy m(:)du'es -
! 5 ever, the effj

. icac
Versus immerton, st ype of problem, When follow-ug

e ‘ d %
ntions seemed 1o offer longer—lasting resul e, i e
Whatever the final reg o

oluti " thi
based behavior therapy h ution of this debate

enCompaec - cAsl Quisitio
2. pey; 'Passing altention, pe : N, Storage ang utilizatj i :
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Cognitive-behavior therapy is the result of a concerted effort to integrate two im-

portant theories of human functioning: behavior and cognitive. It should offer a vi-
able alternative to those social workers who have been attracted to the behavioral
focus of behavior therapy but have felt that it did not adequately deal with the indi-
vidual's internal processes.

-

&L)Et
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Behavioral approaches to assessment, intervention, implementation, and evaluation
share a number of characteristics with the basic social work problem-solving process.
The goals of behavioral social work treatment are to increase desirable behaviors and
reduce undesirable behaviors in order that the client can improve his or her day-to-
day and moment-to-moment functioning. Relationship skills form the foundation of
wt;rk with clients, just as it does in other areas of social work treatment. The basic be-
havioral assessment method is used to analyze the client’s problem and assist in a
plan of change by developing appropriate behavioral change goals. Behavioral inter-
ventions have been applied and evaluated with increasing sophistication and success
and provide the most effective strategies for dealing with common client probler:ns.
The selection of a specific intervention is based on the assessment process, d\_mng
which presenting problems are translated into observable behavior.s. TITen, specifica-
tion of behavior techniques and strategies to be followed are detailed in a treatment
contract that addresses the client’s problems and circumstances.

Conducting a behavioral assessment requires a focus on the here and now of the

preblem, as well as on ironmental factors related to the problem behavior.
’ . . .
Also, a clear description of the intervention is provided, along with concrete ways to

measure progress. Building on client strengths while developing new skills and in-

creasing the knowledge base is another chamclc_ristic of bc':havioral i.n!erve?uzr.).
Generally, the etiology of the behavior is not investlgat_ed, nor is the prﬂ“f?“;i‘—’—ﬁ.ﬁ"
agnostic label pursuéd. Both of these are deemed stigmatizing :_md unin orm'aul\e
(Gﬁﬁﬁm,—ﬁg%)._mch of the behavioral rcsearc‘h literature utilizes ({xagnostlc a-
bels (for example, agoraphobia, attention deficit dlsgrder, ‘pos.t—lraum%m; stress usl)l/:d
drome) in describing the problem behavior under mv?sugalu')r‘). This a; .rt:s'C o
from the integration of behavior assessment melhc.)d's.thh lradmona.l psychia Inc( "
agnostic classifications. This practice has beep criticized as promoting a n;g e .
individual differences (Gambrill, 1994; Wolpe, 1989) and potentially masking ou
come differences between types of intervention (Eifert «. al., }?90). -

The major behavior therapy technigue? :includef 0] ngﬂllch-behaV|ora proce-
dures such as cognitive restructuring, se -mstrucl!opal training, tEogghdt stopﬁl.ni
and stress inoculation training; (2) pssenivencss training; (3) systematic esenSI' iz
tion and variants of this procedure such as eye-mevemenl dCSCHSlEIZall.On, pr.OCCuum;
involving strong anxiety evocation (e.g., flooding and Pa'lradoxxcal |r}tcnl|()'n)tF, acr:: .
operant-conditioning methods (e.g., extinction and positive or negallvehrelfn or "
ment); and (4) aversion therapy. Each of these approaches deserves a de;:;‘ of exp -
ration that spm permit here. However, texts on behavior therapy a
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practice provide descriptions of the application of these procedures and their effec-
tiveness (Franks et al., 1990; Granvold, 1994; Sundel & Sundel, 1993; Thomlison,
1984b, 1986; Thyer, 1992; Wolpe, 1990). These methods can be applied to practice
with individuals, couples, families, groups, and communities. The choice of a spe-
cific intervention method should be based on a careful assessment of client needs and
the empirically determined effectiveness of specific procedures.

GENERAL APPROACH TO BEHAVIORAL ASSESSMENT
AND INTERVENTION

Behavior therapy provides a planned systematic approach to social work interven-
tion. Indeed, there are specific stages through which all behavior therapy must pro-

ceed. While there are a range of activities that are specific to each of the different

behavior therapy approaches, there is also a basic set of general procedures that serve.
2as a framework. It is important to remember, however, that this framework is essen-

tially a summary of a behavior therapy approach and is based primarily on the social
learning paradigm. The following procedural outline is based on the authors’ practice
and research with married couples, children, and families. Since much of clinical S0-
cial work practice is carried out within the context of the famil
sented as an approach to working with the family system.
Beyond the procedural steps identified here, it is important to emphasize that be-
havioral social workers bring a strong sense of importance to building a positive ther-
apeutic relationship early in the contact with the client system and actively involving
mmpzus possible in each step of the assessment and intervention. The
importance of this relationship building is not to be underestimated as it establishes
trust, rapport, and necessary support to the analysis and management of problem be-
havior. Once the client system is engaged through the relationship, behavioral proce-

dures can occur. A behavior ent to determine the client’s problem is the
e
next step. '

y, the outline is pre-

ASSESSMENT PROCEDURES

This section outlines ten procedures during a behavioral assessment. The objective is
to define as clearly as possible the problems or events for change and the desired out-

_ come,

1. Compilation of the problematic behavior inventory.
(a) Begin by asking one member of the family group to identify the perception
of the problems that have resulted in the meeting. )
(b) Clarify these perceived problems by asking for behaviorally specific ex-
amples. Most perceived problems can be translated into statements of who
does what to whom within what context.

(¢)  As each family member offers his or her perception of l!le PfOb]CT.N, there
is a high probability that the ensuing discussion will stimulate disagree-
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mportant to observe who disagrees

ments among family members. Itisi
with whom, and over what behavioral statements. Therefore, these inter-
changes must be allowed to occur; however, they can become counterpro-
ductive to the objective of the assessment. When this occurs, the social
worker should intervenc, requesting the family members (o terminate the
debate yet acknowledging that differences of opinion are expected. Assurc
all family members that their perceptions of the problems arc important
and that ecach member will have an opportunity (0 present personal views.
Identify priority behavioral problems and their maintaining conditions.

(a) Attemptto identify the antecedent events of at least those behaviors that
ling among family members. An-

arouse the highest level of intensity of fec
tent immediately prior to the oc-

tecedent events are those conditions exis
currence of the target behavior (e.g.. what other members of the family are

doing or not doing prior to the occurrence of an undesired behavior).

(b) Identify the consequences of those problem behaviors that elicit the more
he consequences of those events that oc-

intense family feelings. Identify t
cur after a target behavior (€-8-, what other family memb

the problem behaviors has occurred).
Identify the contingencies existent for the provision of consequences, that is,

what rules appear to govem the conditions under which these consequences are
provided (c.g.. whena child is or is no r when privileges are or

ers do after one of

t reprimanded, o

ong family members.

are not withdrawn.
shouting,

Identify recurrent behavior patterns in

Observe and recol vioral exchanges
demands, etc.).
em, ensuring that they

avoidance resporses, excessive
Secure a commitment from all members of the family sys!

wish to work toward change. This commitment should state clearly: (a) that they
will work as a unit on these family problems and (b) that they, as individuals,
will work toward behavioral change. At this point in the assessment procedure,
the social worker should be able to demonstrate to the family the interconnec-
tions among their individual behaviors: when one individual behaves, all family
members respond in some manner. That is, behaviors do not occur in isolation.
For example, when the adolescent repeatedly violates a curfew, the resultant
parent-youth conflict affects all members of the family.
Begin to identify possible behavior targets for (:}Lm_ge.

should be desirable behaviors and the objective t0 1ncreas
king each family me

identification is often assisted by as
questions: M ? How
assignments, W1

the exchanges am
(e.g., coercive exchanges,

The target behaviors
e their frequency. This
mber to answer two

W

tioas may be given as homewo each family member asked

topmwde_a.s many answers as possl

s_!wuld ;'aonrxt out that .Lhis assignment is a challenge,

:oht; o;;:l-fcd behaviors. lm‘iividuals are more often accustomed to identifying
viors they do not like to see, as opposed to those they prefer.

=10 cach question. The social worker
as it requires the identifica-

7.

Mmeasure,
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On the basis of the family” sc

! amily’s homework assignment, di i
behavioral targets for change. & rooeussposiblesp “oPriate
(a) Sclectbehavio i

rs that are to be increased in f] i
requency in order to i
lect behavio maximig,
e

B tsh(; opportunities for positive consequences.
elect behaviors that appear to be most relevant to this family’s defip;
. mm 2 CElinition

T —
of its own happiness.
a2 : .
(c) Select behaviors that are incompatible with yndesirable (proble
/1€ ‘ und matic) be.

haviors.
d .
(d) .f;(;r;ﬂ?hkc:lld, s.clect at least one behavior that is “low risk” fo
and zhr: ifehar»;oml target” is one that can be easily attained l:d:: ot
change c'ompe 0rmf:d wn.hout positive reinforcement (a violasf by
ample of a rﬁcﬁ will not jeopardize the growing trust of the ch'll(c)in o the
e child's low-risk target behavior change might be ¢ l bAn o
. @ ey morning or cleaning up after dinner each evenin ombing the
bers (:gm rsnil:;:lt' behawors. that are commonly identified hi. famil
pors .l - me fme behavior, family get-togethers, tidyi ¥ 1ly mem-
® R Y. pbaymg with all siblings). » lidyIng up coopera-
emembe :
sary to CXF;;::IL;lt l?@{'ﬂ_lggf must be observable to all. It is therefo
bate over wheth e indicators of some behaviors in order to mi e
el e e' er they have actually occurred. For many pare tSml;’mmlze de-
ca ” . . nts, 4 1
terestingly ::}?iup her room™ is a desired behavior change ob.:'b?hauor
open to inc’iividu IZIPpcars @ !)e a very clear behavior leaves Joctive. In-
cific behaviors S: rxlmerpretauon. It is therefore necessary to a great deal
i ch as pickin . pinpoint spe-
1 - g up clothes, " pe
ocations, making the bed, placing trash inplaCIng them in the appropriate
appropriate containers, etc.

A"ow tim ra 1 y "le"lbc
“ ‘a"l l
T———’_’Q_to Is to prcsen[ IhCIr concerns a“d lhe" sSu
ppon

or the target behavi
aviors. C i . N
some family members Ne:al'n b.ehavmr choices will elicit strong feelj
- Negotiation must take place before sel atf::;. [l;::gs from
ected behaviors

are settled upon and
commitment to Chang;u?;ilwa}'s take place within the spirit of the agre
g?'gﬂglmen[ in light of the ;t;cocrl:;jo[rc family members wishes to r:fJ;rur:;ntlhgr
ed. Such r . argets for cha i 18
quences of ::'g"::]l::;r‘l $ay _have to take place wir:l%iex; l:llesgqulcsl must be hon-
change. There are ho’ at is, all persons have a right n ntext of the conse-
they for the indijvi ; flowever, certain consequenc of 19 l?e required to
ividual and the family? es of not changing. What are

hEn tar, €t be \'4 ve l)ee]l agree tio Or I) 1ne
g b ha 10rs h
a
gr d upon, set (he Cond] ons f
a ascl

(a) BCfOle n t f H
1 S(I'UCII € 1a y I a (o “ lllo"![0|
n
arents

the fre
quency of
som& Baselirs be:ccprrence of the t viors. Thi
avio . This wi
r frequency measures. These me vl Blicgyor
: asures should be

recorded and
can be u

c e sed

hanges within the family. at a later date to assess ongoing behavioral

( ) A 1
b Ppoint the par i v 7 m
€nts monitors of the beha ior targets. Gi
p . Give them a tally

sh and i
,&mstmclions tore
cord the frcqucncy of each target behavi
€navior.
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10. During the assessment phase, the social worker may identify problems with an
individual or with the couple that require specific attention, On occasion, the assess-
ment may indicates that the change process should be focused on the couple
rather than on the child. Behavioral intervention is compatible with the assessment

BEMAVIOY THeORY a0t SOCIAL Worn Teeatment | S1

(8)  Contracts may be written in variety of ways, but they must all state who

doces what to whom under what conditions, Many different examples of
contracts may be found in the literature,

in progress. With the couple’s agrecment, the intervention may be temporarily 5. Itis necessary to follow up with a series of telephone calls 10 ensure that the
suspended in light of the recognized need to concentrate on the couple’s problems. g program has becn implemented. Tn addition, these telephone calls provide the
| ,; ()ﬁpo::tum:yl f'or {nzl:mlbcrs of the family, particularly the parents, to ask any
! & questions that might have arisen as a result of implementing the program fo!
IMPLEMENTATION PROCEDURES 14 change. ‘These calls need not take long and shmld'l')x limiwdc(o lhcpprggmalic:
The implementation phase of a behavioral therapy program is marked by the identi- | of the program implementation. Any conflict among family members reported
fication of ncw contingencies between identified behaviors and their consequences. ¥ at this time should be directed back to the family for resolution. If resolution is
To this point the focus has been on the appropriate targeting of behaviors for change. ‘, . not possiblc', the persons in charge of recording should make note of the nature
When a program for change is to be implemented, a “contingency contract” might be of the COn'ﬂlCl a.nd the con.tcxl in which it occurs. This will be dealt with at the
formulated in order to facilitate a systematic, cooperative effort on the part of the , next meeting “{"h the Soc.m] Workes
o 4 6. Difficulties in implementing the program are inevitzble. These problems usu-

finition, and lac “cooperation” on the pan of/cmmmbcrs. In
order to deal with these problems, the social worker must remember that the
contract is the reference point. Once agreed to, all problems must relate back to
the original document. Changes in the contract must be negotiatzd by all mem-
bers of the family. Remember that all problems related to implementation of
and adherence to a contract for family interactional modification may eventu-
ally have to be related back to the original commitment to change agreed to by
the family during the assessment period. :

’ ally pertain to such things as Lilljr‘mecording. differences in target behavior de-
1. C/lcgﬂy_i_dcmify the target behaviors that have been agreed upon as the focus for L
——y,
change. .
2. Establish new antecedent events for each of these target behaviors.
3. Establish new consequences that are to be provided for cach occurrence or
nonoccurrence of a targeted behavior. '
Formulate a written contragispecifying the following:
(a) The target behaviors for change and their pinpomlcd.clemcnts.
(b) New antecedents; if these arc to be instructions, specify by whom they are

>

7. Each interview with-the family after implementation should begin with an ex-
b B e consequences: these might include check marks and/or (- CHERGE T cvden n OV AT sl sk o e pcive i
(€) New posi ! *ed . ce, as well as social reinforcers i B & : . :
kens provided upon behavioral occurrence, as § forcement by acknowledging the change and the hard work of all family mem-
| such as affection and praise. o o ¥ bers. .
? Specify what is to happen if there is a violation of the contract; that s, if a i S {Diastzsion e Sheuedif . oo aibing HooWesh seigies st
(@) Specty " desired behavior occurs, it must be clear T e "‘_“?],.—r’l—’;;o ioning, and
behavior does not occur or an undesire ’ cussions may address more general aspects of the Tamily’s functioning,

what others in the family are to do. For example, if a target bc.}]ljvnorvli'g:
cuses on good dinner table behavior and one or more of the chi hreflis "
Jate this agreement, aii family members must be clear about wha
S - ¢t as bonus reinforcers,
(e) Specify those positive consequences thfnt are to acl as iyt
} particularly when certain behavioral objecuvc‘s are accomg is ;ar;,ny o
ample, it is often helpful to include spcc(;a; [;an{legcls,cst:licevea; e s
i ; i ignated behavioral a ;
ings, as bonus reinforcers of a designate achie X
a tirgc( behavior that occurs at the desired leve) for a period of one wee
or more. ' _—
(f) Specify those in the family unit who arcto .be responsible fo;(:’;::g;(:;‘r;gptar_
frequency of behavioral occurrences. Thisis usuall).' one or s
ents. These tally records are important in communicating to family

bers the degree and intensity of change.

¢ special techniques such as role playing, modelling, and behavioral rehearsal

2 may be introduced in an effort to assist the family in dealing with these prob-
lems. .

9.  Since much of the family’s energy goes into problem-solving and conflict res-
olution, the social worker must spend time on these areas of famil?' life. One of
the advantages of having required the family to negotiate a contingency con-
tract is that they have experienced successful problem solving nnc_i negotiation.

3 Examples derived from that process can be utilized in the ongoing problem-

= solving and conflict resolution training. o - ain

g 10. Where the monitoring of change indicates that litle if any change is ta : g

place, it is necessary to examing certain as cts ot: ‘h‘f rogram dCSlgtl;co;:
pending on the area in which the program is failing, it w:l.l be ?ccesslzllryis oo
sider changes in target behavior, consequences, Of .vmlanons.h i
necessary 10 assess whether people are in fact following throug
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it mi reed to
! quirements of the contract. For example, it might be thata pflrer;t };sc :[%VC o
read a bedtime story for successful achievement of a behavioral obj
ing the day, but fails to deliver. )
11. When target behaviors have been achieve
identify new behaviors for change or move towar

Toral therapy program.

d at the desired level of frequency,
d termination of the behav-

TERMINATION PROCEDURES . _
1. Together with the family system, evaluate progress 1n relation to the objec-

tives of the contract. ' )
2. Ifthe decision is to terminate, set the conditions for beha\.'mral 'mamlen:mc':e.
3. Behavioral maintenance requires the social worker to review with the family
the basic learning principles identified during the modification of the target
J behavior (e.g., positive consequences versus punishment).
4, Instruct the family to continue the tally recording over the next four weeks
j but without the regularly scheduled appointments. ) '
| 5. Set up an appointment for four weeks from the last interview for the pur-
[

poses of termination and follow-up.

i FoLLOW-UP PROCEDURES L

The follow-up interview should assess whether or not the behavioral chn-nges have
been maintained. If they have not been maintained at a level consistent \.wlh. the ex-
pectations of the social worker and/or the family, it will be necessary to reinstitute the
program structure. If, on the other hand, the social worker and family fcel. Lha.l the be-
havioral changes have been maintained within desired parameters, termination may
take place. Termination, of course, does allow for the family to contact the social
worker at any point in the future when they feel the necessity.

From the perspective of clinical evaluation, it is important that the social worker
analyze the results of the behavioral change program. Further, it is helpful for the so-
cial worker to contact family members at three-month and six-month intervals to as-
certain the degree to which the behavioral changes have been maintained.

PRINCIPAL APPLICATIONS IN SOCIAL WORK TREATMENT

The diverse applications of behavior theory in social work practice can only be

briefly highlighted in this chapter. Given the quantity of behavioral articles in social
; work joumals and textbooks, behavioral social work has been characterized as a
\ 'f@Wﬁyer, 1991, p. 1). In a survey of clinical social workers,
om?-third of the practitioners who participated preferred a behavioral approach in
their Praclice (Thyer, 1987a). Social workers have found behavioral interventions
most influential when applied to disorders such as anxiety, depression, phobias, ad-

~ — — | —
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dictions, sexual dysfunction, and relationship distress. A number of miSCDﬂCCptions

about behavior therapy continue to persist and-may account for why some SOcig)

workers do not employ behavioral strategies in lheir.practlce. A few of ‘the most copy,
mon myths held by social workers and other profess§onals about behavior therapy are
that it ignores client feelings and is applicable to snm;_)le-rat.her than complex proy,.
lems, and that it overrelies on aversive techniques and is limited to symptom alleviy.
tion rather than treatinent of root problems (Acierno et al., 1994b; Franks et al,, 199¢,
Thyer, 1991).

Because behavior therapy has been applied to clients who have severely debil;.
tating or difficult-to-treat conditions, ethical considerations play a prominent ro|e in
behavior therapy. Many programs have established protective mechanisms, syc|, as
treatment review processes, to address the issues of utilizing aversive procedures, de.
termining appropriate individualized assessment and intervention, as well as kceping
written records and assessment checklists and questionnaires (Sundel & Sundel,
1993).

During the past two decades, one of the most important areas of behavioral prac-
tice to emerge has been that of dealing with parenting, parent training, and child .
gge_n%illacqmméon. With the heTpof-the basic A-B-C paradigm, many
childt}ood problems have been reconceptualized as behavioral problems resulting
-from interactional exchanges between children and parents. By systematically alier.
ing these exchanges in the context of behavior therapy, it has repeatedly been demgy.
strfxteq that both parental and child behavior can be altered toward their desireq
ObJCC“VCS_(Dﬂng_d et al.. 1994; Graziano & Diament, 1992; Sundel & Sunde|
:;;Lm%; "ddrcfg‘?fj l-l'Si.ng behavioral techniques include ﬂ
sleep prob]c.ms and bcdt?rl:c 'ln;?:%':rﬁ“'sf'd‘-l-lll_ll{:;'(\lls'(lrldcrs, lﬂlcrfu ting, ﬁw'

uct _disorders or unli\‘()‘ciul b:.;:'l;li':) JyEgl.l(]!‘jYLly (BUIlcrllc!cl e CObb.' 1994),
clinical and research L h*rs ln children h'avc rcccnvF(l considerable
demonsimted ag offee ton in the past decade. Behavioral techniques have been
1993 Do}cn_ ll;(;}“}t::“ ”ZQCCI';H”Q'”'g ”:c(se.bclmvliors (Christophersen & Finhey,
that three 1o five pc'rccmmf - oward, l).)(), Kazdin, 1990). It has been estimated
disorder (ADHD) o (')m:Lb:::‘l-iz:itun'-l’!nl(llr’cn'Im_vc zmcnli(?n deficit-hyperactivity
and antisociy| behavior (DuPaul ¢t al l‘)‘]) IIC( S:ls "'l o coniliet L
and adolescents within the program C(.)’ ‘ 0("“.' wotkers encounter these children

ntexts of child welfare, foster care, incarceration,

therapeutic dq
Y programs, identis s —— =<
etal., 1994). g e resﬂ_&r}!&\‘] Eﬂﬁ@ascd programs (Meadowecroft

. Home-baseq interventions with fa
fv:rrt:d treatment setting fo
ocgs 1S on family intery

ey multrir}:,]:(m dnd children have developed as the pre-
ction Supportiat or child fmd parent-related problems. The
Or risk of maltreatmeny of chil {’P ¢d by the social learning model. Maltreatment

) children by primary caretakers has become a focus of in-

CM'_"ﬂggmcm skills, anger ms and skills training for parents usually include
- Luﬁi“mdnagc;r.mn‘[_ and parent issues involving substance
——_ ~ tullies,an S()qu!_!ﬁq!ml)n (Gummf)%; Hodges, 1994).
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Since the late 1950s, the treatment of choice for many professionals working
with anxiety- and phobic-disordered clicnts has been Joseph Wolpe's systematic de-
sensitization . Clients suffering the inhibitory effects of phobic disorders have
been the subjects of a great deal of effective intervention by behavior social workers.
Combined with the basic systematic desensitization, new cognitive-behavioral ap-
proaches are promising even more effective outcomes. In fact, it is now to the point
where a social worker would be hard-pressed to make an argument for an alternate
treatment method for any of the phobic disorders.

Couple counscllin; is another area where social workers frequently utilize a be-
havioral approach. Jacobson (1992) asserts that behavioral interventions are the most
widely investigated treatment for couple problems. Communication, conflict man-
agement, and problem-solving skills building are the most common behavioral inter-
ventions used. Behavioral procedures have been demonstrated to be effective with a
multitude of problems, circumstances, and populations in diverse settings. Indeed,
behavioral social work treatments have been found to be superior to other treatment

approaches to social skills training, phobias, hyperactivity and, developmental prob—

lems of children and adults.

J N —

EDUCATION AND TRAINING FACTORS

Training for behavior therapy occurs in a variety of educational contexts. The con-
tent, format, and objectives of behavior training vary widely (Alberts & Edelstein,
1990). Social work curricula generally provide an overview of behavioral change
principles and techniques but not detailed training (Thyer & Maddox, 1988). There
are some social work educational programs that offer electives in behavioral social
work practice. Thyer (1991) reports there over sixty published textbooks on behav-
ioral social work and most social work textbooks present practice information on be-
havioral social work treatment. Many organizations, treatment settings, and
programs offer behavioral training to social workers, foster parents, and in-home
family support workers. Given the efficacy of behavioral methods and their extensive
application to social work practice, an argument can be made for the inclusion of be-
havioral social work practice in the core curriculum in social work education.

—_— —

CULTURALLY COMPETENT.TSEHAVIORAL PRACTICE

Itis only relatively recently that concern for the needs of culturally different groups
has received attention among behavior therapists. Behavior theory, like many con-
temporary practice theories, draws on Western cultural values, assumptions, and phi-
losophy. In reality, both clients and behavioral social workers are racially diverse.
Efforts to offer culturally competent therapy are very much affected by the political,
social, and economic power and status of each group. Additionally, barriers exist in
terms of access to and participation in therapy for different racial and ethnic groups.
Barriers include philosophical and value differences, language, as well as individual
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and organizational structures associated with Western helping systems (Corcoran &
Vandiver, 1996).

Working with culturally different individuals involves recognizing diversity in
the perspectives and behavior of individuals. Different cultural groups develop their
own patterns of coping strategics. Many of the techniques used by Western trained
behavioral social workers may employ strategies that conflict with the values, beliefs,
and family traditions of a particular cultural group. For example, the understanding
of time is critical to the concept of shaping, reinforcement schedules, and extinction.
This concept may be understood differently by those who view time in other ways.
As well, what constitutes problematic behavior, help-seeking behavior, and inappro-
priate behavior is interwoven with the Western perspective on the person and what
behaviors, thoughts, and feelings make up the person. Many behavioral social work-
ers argué, however, that the principles underlying behavior cross the boundaries of
culture. The main concern is whether the assumptions underlying the principles of
learning are universally accepted. This needs further exploration. For example, the
definition of a positive reinforcer, as an event that increases behavior frequency, does
not appear to be culturally determined, but a specific positive reinforcer, such as TV
watching, may work in one culture but not in another.

Itis therefore very important for behavioral social workers at the beginning of as-
sessment to understand how family and the individuals who constitute family are de-
fined in a given culture, and to recognize that individuals make different choices
based on the culture. If social workers mislabel behavioral interactions, their inter-
ventions can compound rather than resolve parenting dilemmas or other problematic
behaviors. Therefore, interventions should be carefully sculpted to the client’s cul-
tural orientation and preferences. It requires modification of existing interventions
and understandings of behavior, so that they are grounded in local understandings
(Landrine & Klonoff, 1995).

Many social workers are beginning to ask what the cultural determinants and pa-
rameters of behavior therapy are. It is suggested that organizations in culturally spe-
cific and diverse communities should ensure that the social work staff be diverse and
have a high level of self-awareness and openness. The ability to do a cultural self-
assessment is also essential. Behavioral social workers must keep in mind that indi-
viduals develop problem-solving styles that fit their culture and values, and therefore .
solutions must fit the cultural attributes of culturally different populations. Most of
the existing knowledge about diversity has not been developed by behavior thera-
pists. Therefore, the creation of multicultural interventions is only beginning. In
summary, research on the relationship between cultural competencies, behavior the-
ory, and outcomes is largely absent or inappropriate for culturally specific situations.

SELECTED CONCERNS IN BEHAVIORAL PRACTICE

The social work literature once refiected numerous concerns about the use of behav-
ior therapy in social work practices. Many of these earlier concerns appear to have

-
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abated. For illustrative purposes, the following concerns reflect the current practice
literature. .

1. For those who want “insight” or a “talking" psychotherapy. this approach is not
appropriate. It is action oriented and leans heavily on an educative focus for
client change. A

2. The focus is on behavior/cognitive change and generally requires a structured
approach to change by both client and therapist. Some social workers feel this is
inappropriate or restrictive.

3. Some nonprofessionals and professionals misunderstand or misrepresent the ap-
proach, secing it as very simple and as a quick fix for complex problems. The
usual sources of such misunderstanding are inappropriately designed child man-
agement programs that rely on aversive methods of “punishment” for undesired
behavior, often coupled with the unsystematic use of “rewards” for compliant

behavior. Such interventions are devoid of the elements of behavior analysis and
the systematic use of behavioral techniques essential for successful behavioral
change.

4. The behavior therapies are often thought to be derived from a homogeneous the-
ory, when in fact they are made up of numerous theories of behavior with an ar-

ray of optional intervention strategies and techniques. Many social workers fail
to understand that differential approaches are often available for specific prob-
lems identified through the process of behavioral assessment. Such matching of
technique to problem is criticized by some therapists as contrived and as treat-
ing the symptom rather than the cause. Differential applications relate to the
problem and are guided by the behavioral analysis of the conditions under
which the problem behavior occurs.
5. Some behavioral techniques appear on the surface to be insensitive to the client.
For example, the use of imagery and/or confrontation with fear-producing
events is viewed as causing undue anxiety and discomfort to the client.

EMPIRICAL BASE

In general, the effectiveness of the various strategies is increasingly a concern for so-
cial work practitioners. Much of the literature supporting the relative success of var-
ious therapies depends on anecdotal material from the case reports of social workers.
Many of these accounts are unidimensional and relatively few are based on empirical
findings that use before and after measures and that establish clear relationships be-
tween the therapeutic intervention and client change. ,

In contrast, behavior therapies have a built-in opportunity for data collection by
both social workers and clients. Behavioral procedures involve the systematic appli-
cation of specific techniques intended to facilitate observable behavior change. Mea-
surement of change is therefore an integral part of behavior therapy. This emphasis

on problem assessment and concrete indicators of progress has led to the extensive
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development and use of standardized measures. One example of a Wwidely yy;);
havioral measure is the Achenbach Child Behavior Checklist (Achenbac-hued .
The empirical literature reports extensive research data demonstrating the e}fl9.9| X
ness of behavioral approaches to many client problems. Indeed, behavior ther. g
championed the use of single-system research design (Gambrill, 1994; Herse Y by
Thyer & Boynton Thyer, 1992), as well as studies in group outcome researn' 19,
rios, 1990; Kazdin, 1989). “h (Bay
Many behavioral treatments have progressed to the advanced stage whe
can be implemented on a presciptive basis with children and adults. Thjs i urﬁ.lhe
desirable opportunity for improving social work clinical practice. Prescriptive oy
ventions are standardized treatments that have been empirically validateq rlme;.
with precisely defined populations and problems under clearly defined cond?tr' -
This maturity and richness in the empirical literature is the result of decades of C:.lt?ns_
application of behavioral interventions and rigorous research in such areas a5 Wi
disorders, phobic disorders, and marital problems. The development of behamfmy
interventions for other problemalic behaviors is still in its infancy and as yet thoml
developed strong empirical validation. It should be noted that for some proble:m:ls EOI
havior therapy is routinely and effectively used in conjunction with pharmacotheS o
(t?.g., some depressions, attention deficit-hyperactivity disorder, obsessive-com ulm'p,y
disorder). The Handbook of Behavior Therapy with Children and Adults (Ap e
man & Hersen, 1993) includes pharmacological approaches commonl i
with behavioral approaches. Table 3-2 provides a selective samplin YfCOmblned
studies and literature reviews that appraise the effectiveness of bell)1 o researgh
S et avior thera
Pm‘;';Cmg.mdxvxdual change for a wide range of problems. P
maﬁl;hda:;ot:) a[EPfOﬂCheS to gmu.P work have a recognized place in social work pri-
. e excellent ongoing work of Rose (1981). Gambri
and Molidor (1994), and others. (Gambrill, 1983) have used [:;lr:b;:lm(l!%:]}), Tmmr?
Siicce . . o, ioral approac
1989;8';2:::,{,[‘::};13 \;agréegty,l?}f groups including adults and children (Gamblipct al,
1986). Group WOrk"oflen %ocuzer' 1987b; Van Der Ploeg-Stapert & Van Der Ploeg,
sonal skills. It has been utilized:(:m tt.:achu.xg assertive behaviors and other interper-
orders, parent and child skills trai ensively in the treatment of depression, eating dis
v noup ror ik Sora.u}mg, and Zld(:hC(lOﬂS. Tolman and Molidor (199%)
that 69 percent of the articles . ot PTﬂCllce.t.hroughout the 1980s. They note
socialstifls waining and o[hereg'liwe-d had a cogmuve-t?ehavioral orientation. Child
.lhe most frequently targeted ﬁel:; m;'lor QTOblCms of Ch.lldren an adtlescents et
toral group work (Uenson & H s of social \‘VOFk practice research utilizing behav-
Finally, applications of b }(:wzfrd, 990; Zlm.pfer_ 1992).
€n somewhat more limitedi)uztvi:g\r/(:hncrfgy P”.nCiples ib community practice v
are numerous examples of communit © ,CC" 1gnored. Importantly, however, there
ported in the literature (Mattaint ;léy PrOJ‘ects based on behavioral principles re-
Thyer, 1984). The behavioral imperues e D071 & Tharpe, 1990; Rothman &
formdividual change (for mlervenuons. employed are the same as those utilized
: example, modelling, feedback, contingency management).

)Arﬂ\
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Table 3-2
Selective Summary of Behavior Therapy Effectiveness
Problem Area Effectiveness Rescarch*
Addictions  _ Aciemo, Donohue, & Kogan, 1994; Goldapple & Montgomery. 1993; Hall, Hall, &

Ginsberg, 1990; Lipscy, & Wilson, 1993; Peyrot, Yen, & Baldassano, 1994; Polansky &
Horan, 1993; Sobell, Sobell, & Nirenberg, 1988
Anxiety disorders Acicmo, Hersen, & Van Hasselt, 1993; Beck & Zebb, 1994; Emmelkamp & Gerlsma,
1994; Lipsey & Wilson, 1993; Rachmann, 1993; Van Oppen, De Haan, Van Ba!kom:
Spinhoven, Hoogdin, & Van Dyck, 1995
Aulism Celiberti & Harris, 1993; Ducharme, Lucas, & Pontes, 1994; McEachin, Smith, & Lo-
_~ vaas, 1993; Scheibman, Koegel, Charlop, & Egel, 1990
Child maltreatment Gambrill 1983; Finkelhor & Berliner, 1995; Gaudin, 1993; Mcadowcroft, Thomlison,
. " & Chamberlain, 1994; Wekerl- & Wolfe, 1993; Wolfe, 1990; Wolfe & Wekerle, 1993 )
Conduct disorders Bramlett, Wodarski, & Thyer, 1991; Christophersen & Finney, 1993; Dumas, 1989;
Kazdin, 1990; Lochman & Lenhart, 1993; Maag & Kotlash, 1994: Magen & Rnsc:
1994; Raines & Foy, 1994
Couple problems Granvold, 1994; Epstein, Baucom & Rankin, 1993; Halford, Sanders, & Behrens, 1994:
Hahlweg & Markman, 1988; Lipscy & Wilson, 1993; Montang & Wilson, l992;
O’Farrell, 1994; Thomlison, 1984a
Depression s Beach, Whisman, & O'Leary, 1994; Frame & Cooper, 1993; Hoberman & Clarke,
1993; Norman & Lowry, 1995; Rohde, Lewinsohn, & Secley, 1994

,

Developmental Feldman, 1994; Hile & Derochers, 1993; Kirkham, 1993; Nixon & Singer,
disabilities /" 1993; Thomlison, 1981; Underwood & Thyer, 1990
Eating disorders Gamer & Rosen, 1990; Isreal, 1990; Kennedy, Katz, Neitzert, Ralevski, & Mendlowitz,

1995; Lipsey & Wilson, 1993; Morin, Winter, Besalel, & Azrin, 1987; Saundess &
Saunders, 1993; Smith, Marcus, & Eldridge, 1994; Wilson, 1994

Family violence Edleson & Syers, 1990; 1991; Faulkner, Stoltenberg, Cogen, Nolder, & Shooter, 1992:
/ Peled & Edleson, 1992; Tolman & Bennett, 1990
Gerontology Fisher & Carstensen, 1990; Hersen & Van Hasselt, 1992; Nicholson & Blanchard,

/ 1993; Widner & Zeichner, 1993
Juvenile delinquency  Bank, Marlowe, Reid, Patterson, & Weinrott, 1991 Hagan & King, 1992; Hawkins,
Jensen, Catalano, & Wells, 1991; Lipsey & Wilson, 1993; Meadowcroft, Thomlison. &
/ Chamberlain, 1994; Zimpfer, 1992

Pain management Biederman & Scheflt, 1994; Gamsa, 1994; Holroyd & Penzicn, 1994; Lipsey & Wil-
/ son, 1993; Subramanian, 1991; 1994
Phobic disorders Donohue, Van Hassell, & Hersen, 1994; King, 1993; Mersch, 1995; Newman, Hofman,

/ Trabent, Roth, & Taylor, 1994; Tug};,, Beidel, & Cooley-Quille, 1995
Posi-traumatic stress ~ Caddell & Drabman, 1993; Comigan, 1991; Foy, Resnick, & Lipovosky. 1993;
7 Richards, Lovell & Marks, 1994; Saigh, 1992
Psychosis Liberman, Kopelowicz, & Young, 1994; Lipscy & Wilson, 1993: Morrison & Sayers,
1993; Scotti, McMorrow, & Trawitzki, 1993; Tarrier, Beckett, Harwood, Baker,
[ YusupofT, & Ugarteburu, 1993
Sexual deviance Camp & Thyer, 1993; Hanson, Stefly, & Gauthier, 1993; Marshall, Jones, Ward, Jofin-
ston, & Barbaree, 1991; Kaplan, Morales, & Becker, 1993; Marques, Day, Nelson, &
/ West, 1994
Sleep disturbances Lichstein & Riedel, 1994; Minde, Popiel, Leos, & Falkner, 1993
Stress management / Dubbert, 1995; Lipsey & Wilson, 1993

*When possible, review articles and rescarch directly applicable to social work practice were selected.

—

.A'!‘
£
3
%
% §
G
]
¥
4
&
e

&
i
g
*

BENAVIOR THEORY AND SOCIAL WORK TREATMENT /59

Some of the problem arcas addressed in behavioral community practice have been
increasing the level and quality of community participation and decreasing undesir-
able community practices (Mattaini, 1993).

Overall, and relative to other approaches, behavior therapy has an attractive
record of success with a wide variety of human problems. However, several gaps in
knowledge and research of behavior therapy are noted in the literature. These gaps
include maintaining and generalizing behavioral changes and determining which be-
havioral approaches work most effectively with which kind of problem in what con-
text. Maintenance refers to the durability of the behavioral change over time;
generalization refers to behavioral change in contexts different from the one in which
the intervention took place. Strategies to enhance both maintenance and generaliza-
tion need 1o become part of any behavioral change program and to be validated
through empirical research (Gambrill, 1994; Kendall, 1989; Whisman, 1990). Criti-
cal variables that predict which clients will benefit from which intervention proce-
dures can be identified not only by looking at those clients for whom a specific
behavioral procedure is effective but also by considering those clients who fail toim-
prove from the treatment (Goldfried & Castonguay, 1993; Steketee & Chambless,
1992). The quality of prediction will improve if a number of common methodologi-
cal problems are addressed. -

PROSPECTUS

Behavior therapy, as it has been presented here, comprises a variety of distinctly dif-
ferent approaches to facilitating behavioral and, in some cases, cognitive changes. It
has been developed from a strong commitment to planned and systematic assess-
ment, a distinct strength over other therapeutic models of change. Intervention strate-
gies evolve from the prescriptive approach to assessment within a context of empirical
inquiry, primarily utilizing nominal and ratio level of measurement to establish fre-
quency and duration of problems. Its impact on social work practice continues to be
felt both directly in clinical practice and indirectly in practice areas such as task-
centered approaches, as well as single-system designs in research. Behavior therapy
has been demonstrated to be effective in most areas of social work practice. For some
large and complex problems such as those of crack addicts and autistic children, the
theory is considered underdeveloped (Jordan & Franklin, 1995, p. 21). However, for
the majority of problems encountered by social workers, empirical support for be-
havior therapy as an effective therapeutic intervention is well established and most
argue behavior theory is the most advisable therapeutic option. There is little doubt
that its place within social work practice has been assured. It is our sincere hope that
social workers will understand the contribution behavior theory will make to quality
assurance in social work practice.
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APPENDIX

BAsic ASSUMPTIONS AND PRINCIPLES

Contingencies of reinforcement Reinforcing and aversive stimuli

Antecedent behaviors

Target behaviors
Consequences Behavioral analysis
Coercive exchange Negative reinforcement process

Positive reinforcement process Extinction process

A-B-C paradigm Information processing
Beliefs and belief systems

Problem solving and coping

Self statements

BEHAVIORAL ASSESSMENT AND INTERVENTIONS

Behavior inventory Behavioral exchanges

Contingencies Low-risk behavioral target

Homework assignments Negotiation

Observable Baseline measure

Commitment to change Tokens

Contingency contract Bonus reinforcers
Tally records
Modelling

Problem-solving activity

Social reinforcers
Recording
Role playing

Behavioral rehearsal Monitoring of change

Behavioral maintenance

Conflict resolution
clinical evaluation

Evaluate progress

Maintaining conditions
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