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ADHD 1Naftype of disruptive behaviour disorder that usually appears in early
childhood. The signs and symptoms of ADHD typically appear before the age of
seven years old (APA, 2013). Based on DSM-5, three essential features of ADHD are

inattentive, hyperactivity, impulsivity, and combined (APA, 2013). The most sign of
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hyperactivity is children are always moving, for examples, they trying to do many
things at once and bouncing around from one activity to the next activity. The most
obvious sign of impulsivity is children are usually having problems with their self-
control, for example, they are invade the space of other people, ask @nl
questions in class, interrupt conversations, make tactless observations, @overly
personal questions. As a result, other people assume that the child vrespeclt‘ul.
weird, or needy. Children with only inattentive symptoms are OﬂNerlooked. but,

these symptoms have consequences such as getting in hot zwi'h parents and

teachers for not following instructions, undcrperformin!’ in ud) M@in&y\‘ith

other kids over not playing by the rules (Robinson, Sn

Approximately 60% of young child‘Nllh ‘3} te to develop
a Q

oppositional disorder characterised by nom iagce vioo(l’arker. 2002).

Noncompliance behaviour is one of the 1 am‘p&u li\'%behaviour conditions

‘&
among children who diagnosed with A (P3P & % 2003; Swanson, 2003).

As reported by Goldstein et a% % lil‘ e e“rk @/o of children with ADHD
p) &

\ exgh¥ffhing the failure of a child to

egalf;

N
DI

complete a given instrucﬁ'N*el afjer ;‘atgédnd trained him or her, the child still

2 ). the term noncompliance behaviour

—

noncompliance. Acg to, Harkje

’ o
refers to three Awm es of child b@’iwiour. First, a child is unable to perform

behaviours @d by parents within a reasonable time 15-second after a command

given. ggcomthe child is unable to sustain compliance to a direction from parents

.

until the requirements stipulated in the command have been fulfilled. It may consider
this behaviour category as a form of attention span or sustained attention to on-tasks

behaviour. Third, the child is unable to follow previously taught rules of conduct in
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any situations which parents or teachers consider to be violation. The examples of the
behaviour such as, leaving one’s table in class, running off in a hypermarket without

parents’ permission, lying, stealing, hitting, kicking, biting or aggressing against other

people. Y'
N

Moreover, according to Barkley (2012) the term defiance can n%e:u: >d for

many instances of noncompliance behaviour where the child not onl,walis to obey a

command or rule, but also displays active verbal or physical wegigiance toward the
commands. This is an active resistance to command rather the as i"e one as might

: : »
be conveyed by the term noncompliance behaviour§zfor exagpl \j'heL’@'arenl

attempts to impose compliance with a directive on,]!]e ild, tige thiffl wilRengage in

\ N
verbal refusal, temper outbursts, and even phiw agsyes

g ag.@st the parent.
The examples of noncompliance behaviours e_referr

behaviours can be considered as belong %{g ’r% noé;¢mpliance behaviour.
“« Q

This inter-related form of behaviouM also em;&uas disruptive behaviour
N

, soci§l ag rdss@. hostile-defiance behaviour,

=
o
)
L
=
B
o
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a

disorders that include conduct

and externalising behavioum@emsl \

&
the child to avoid the impO%gon ¢f t plq@Patlerson. 1982).
‘¥

N &
ﬁh 2.1: Examples &,{X;nwmp/icmce Behaviours
N

of th behaviours are direct efforts of

v

le Steals Fails to complete chores
ines Lies Destroys property
mplains Argues Physically fights

Defies Humiliates/Annoys | Fails to do school homework
Cries or holds breath Teases Disrupts others activities
Tantrums or screams Ignores requests Ignores self-care routines
| Throws objects Self-injury Runs off

Argues or sarcastic Swears Physically resists

Source: Defiance Children: A Clinician’s Manual for Assessment and Parent Training,
Barkley (2012)



2.2.1 Poor Quality Parent-Child Interaction

Many researches repeatedly demonstrate that the quality of parent-child interaction is
reliably and strongly associated with noncompliance behaviours during childhood.
Some studies indicated that poor parent-child interaction tends to sustain ogn¥ease
the occurrences of noncompliance behaviour in children (Barkely, ZOl@chainc.
Hinshaw, & Pang, 2010; Burke, Waldman, & Lahey, 2010). A very Wanachment

Nchildrcn with

S o' stubbornness,

relationship with parents and the family members is showg

noncompliance behaviour along with their significantly high

oft igtheir
IS

1cd?arenting.
N

ies Ybeen found

u :
rentin incgﬁhve. inconsistent, lax or
N
@ by parents which often
'y
2 isciplinary methods (Deater-

'Ry z’!&retcalf. 2012). Disrupted parenting

also includes disruple@
s

monitoring of theiﬂ activitie in{ic,‘.r outside the home (Ellis & Nigg. 2009:

~N
Harvey & @012; Mokrova et al., 2010).
y

4-y®r longitudinal study conducted by Harvey & Metcalf (2012) was to

1 urz&dw parental warmth, and poor parental

s

examine the interaction pattern between preschool children and parents in predicting
later disruptive behaviours. There were 138 boys and 120 girls of 3-year-old children

and their parents from diverse backgrounds included in the study and 199 of these



children had problems of hyperactivity and 59 children with no behavioural problems.
Mothers and fathers independently completed the Disruptive Behaviour Rating Scale-
Parent Version (Barkley & Murphy, 1998). The interaction between children and their
mother were coded during 5-minute play and clean-up tasks. Global wam@gs
such as parents positively attentive to child (praise, supportive, conveye '%SIS and
affection in interaction with child) were coded. Results indicated th er parental
warmth (negatively attentive, not used praise to the child, laxne d depression)
predict more externalising problems of hyperactivity in chil he 1ud\ suggested

that hyperactivity behaviour may develop and sustain thro a leganzlgteraction

L
between parent and child across the preschool year. -\

\ \T
Another study conducted by Mokrova e l(})‘ 'amixéxks between

disrupted maternal and paternal bLhd\lOUIS eir ADI

and%tﬁel

a “

been assessed through self-reports toW tlt)MllDéﬁnpmms level of home
N

chaos and parenting practices. e ieachcr, gs@o identify the child ADHD

symptoms. The results foundagat, mc ded foXeport higher home chaos when

behaviours. The participants were 311 n

J.U)

they or their children ha ioh®r le

by

0
of mothers have beei to b in®p
to ADHD child ‘Q

gative noﬁo@‘and these associations were mediated by

‘I\Dl@ symptoms. The parenting practices

Nc‘.@}ilsuplme and non-supportive responses

home LhZIOS > parenting prdLIILeS of fathers have been found to be more

inconsis pscipline, lower involvement with children, and non-supportive

responses 19 children's negative emotions. The research indicated that ADHD parents

and living in a chaotic home environment were linked to inconsistent discipline and

non-supportive responses to children.
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A study conducted by Deater-Deckard et al. (2012) was to examine the
association between challenging child disruptive behaviour (noncompliance, anger,
impulsivity) and harsh parenting. The participants were 147 mother-child dyads in
which mothers’ age (M=32.80 years, SD=6.17) and children’s age (M=35 ?@hs
SD=15.54). The negativity scale of Parent Feelings Questionnaire (PF@SCd to
measure the maternal self-reported of harsh parenting (Dealer-[)ec?.ZOOO). For

assessing the child disruptive behaviours, each mother alsowd her child’s

challenging behaviours problems. The study found that mot ith Poor parenting

practices have higher levels of harsh negativity and asgociafel wjth c distti\'e
S
™R better

ntrast, njotiygrs w

—

behaviour (noncompliance, anger, impulsivity). I

P 4
\ocxal@ maternal

haé@rs development
&
$

] “
Another study conducted by“N§ an vt (w) was to examine the
%
relationship between ADHD% Sis ar s;}n;}lq@ domains in children with

parenting practices. The wng T
b IR

involvement with childr,

parenting practices, the child disruptive behaviqur \zs no
1 .

harsh negativity. The harsh parenting influe % ldre

in part through its impact on parenting belggagurs an \s%

4 f &
\ce.s wesdAncluded parenting monitoring,

l‘Cl‘p

six domaMgwWere included in APQ assessment: involvement, positive parenting, poor
monitoring, inconsistent discipline, corporal punishment, and other discipline
practices. The results found that parents’ inconsistent discipline, parents’ low

involvement, and poor monitoring were meeting DSM-IV criteria for ADHD in
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children and developed children’s disruptive behaviours. The ADHD-I symptoms
were associated with paternal inconsistent discipline and low involvement, and

ADHD-C was related to maternal inconsistent discipline. The study indicated that lack

of father’s participation and involvement in family could increase the like 'mid of

maternal ineffective parenting and monitoring of the child’s acli\'ilic:hl also

deprived the need of socialisation opportunities in children. T

ollelcd parenting
ce ew among

those children who have ADHD symptoms. These facto . loyf par: mlll &111]

anag;; child’s
behaviour), disrupted parental behaviours, and cNum W g ml@' on child’s

e en i@ are among the
eh: \'Bu @mg with the child’s
ADHD features, and affect the qu ild @\ﬂa ctions. According to

l :
Danforth et al. (2006), some 1 es hf /e 9% hat treating noncompliance
behaviours using dppmprmtc&&:mu‘ olfyn resysd® in significant improvements.

lO
o,(,)
?@

)1 Ny of Parent-Child Interaction

&
\ Disrupted Parental Behaviours
\ (Parental ADHD symptoms)
(Mokrova et al., 2010)

Based on the researches above, there are four factors

associated with children’s disruptive behaviours (noncor

ineffective parenting (inconsistent discipline and hal en !

activities (see Table 2.2). These four factgrs

|
1
Factors of Disrupted Parenting

T
Ineffective Parenting 1 p p | Monitori
(Inconsistent Discipline and Harsh | 0N EMrEiin MESMTIRE

Parestian | (Low Involvement in Child's Activities)

1lis & oo, 2
(Deater-Deckard et al., 2012) (Ellis & Nigg, 2009)

¥ Metcalf, 2012)

N
Noncompliance Behaviours in ADHD Children
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2.3 Issues on ADHD for Malaysian Children Population

Several studies conducted to examine the issues of ADHD among children in
Malaysia (Burns et al., 2006; Gomez & Hafetz, 2011; Narkunam, et al., 20 an

Salwina, Nik Ruzyanei, Tuti Iryani, Shamsul Azhar, Aniza & Zasmani. 7(%\

A study conducted by Burns et al. (2006) was to exan 'hether the

symptoms of ADHD exhibited in Malaysian preschool chilw(n:%(\’) were

demographically similar to those found in preschool chil me'ican paediatric

Mb(ﬁg had

N

an girls Jwl rcas SN in the

\l

ang This study
'é.&lt\t Holbrook,
,@m to 17, boys were

more than two times likely to have b gu ed v as compared to girls.

was supported by Visser, Bitsko, Danielson %our

Wolraich, and Cuffe (2015) in which an all th\_h_l_{‘&

The finding stated that the prevalen AD,& boys than girls.

, a‘
In understanding ll N0S 1.1 \hc ty 01 ADHD among children in

&x5

lflt:((l)@tud) among parents and teachers on
'

Malaysia, Gomez and H
their agreement for r. 21 h ir chil relﬁla scale comprising the DSM-IV-TR for

ADHD swnptonﬁ% study an(n d"ﬁg prevalence rates of the types of ADHD.

The study lo al the prevalence rates for the ADHD-I was 0.96%, ADHD-HI was
0.32%, HD-C was 0.32% respectively. The study indicated that ADHD for
boy and gMT groups together, the most prevalence type was the inattentive (1.37% in

boys and 0.60% in girls). Overall, 0.32% of boys were in ADHD-C type, and another
0.32% was of the ADHD-HI type. The prevalence rated showed 1.61% with a sex

ratio of around 4 to 1 in favours of boys.
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A study conducted by Narkunam et al. (2012) to examine the impact of
children with ADHD on their parents. A total of 95 parents with children diagnosed as
having the symptoms of ADHD attending the Psychiatry Adolescent and Child Unit,
University Malaya were included in this study. Their parenting stress wa@;ed
using the Parent Stress Index. The proportion of parents who repog&' nificant
stress in this study was much higher than in most studies (n=69, 7wﬂnd mothers

“‘Mm was found

ss Jevel and non-
ith hil\‘cgel Qﬂhan
1S

12 years of age were six times more stressed than paréMg with f} Idgn yogmger than
N

were significantly more stressed than fathers. Significant ¢

between the severity of the child’s disorder and the paren

12 years old. The findings of this study wer % " sluc‘@x;nducted by
Ramli and Zasmani (2007) in which it ha% fi 63@‘)1‘ mothers with

ADHD children had significant stress Igy ; aes ers of children with

parents acknowledged

@concern.

non-ADHD. Overall, it has been und\

that having a child with ADHD pgpas t

s s
&

Wan Salwina et al. K exarhindythe ageeiation between the symptoms of

\
ADHD and bully-vicli@ble 1® )f& ﬁé‘faysian children attending primary
2 @
schools in Kuala L, %.'A’l al ’f 4)@hildren from seven randomly selected

schools were @sNssed with regar% o bully-victim problems and ADHD
symptoms @lf—reporlcd questionnaires. Malaysian Bullying Questionnaire
was sed o rate bully-victim problems, while ADHD symptoms were assessed

using Conners-Wells’ Adolescent Self-report Scale. The findings indicated that
ADHD symptoms were found significant in relation to bully-victim problems. The

ADHD symptoms reported by students were significant among bullies (OR=0.59,
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C1=0.42-0.83, p<0.01) and bully- victims (OR=0.55, CI=0.37-0.81, p<0.00). Parents
reported significant ADHD symptoms only in victims (OR=1.260, CI=1.02-1.56,
p=0.03). ADHD symptoms were significantly present among bullies, victims and

bully-victims. These findings open new perspective in managing dlslupmﬁowur

related to ADHD among children in Malaysia.

In addition, the symptoms of ADHD are usually ()\%m by many,
especially parents. With more ADHD children being enrolle in?ﬁstream education
system instead of receiving specialised programmes, t e lacking Jghind their
typically developed counterparts (Ramli & Zasmani, 2 Thuf, the 's‘@ved for
parents and teachers in increasing their awarenessv drg\ 2 em@i looking

for the professional helps. Counselling can h%Wms !
the issues in which they are coping with th% f€<\‘

alliance with psychotherapy is imponal ) HevglSh anjn p1$l) supported therapy

.. F Qng a counselling

relationship for dealing with these pN

1 ornﬁ‘?dnldlcn with ADHD do
not exhibit difficulties requiri%;sive 1

N
Ees§1n the absence of comorbid
s vo-/

yciot
£
pu %dwarcness on ADHD in children
‘<.r

ﬂleé_’ haviours exhibited by these children

problems, (Goldstein, 7() oreo'e S

itself is minimal and n WIC s J¢
as naughty behavi anﬂ?) sm@y? 2007). Therefore, there is a need to
increase a pubh eness about [1@' thus, the early intervention and prevention
from pmtcsE\coumcllor% can be lmtltuted in these children.

N

2.4 Roles of Relevant Authorities and Counsellor towards ADHD Children

The Ministry of Women, Family and Community Development (2013). categories
) 3 p &

ADHD as one of learning difficulties which is means intellectual capabilities that do
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not confirm with biological age. Those individuals who are fall within this category

considered as having the condition that affects their learning disabilities. The relevant

authorities include Ministry of Health (Family Health Division) and Ministry of

ey certified

L ]
sl | Y;ling

Yw:‘}é Special
clas e\ mainstream

aim of SEIP is to ensure thaty m cl]'l ¢ in a least restrictive
environment. This enables lhel% n in g'nor, }E lc’;ing environment and to help
them to develop their socia ‘Nmmlum ton sk (Ministry of Education, 2013).

&
; . Ny i ! (-e% : .
Basically, speg evelgpme o ﬂ ning test is conducted to screen and
N3
diagnose the sy Y of# i @L engage both parents and healthcare

providers to K t for and act 0’!&10 early signs of potential disabilities. With

United N hildren's Emergency Fund (UNICEF) support in 2008, Ministry of

Health'Wowd a programme that included specific development of health screening 4-

year. The programme strongly encouraged health professionals to take note that of

parental concerns of developmental delay and incorporated a child developmental

checklist, ADHD or Learning Disorders screening at four years (Amar-Singh, 2008).
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In 2012, this programme was launched and implemented at national level as a health
monitoring programme which targeted at identifying the earliest signs of potential
disabilities (ADHD) (Ministry of Health, 2013). Apart from early detection, Ministry
of Health provides healthcare programme for ADHD children such as, mit_\f
Based Rehabilitation centres (CBR) to provide awareness training% nts and
affected children on their symptoms. Parents are recommended to smeir affected

child at CBR centres for screening, intervention and rehabsidgudh. The CBR is

developed under Social Welfare Department and is meant tc 0 ]c‘lslop centre for

individuals with disabilities (children and adults). The

ADHD such as diagnosis, behavioural treatment, and sOWgl deygldpmgnt sighs.

¢ o
In addition, the roles of counsellor in Nwi D) uli highlighted as

~

important. A study conducted by Supiah (20037 exglor ro f trained teachers

toward ADHD among Malaysian presch piés an 1defy¥y whether the impact
9 &S

of ADHD symptoms in relation to c%om n i@lsive setting. The ADHD

checklist was used to screen 5%’~chool upj “1!\ Sbmainslream classrooms from

s

&

s potdMal individual case studies. These

whom a sample of 10 pupik&N idelltitl
pupils were more likcc\b
interaction owing (%*

«, 4

ADHD S'\'mptolnisc eral constrainlggged by teachers were uncovered including

lack of know \and skills although they were positive towards pupils with ADHD.

They gre ynantly used traditional methods in teaching and hence less pupils’
involvement in activity. This study suggested that inclusive education for ADHD

children should be provided with well-trained teachers who are specialised in ADHD

and the action research should be carried out for better understanding about ADHD.



Another study conducted by Aili, Norharlina, Manveen and Wan Salwina
(2015) in one young girl aged 12 who diagnosed with ADHD. She has been treated
with psycho-stimulant medication (Methylphenidate) and her mother was involved in
parent training programme which more emphasised on positive parenting@nd
family attachment. Apart of the treatment was play therapy session p@for the

girl and her mother to apply parenting skills. After several rep?& treatments

(medication and parent training programme), the girl was note tNess impulsive,
and her relationship with her mother has been improved. Thq®g%ho ipeciﬁc type of
parent training programme has been applied and mentioWed poy Ihevisls.
R ok | | &
However, this study indicated that parent training prO¥g nne}s cgnm d to be

V
+
5 &
A study conducted by Noor Azimalm Swing@: Qla. Shalisah and

child, but also emphasised KMOn (2 f having clear expectations and
regulations at home, CN‘Ci ) o POY aviours and building the child's

competence and sw%ﬁm} togth? stg¥y conducted by Aili et al. (2015), there
2l 1

T

was positive ougcdge of the implicaisg’ of parental counselling and training with
medication in \wemenl of child’s behaviour problems. However, Noor Azimah et

al. (201 ) WS also not mention the specific application of parent training applied.

A study conducted by conducted by Marziyeh and Khaidzir (2009) in one
preschool child aged 5-year old who has been diagnosed with the symptoms of ADHD

included tantrums, anger, moodiness, poor peer-relationships, and manipulative and
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crying behaviours. Both the child and her mother were involved in filial therapy or
similar to play therapy. In simple, the primary goal in child-centred play therapy is
self-directed growth and change in the child. Inspired by this method, filial therapy
aims at helping parents become the agents of change in their children’s li\'@gh
conducting play therapy sessions with their own children (VanFlee@. Filial
therapy is parent-child relationship building intervention which mainlYased on two

aspects: (i) reducing children’” problem behaviours, and (ii) amelwg parent-child

dysfunctional relationships through improving parcnling%‘re 'nd skills. The
outcomes of this one-month long case study revealed thaWfili
potentiality in enhancing and rebuilding parent-chil ations}i <

parent the skills necessary for coping with the Chid%@ p “\ \*b

Therefore, it has been found that, par raiging

parent-child relationships through teachin%i Dageils skPls n«@ssary for coping with

the behaviour problems in ADHD ChikN n

Khaidzir, 2009; Norazimah et @') h.'g e sﬁ&b{xm >nted. There are various

types of parent training are'&Nmmfd al Wi behavioural issue  of ADHD
children in Malaysia. Hc’v A eie?}ﬂaﬂg-df uniformity access into a specific
i

parent training pro %‘! (ﬁva)
&Q P
to d

training, it is dit@ eal with chikyn with learning disabilities include ADHD
\ -
(Amar-Singh, _:? . The parent training programmes conducted by Aili et al. (2015),

Marziyelg andKkhaidzir (2009), and Norazimah et al. (2011) were showed some

%

improvement in children’s behaviour, however, these programmes were too general
with no specifically employed a specific type of parent-child intervention. In addition,

the effectiveness of these programmes are intervened with psycho-stimulant
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medication which are directly addressed the child’s behaviour problem due to ADHD
symptoms (Aili et al., 2015; Norazimah et al., 2011). The study conducted by
Marziyeh and Khaidzir (2009) was more concern on promoting positive parenting
skills to improve a supportive relationship between parent-child rather lh\ ectly
involved on treating behavioural problems in ADHD children. Accordi@arziyeh
and Khaidzir (2009), based on filial therapy, the child’s behaviour pnv!!hs later can

be addressed by parents who learned these parenting skills. V

\%

2.5  Overview Parent-Child Interaction Therapy | C)\
A
s g

Since the medication treatments have side effect in ({€schc M ren @r types of

therapy, particularly behavioural therapy carb\%wqiw 'q‘lh 0“8{”“ reduction of

the core ADHD symptoms for this age g%( r%?: Igiical Society, 2009).
).%n @ S

Many studies found that the mos amgended@ war hild intervention at
Dep! 'ldr‘@s Parent-Child Interaction

8259& Funderburk, 2011; Thomas

improving behavioural symptoms

Therapy (PCIT) (Counselling Dir

& Zimmer-Gembeck, 201 .}PC C binc@olh play therapy and behavioural
it o \ ¢ | O e frocti ; :
therapy to help 1a0111lh1e vel inw effective parenting techniques and

\
reduction in bcha\'%;ues’%; :J‘S‘t?lead to a stronger familial relationship.

['his approach tive for chlldren‘@\o behavioural problems.

S progresses through two distinct phases: CDI and PDI parenting

skills. In [ phase, the parenting skills that parents learn are represented in the
acronym, PRIDE, which stands for Praise, Reflection, Imitation, Description, and

Enjoyment. In PDI phase, parents are learn how to give appropriate, clear, and direct

commands in order to maximise chances for child’s compliance. Parents are also
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learned specific discipline method by using time-out to deal with child’s
noncompliance behaviours. These strategies provide parents with appropriate tools to
manage their children’s behaviour and avoid parents from using physical power, and
to promote children’s emotional regulation (Urquiza & Timmer, 2()14)* live
coaching and monitoring the parental acquisition skills from tl1erapiAhe main
method of training in PCIT (Eyberg et al. 2008). There is a grovswrcnd in the

psychological literature describing implementation of PCIT inte"m format. There

\"ia'ed.

‘¥
1.5
2.5.1 Abbreviated Intensive PCIT Format Y. ’ \3'

Traditionally, the standard PCIT is delh@we
families’ average time in treatment rangecfiom 12 \Q?e
N
Erickson, & Touyz, 2003) or 12 to 16\ S ?lm y&@mer-Gembeck. 2012).
N\

The abbreviated or brief PCIT in tio q@ecausc the perception by
LS

consumers that treatment is excessigely

therapeutic change (Le }10

programme with fewer nen
treatment sessiom‘%;c

(Abrahamse, .l@(‘ha\'annes. Co®&Q?an, Boer, & Lindauer, 2012; Graziano et al.,

are two formats of PCIT can be delivered, (i) standard and (ii

(Nixon, Sweeney.

N
e been documented in several studies

S

v

2014: Leywsg=s®(): Nixon et al., 2003; Nixon et al..2004) in which four to five

sessions IT treatment was effective in treating behavioural issues in children.

A study conducted by Abrahmse et al. (2012) was to investigate the effects of
PCIT in short format (5-session) in decreasing the intensity of disruptive behaviours in

Dutch children. This study was based on the data of 37 referred families in
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Netherlands. The participants were 17 children (45.9%) met the DSM-IV diagnostic
criteria for ODD and ADHD. It was assumed that PCIT (short format) will produce
positive effect on the pattern of disruptive behaviour of these young children. The CDI
and PDI sessions began with a didactic parental teaching in which %Tvere
coached by the therapist. The study found that there were 73.9% mo%‘eportcd a

significant decreasing in their child’s disruptive behaviours with th&scores showed

within the mild ranges of behaviour problems. The study suppo hypothesis that
PCIT (short format) has positive effect in reducing the dishiWwe t'havi ur among

preschool children with ODD and ADHD. . ~3”
Q)

Graziano et al. (2014) conducted a sludvm\'% ne k}ibility of
Y-

avi&yr problems in
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young children. The participants were 11 ¢ ea st who displayed

elevated externalising behaviour inclu nd ADHD. Children

(36 %). The adaptation of P({Lg4 ength of the intervention but

no changes to the principl

total sessions which re
e eported decreased in child externalising

concurrently. The pRr

behaviour and E&ed in child cqm¥liance behaviour. This brief and intensive

N
\vas acceptable to all enrolled families with zero attrition rates. Based

.

version of

on TAMgse®ment, most parents reported highly satisfied (M=48.10) out of 50. The

study contluded that parents were more convenient to enrol in brief version of PCIT.

A study conducted by Lewis (2010) to evaluate the efficacy of an Abbreviated

Intensive PCIT protocol with a population of preschool aged children displaying mild
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to moderate levels of disruptive behaviour. The Intensive Treatment included two
hour sessions across five consecutive days. This Intensive Treatment was followed by
Maintenance Treatment which was comprised of three weekly 30-minute telephone
calls and finished with 1-hour booster session. The study hypothesised tl rents
would report improved in child behaviour across baseline and post-@ls. Six
families with children who have mild to moderate disruptive beha\'imwmlved in the

Na compliance

e "realment. and

* b\?elme
£
f ligehture on

ehaviour.

study. The results found that all children have higher meg

percentages at post-treatment (Intensive Treatment, Main

£

A study conducted by Nixon et al. (2 wag to ujégetwcen standard
t)

it ABB) in reducing
- Sl
behavioural problems in preschool chhn. ‘NDéé)up. 17 families (14 boys

and 3 girls) and the ABB gro families (J3 ‘o(’band 7 girls) completed the

\" ‘&
treatment. The STD lreatm;’&\sis@_ Oneé{wo hours weekly sessions. For

the ABB treatment, tl@ls igc
videotape and gave '%t()ﬁ]byi
4

%

were altemalcd&hc 30-minute @s’phone consultations. Both STD and ABB
N

modelled the parenting skills on

%

@atch at home. The face-to-face sessions

treatments in¢ I-hour booster session of face-to-face after 1-month post-
treatmegt. rm of treatment hours, STD took 15.5 hours and the ABB took 9.5

hours to administer. The findings indicated that children in the STD and ABB groups
were not significantly different in terms of their behavioural improvement. Thus, the

study suggested that ABB was effective to cope with child’s behavioural disorders.
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Nixon et al. (2004) extended the research in ABB format whether it maintained
short-term gains in reducing behavioural problems in preschool children at 1- and 2-
year follow-up. The participants were 67 Australian children who met the diagnostic
criteria for ODD were randomly assigned to three groups STD, ABB & V‘he
samples were 54 children consisted of (STD=17), (ABB=20) an [=17). On
average, children in the final sample were 46.8 months old with 7 o (boys) and

29.6% (girls). Children in the STD and ABB groups rcquivmaarlicipale in a

a dmm th, 1-year,

icipants fn tl D@d the

ni

L i
> @ ABB groups. The findings

s &
@Q-ICHH advantages similarly to

differences on any outcomes fgr b(q Child
bma

suggested that abbrcvialedi\ of

drelta;&dplaying behaviour problems.

As can be I‘%nally : § pported the impact of empirically based
treatment of abb &

d format of KCCQfY;n producing positive treatment outcomes for

both parent4 \childrcn with disruptive behaviours. This study also has made the

vances in the areas of PCIT format of delivery which included home-

based services its implementation in different cultures.
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2.5.2 Home-Based Services of PCIT

The PCIT basically conducted in a clinic-based setting. Therapists conducting PCIT in
a home setting may help to reduce some common barriers to treatment guch as
transportation or availability (Masse, & McNeil, 2008). In-home P‘%N an
alternative to the clinic-based model because it allows therapists to 0‘9*. assess,
and change behaviour in the natural environment. Although a dex:()f clinical
control is lost by conducting in-home, the ability to troublesl oowvis an advantage
for therapist and family. In this way, what therapists lose i a (c@lhey gain

.
in the home (generalisation). In-home PCIT benefit elin artiffci 11@&1’ of

A
f’el‘_\@la\'iours
Yv

reas®y. home-based

Sessions by giving parents hands-on coaching and ¥

that parents try to describe and therapists try to Ms
PCIT is a viable and effective alternative to t 'in

Masse. & Stevens. 2008). Some of the eMngi calpinves mlio%re\'ealed that home-
]

X
based PCIT produced comparable reSLm,m" 4l lé% are et al., 2008).
l %

Lanier et al. (2011) conEuch as\fl oa‘%}pop;re between PCIT in-home

based and standard clini@d " agfomi Oﬁt\ setting. By using a quasi-
S

experimental design, th dardlised ok \Cg at three time points were collected
% N
from 37 parent-chi ds. & ’d\% icated that families with transportation

V

difficulty and 1,\%! family membe?&?vere more benefited from the convenient of

home-basg ®py with no cancellation rate. The disadvantage to home-based was

difficulty rk with one parent and one child at a time if there is chaos in the home
and several children present during the treatment. However, the study suggested that

receiving PCIT in-home is convenient to many participating families and potentially

remove the barriers that may contribute to attrition.
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Another study conducted by Ware et al. (2008) to investigate the effectiveness
of in-home PCIT using AB of single-case design across five subjects. Children
included in the study were between the ages of two and seven and met the DSM-1V
criteria for significant behaviour problems as measured by parents. The @data
for CDI were obtained by assessing the parents’ positive behaviours (@and BD).
A minimum of three consecutive data points were collected durinwmle with no

erewed to determine

- nlastcry criteria of

upward trend before the treatment began. The two criteria w

when to change from CDI to PDI phase: (i) parents had to 1

CDI parenting skills, and (ii) achieved the determined prop®eti

during DPICS observation. These data must beéxsten

sessions with no notable upward change. Then thYe:tl ™S ated once the
NV <8

family met PDI criteria. The follow-up @re co
after the post-treatment. The study fo»@jl decre\m si

(]

behaviour and increasing in use sitive \geha oﬂ@ contingent praise. The
study provided preliminary ¢ 1d R Suppprti I1e of in-home PCIT similar to
) 1 e

ﬂ‘mé}glraling the effectiveness of an

the effects observed in-c% ttin
\&

evidence-based treatm -hor cghg, L&lstudy also added to the growing
5N i)
r i '

o

Vi

literature which ain ’%ﬂp &w&l‘;& of home-based intervention.

RN

253 Im xntation of PCIT in Different Cultures

.

p(‘l@(ﬂ'iginally developed based on behavioural strategies known to be
acceptable to European-American families in the United States (U.S). Additional
researches have specifically focused on PCIT outcomes with different cultural groups

to help understand how to maximise treatment efficacy while maintaining cultural
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sensitivity. Although PCIT have been examined among Latino and Mexican
Americans (Matos, Torres, Santiago, Jurado, & Rodriguez, 2006; McCabe, Yeh, Lau,
& Argote, 2012), there is increasing recognition of examining child behaviour

outcomes as a results of PCIT intervention among Asian (Leung & Tsang, 2()2\R '

Matos et al. (2006) employed adapted version of PCIT among%m Rican
parents and children aged four to six years with hyperactivity and igh rates of
noncompliance behaviour and defiant as measured by Disruptive?uviour Scale for

Children (DBRS) (Barkley, 1997). There were nine child " Bh 1ic¢€\a children
L ]
>CIT ayd th reﬂ_"xznd—
TE

S % ts ;*15) and
v dbac&n treatment

ed tQ\ raluate the CDI
.\

met diagnostic criteria for ADHD. The treatment manual

outs were translated into Spanish. The in-depth int

clinical psychologists (n=5) were implemcnlcc’ Nm\'i

processes and components. Parents and psycholOWsts Nere :

and PDI parenting skills, to examine the sti 0 fen é&}’(‘l'l‘. and to identify
cultural barriers. The results sugg h th S : to be an acceptable

intervention for this ethnic urouy% ts repyirte (}1( icant reduction in children’s

hyperactivity and noncomp] \ehav‘om owe entm& stress and improved their

parenting practices. Per pert l}l!ghﬂg >] of satisfaction with the treatment
and work done by 1 ls allz@'@n rate of 10% was a good indicator of

parents’ satisfa Ah’ results sugg@d that Puerto Rican families with younger
children ma)%ponsi\'e to this type of treatment. This finding indicated that Latino
parents use more warm and nurturing child-rearing practices (Gross, Fogg,

Webster-Stratton, Garvey, Julion, & Grady, 2003).

Another study conducted by McCabe et al. (2012) to examine the PCIT

treatment effects over a 6- to 24-month period post-treatment in young Mexican
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American children. The participants were 58 families of children with clinically
significant behaviour problems at a community mental health clinic between
September 2003 and February 2006. A culturally modified version of PCIT, called
Guiando a Nifios Activos GANA (n=21) and standard version (STD) @and
Treatment as Usual (TAU) (n=18) were employed in the study. (}A@ined the
core features of PCIT, but modified the delivery format to oplimisY!#ura] fit. The

three TAU therapists were described their orientations as Peranlred Cognitive

Behavioural, Trauma-Focused Cognitive Behavioural, and sy'tems. The study

compared the long-term effectiveness of culturally adgpted N : mi*,’]‘/\u
. | &
The long-term follow-up assessments were collecte telep}l( e erv@ between
~ . ~ V
February 2006 and July 2007. This study 10und% ] t‘i‘
PCIT. and TAU) produced significant W reporte
el

ent appteidches (GANA,
]

Wpl@nems in young
I u
produced results that sngmhcantly& ior

é GANA programme
mA out of 10 parent-report
: Ny :
measures. These data suggest ghat Noth STIP an ‘A§pr0duce treatment gains that
. : : d
maintained over time, andKAN li

ar efi&t as STD. Therefore, PCIT has
been found to be et‘fecti‘*&npm

1

Mexican American children with b

—

‘erec’&‘llltures.

si@gion by Leung and Tsang (2012) was to

Another st
investigate lh«A"cl of PCIT am(@l’linese parent-child dyads in Hong Kong in
reducing sién\?nl behaviour problem. The participants were 48 parents of 2- to 8-
year-dgg cIymiren consisted in the intervention group and 62 parents for comparison
group. The intervention group was assessed using the DPICS which translated in
Chinese version on three occasions: before treatment, after treatment, and follow up.

The treatment was conducted in Cantonese. The intervention group participants
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completed the outcome measures at pre- and post-intervention, and 3- to 6-month
follow-up assessment points. The comparison group participants completed the pre-
and posl—imer\'emion measures at an interval of 4- to 5-month. The results indicated
that PCIT was effective in reducing child behaviour problems among yo& hinese
children in Hong Kong. The majority of the intervention group childm se ECBI
intensity scores were above the cut-offs before treatment fell bclo?! clinical cut-
n be effective in

offs at the post-intervention assessment. PCIT had been fqu

reducing inappropriate parenting practices, and increas pisitive parenting

cwi*-ethnic
® reducing

child behaviour problems (Matos et al., 2006; T%( e

However, there is no PCIT study\on ucte#
Thus. this study aimed to understandNge CH—%C 1t

% “« Q-
among Malaysian culture from pam PSIS S ba\éﬁ on their experiences and
perceptions about the lrcatnu%grcvia d IffedsdPCIT) implemented.

s
Q7§
2.6 Rationale fo \ev' t(’d?ﬁl's&i@l’arent-Child Interaction Therapy

Ak

and religious aspects

The Abbreviat wsive PWTT &s NQas other parent training programmes which
=

have been lemented in Malay\sl'a because this type of intervention is directly

addres? ild’s behaviour problems and building supportive relationship between

parents #d child. Many of parent training programmes are specifically focusing on
helping parents to improve their parenting skill such as teaching parents an

appropriate parenting skills in coping with disruptive behaviour in ADHD children by

encouraging positive behaviour between parents-child (Aili et al., 2015; Marziyeh &
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Khaidzir, 2009; Norazimah et al., 2011) rather than focusing on treating disruptive
behaviour problems. For example, filial therapy as conducted by Marziyeh and
Khaidzir (2009) was a type of play therapy and it was lacked of behaviour therapy

involve helping parent to directly improve the child’s behavioural , A&

components that important in disciplining behaviours in children. Behavio? erapy
ms using

related methods such as time-out and discipline action at home orgn uBlic (Block &
N :m

Smith, 2014). The Abbreviated Intensive PCIT is one of couns srventions that

integrated both of play and behavioural therapies. It 14agm msilscs on improving
parent-child relationship and helping parents to buil

increase their positive verbalisation and decrease thege8hild’

The PCIT (standard or abbre\'ia‘w;rm monstrated its
effectiveness through a number of stukzeq [ .\
h )ulwévns y took an initiative to
U]
TteRs

(liuropean—/\mcrican) and Asian (C
€

in Western

understand the effects of Abbrcvnal\ o r‘e\w@her e amtahin o
the appropriate needs in b“%;m 2} c ldrt'bbh Malaysia. Parents can learn
better ways to deal with t)@l I

‘&
l[@“ﬂ th clude how to set and enforce rules,
N SRR e
help the child underst@gawna he ‘P& lcgd's to do, use discipline effectively, and

&
Y I ) Mg ~
encourage good % )ur.rS \fc:l Stydiws investigated the element of play therapy
od & } Lo, 2006; Ku Su@ Bruce & Mohamad Isa, 2014; Schottelkorb &

(Harwo \
Ray. 20 ()%clmvioural therapy (Block & Smith, 2014; Karras, 2013).

2.6.1 Play Therapy in PCIT

According 10 British Association of Play Therapy (2009), play therapy is a child-
]

centred in which piay Is the primary mediuin aid speech s ihe secondary medium.
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Most of the young children express themselves through play, when meaningful
discourse is not possible to them. Conversely, play is an indirect way for therapists to
recast children’s perceptions, cognitions, and behaviours (Kingsley & Mailloux,
2013). Play therapy counsellors or therapists observe for patterns and es In
children’s play to make responses that produce therapeutic mm‘eme:b timately
catharsis related to the children’s problems (Landreth, 2002). The differénce between
play and therapy is the counsellor’s ability to think analvlludll\wt everything that
is going on during the session in a form of verbally, nonVggaNy, qr symbolically in
child’s play. Play therapy also is acknowledged educati WUL 7 as an

effective intervention to improve the mental health ¢ il CllCl S and@ﬁ 2012).

ra@\d eveloped out of the
‘Q

realisation that traditional talk for ou’v v doe 601 seem to be effective with
young children due to Iht.ll% :mon n } ¢)o knlal levels and capabilities

(Schottelkorb & Ray, 7()()& ing lDl hase@ld will lead play situation in which
\
parents coached by 1]1‘% tof 1chr }O(IEU%&J their child's lead. Parents required to
3

model dppropnal:% ehaﬂ%;)Pugh sharing the toys with their child. Typically,

\I
at the wmpl Atrealmcm paretX@show decrease in negative talk, increase in pro-

D_

social ta vh\ sical warmth toward their child. Several studies of play therapy

(Harwoo Eyberg, 2006: Schottelkorb & Ray 2009) have shown positive impacts

on children with behaviours that required counsellors to improve their profession.

A study conducted by Schottelkorb and Ray (2009) was to examine the effects

of play therapy aiid teacher consultation for four young children diagnosed with
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ADHD symptoms. Of the four participants, one child had received a formal diagnosis
of ADHD and none took psycho-stimulant medication at any time throughout the
study. The play therapy that employed by researchers was known as Child-Centred
Play is a child-centred, in which play is the primary medium and spe s the
secondary medium. In the study, all play therapy sessions wers Sucted in
playrooms set up with toys by two trained counsellors. The tqagher consultation
provided the core conditions required of person-centred couMg: unconditional
positive regard, genuineness, and empathy. The res izrs 'used the Direct

udgnt ;ngha\'iour

S

throughout the baseline, intervention, and post-int mon;) o | k’%{ud)’ found
that two students demonstrated a substantial 1% on it AD&R’Symploms due
to participation in play therapy scssions\b\‘aine se@%. The results also

indicated that play therapy demonstrgt

Observation Form (DOF) three times per week to asses

Thus, the study suggested that it is& :

therapy to help ADHD childr IOQC iull)"fun o
F g f &
Another study uw&%ﬂd byl Ha\(od "a'oéJEyberg (2006) was to examine the
N

first phase of PCIT, c@‘[) am jl)( ther-child dyads. The CDI is similar to
| O
|

play therapy in whi ‘karm’: an ir 8W¥1d engaged in a play situation with the aim
s o
to strcngthcx\ harent-child rel@ship. There were 69 boys and 31 girls aged

betwee y six years and diagnosed with disruptive behaviour disorders. After

the prwgegiment assessment, families participated in weekly, 1-hour CDI sessions.

Therapists included games that facilitate discussion and social skills development
whether play with the toys and games are child directed. Therapists had a sound

theoretical rationale for selecting and placing toys and materials in a play therapy
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playroom. Toys allow for creative and emotional expression, testing of limits, and
role-playing reality. After the CDI phase of PCIT, mothers reported significant
reduction in parenting stress, dysfunctional parenting practices, and child disruptive
behaviour, and nearly half the mothers rated their child’s disruptive behaviovlhin
normal limits. These findings illustrated the powerful influence OfC(@posilivc

i
parental attention during play therapy on the transactions of mother+ghild dyad.

vever. play therapy in Malaysia is still in the earlygafagW¥s of development
However, pla) P) ) p

(Ku Suhaila, Bruce & Mohamad Isa, 2014). A study cond®&T™ by ku suhaila et al.

y condfictir '-aé)@?aining
sessions in different part of Malaysia for a total q‘ 1 Nypartigigan in@ding mental

health students and practitioners. The parli‘w in tudy&‘r.c counselling
;d

students (undergraduate, masters and doctor ractity

of them registered with Malaysian Boz oa "(&1&. ‘hg:’tr;ining covered various
U]
re 1SC

learning experiences including lcclm "‘\‘ﬁ’ms. role playing with the

instructor and peers, live dé ‘zalions an Jb@alion of the instructors’ and
. 4 f &

peers’ play therapy sessio Nr re‘ea\ques@ guided the study in exploring the

| ' N

differences on the thrc(\;e" o ?‘3- u&l’vledge. and skills in play therapy. The

study found that, % ere B digr. ng%%clwcen the students (without experiences)

and practilionAWilh cxpericnch@# gains on scores in attitude, knowledge, and

skills thr@ the training. Although practitioners have more general working

experfiygegfhan students. the training provided the same overall consequence for both

groups This study indicated that play therapy is beneficial and important to who work

and deal closely with the affected children in support of their well-being.
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2.6.2 Behavioural Therapy in PCIT

Although several studies have documented the effectiveness of play therapy during
CDI phase, however, some studies also documented that children participating in
behavioural therapy during PDI phase increase in their compliance behayfwg$toward
parental commands and decrease in their disruptive behaviours (B%‘ . Eyberg

2007). Thus, the main objective of behavioural therapy in PDI forWghildren is to cut

down the disruptive behaviours that can get them into lroub@mol. and to turn

€ ar@use specific

chif@. I ﬁgsgpeciﬁc
A
1il%¥}'f using the
-
Ny o
First. PDI focuses on giving chilten efle '\QTH apdls, and teaches parents

| S e il
how to give commands appropr (l:\”)cw ot 2009). If a child is

noncompliance with a command, ts if tc 0@41. issue a warning, and then
(
out gt

proceed to an effective time- efdips noncompliance. Eyberg et al.

(2009) offers eight rul s& i

family life into a better zone (Karras, 2013). Thus, PDI

.

M ommands should be direct, not in

W

and respectful. f child Wopele: mand twice, he or she is brought to a time-

N
out chair or, QM. if the child doeﬁot want to remain sit on the chair, then parent

reissucdNge mmand until compliance is reached. One reason of effective command

issuing that although parents may assume that a disobedient child is being

oppmitional. it may just be that the child does not comprehend the vague commands

of the parents (Johnson et al., 2000). For clinical practice, it may be recommended to

start the intervention with the discipline stage of PDI before the play therapy of CDI
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for certain children especially those with behaviour that is extremely out of parental
control and potentially dangerous (Johnson et al., 2000). The important concept
behind PDI is no matter what occurred beforehand, compliance with a command is
immediately followed by a labelled praise from the parent, thus, it @\’ely

reinforcing the compliance behaviour in children (Wagner & McNeil, ﬁb

Second, the time-out procedure is a form of non-harm1'u|%unishmem that
involves temporarily separating a child from an cnvimnm@ere unacceptable
behaviour is intended as extinction of the of’fending@n.WW. it is an

®

effective form of child discipline (Stassen, 2014). Pafagts learnfto sp(’(g&% time-

iyfn or Yemonstrates

N

gy m@gl with ADHD
&

a \@ to cool down the
&her temper, the child is

out procedure when their child does not comply v

other rule-breaking behaviours. Time-out is

child because it is used less as a punishm nd{ore

child. If the child becoming frustrated Labodl%ti :
L]

bring to sit quietly in a boring areaN\ min | no.éféraction from parent. If the

child is able to calm down, \\%z the:‘. i

the child time in by prai"&ﬂ‘is or '16

is very effective in g pehaQurpl a@lems if parents follow the procedure

‘(;o
(@)
’
A,
o'V,
£
(¢}
=1
’_‘)
w
(@]
o
s
g
fob}
-
S
fov)
o=
o,
=
2
2.
(=%
(¢

ni@\Yo comply and provides time for them to

appropriately, git&(‘hl}d opgPr

make dccisio&%‘n the child 1s rea&&retum to the activity (Eyberg et al., 2009).
N

» conducted by Donaldson, Vollmer, Yakich, and Van Camp (2013)

as t ' ate a time-out procedure to increase compliance with the verbal time-out
e

instruction among children aged three to five years old. Six children had been referred
ins

by their preschool teachers because they exhibited behaviour problems at school. The

time-out location on the playground was a chair on the perimeter of the playground,
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whereas the time-out location at home took place in the bedrooms. The behaviour
problem was defined as breaking playground rules or house rules. The effects of time-
out were demonstrated using an ABAB reversal design. The two time-out procedures
were compared using a multi-element design during the treatment PhaSéi\Wnule
and 1- or 4-minute. Results showed that time-out was effective in rm@ problem
behaviour of all six participants. Both the 4-minute and the 1- or Tmne time-out

procedures decreased problem behaviour to zero or near-zero herefore, time-

EVCIS

out is effectively reduced problematic behaviour and increas

pliz‘nce.

.

Other elements in PDI phase are positiV unisifmen Pl:{—,‘\x:osilive
reinforcement that is central to behavioural lheraw&arr ‘.“ . Pa;}?ls practice
positive reinforcement for desired beha\'iourscal 'h lna ?lo comply with

pd 1‘21‘
an instruction, there is a strict series of ppsitive Py hnT
a

in§|1; form of escalating

) - : : N
time-outs. The behavioural therapist ggls e @onc 'lérocedures derived from

positivc reinforcement such as L@Cﬂt VY Of\%lt‘mion. praise, points and
‘ inf e
punishment such as time out ITOM emio\p e Q; of privileges, and reprimands.
The positive rcinibrccm@m‘@and itive punishment for non-deviance
\ | NG
. . @
behaviour 1S central 1(% meft.” DAL
positive pumshn% nd & cemeQU techniques contingent on the child's

g

behaviours, l(&f le conscqucncc&cﬂmsislenlly. to attend to appropriate behaviours,

phase, parents are taught how to use

and to 190 happropriate behaviours.

In Malaysia, however, research in parental behaviour training and their relation
to children behaviour improvement still lack and attending counselling also

stigmaliscd. According to Malaysia Psychiatry Association (2011), behavioural

therapy conducted with the aim to help ADHD children to control aggression,
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modulate social behaviour, and be more productive. Behaviour therapy can be used to
help parents improve their parental behaviour, (CMHA, 2012) or manage their
behaviour and parenting skills (Harwood & Eyberg, 2006) inreducing disruptive
behaviours in children. However, many parents are reluctant to seek C(wning
services for their problematic children (Low, Kok & Lee, 2013 %e many
researches show the behavioural therapy work well for the sym s of ADHD

among children (Bagner & Eyberg 2007; Donaldson et al., 2()13”&'00d & Eyberg

'1zura' parenting skills
and how to use them all the time. Therefore, the currept sty enplo belﬁyioural
| | | La. . .
therapy that may contribute to improve counsellir mental h&lth %cllcmg in
N
dealing with parents and ADHD children. \3 g‘\ .S"
p 1 Need for Professional in Mer@zltham.

72006: Karras, 2013), parents need to be trained with the b

o

urjpe
q &
ellige ime@nlion which combined both

o~

elements of paly and bclm\'iuuraahmw\. kgl parents to deal with disruptive

behaviours in ADHD L@l LQ

ivegg. | elhe involvement of mental health
|

O

o (rzgglems due to ADHD symptoms is

The Abbreviated Intensive PCIT oul

*

brofcssionals in trg &19 bejavyio
3
significantly im::iw A ﬂev@mcm in mental health counselling has

N

been defini he roles and funch(als of the profession (AMHCA, 2011). Due to

the chrc ure of ADHD and the associated functional problems that manifest in

the schod™Setting. mental health and school counsellors are in an optimal position to

facilitate and implement evidence-based interventions to support children with ADHD
acilitate

s they transition through school. There is a need for well trained counsellors to
as . ;

providc support for ADHD students.
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A study conducted by Shen and Herr (2003) was to investigate the role of
school counsellors in providing play therapy in the elementary schools of Taiwan.
There were two male and two female counsellor educators participated in the
interviews. Two of them had been offering play therapy courses but none 1\em had
formal schooling in play therapy. The third counsellor educator did\potedtfer play
therapy courses, but had advocated play therapy in the wun@?@ literature in

Taiwan. The fourth counsellor trainer did not offer play lher' rses or advocate

play therapy in the professional literature. The first intervi a structured

interview approach, along with a half-hour teleph 1 ntlall\

conducted with each individual participant. Th

discussing the participants’ reactions to the agalys \1 ‘he ﬁrmcs indicated

the following recommendations: (i) LOHLN‘,HdCIbla Ao a@‘ﬁ play therapy and
child counselling needs to be establis %‘mn@i\
(]

d&camon (i1) to provide
S :

q
play therapy and child wun& 1ilpren, &rems teachers, school
administrators, government 'HCQS and poli lm (lii‘) the providing of more

courses related to bd\it. LIOW dr ild é&lopmem counselling, and play
therapy can enrich 11 to daft he pLCIl\C counselling personnel, (iv)
mental health wu in ke bc@te sional, and (v) educational resources in

Taiwan ne d alloml \&ll\?pmacli\*e approach for school counselling
C

JZ

concernin mnpm\u and Ll’l\‘ cal foundations related to child counselling. The

study rended that there is a demanding need for counselling professionals to

include the development of play therapy in school and community settings.

An analysis study conducted by Hamilton and Astramovich (2014) stated that

well trained and professional counsellors play a central role in helping children with
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ADHD. Research on counselling children with ADHD suggests that action-oriented
approaches are vital and play therapy is effective when working with ADHD children
(Portrie-Bethke et al.. 2009: Schottelkorb & Ray, 2009). Based on Hamilton and
Astramovich (2014) analysis, when counselling children with ADHD, lh@hree
importance areas of focus include conflict resolution, self-esteem, moti&% and self-
efficacy. First, professional counsellors can help parents to p skills for

facilitating parent-child interactions by understand the biologicNd environmental

factors that may lead to conflict among them (Ghanizadeh, ; U'imately. helping

children with ADHD develop conflict resolution skills"Welp lei%social

alienation and improves their self-esteem. Sec plotessl n (.Oliﬁg]()lﬁ can

address motivation and self-efficacy by he mgAD

1Id$fo engage in

successfully complete activities at schoo me. IIC@ helping children
develop intrinsic motivation through the ellmu\ﬁ&* idgritical to help children
N
ﬂ )
L . .
to gain confidence in their abllmc d SN ne‘laﬂ'ehawours. Hamilton and

Astramovich (2014) conclud

can help provide LOI]‘IPI‘L 2111V

children and their lam& hl

S
& .59 e ‘
ADHD by l'muxn 1e v? QS\Q)LOHHIL( resolution, motivation and self-
01 ol
S

nsugﬁe lifelong success of children with

efficacy, and se *m pr ‘131\3"“““”(“5

[!Idii\?u re. in Malaysia, a child who diagnosed with mental health illness

ecommended to get the medical treatment to reduce their symptoms (See
& Ng, 2010) without giving the priority to parents to undergo the psychosocial
treatments. Both parents and child have no opportunity to be involved in psychosocial

treatment provided by hospital due to lack of professional mental health practitioners



79

(See & Ng, 2010). A study conducted by Aili et al. (2015) suggested that based on the
study findings conducted in a young girl with ADHD, the interplay of roles within
affected families, and the huge impact that family difficulties have on a child with
ADHD warrants the need for mental health professionals such a@ans.
paediatricians, psychologists, or counsellors to look beyond the core 2&;}%\15 of this
disorder. A lack of professional mental health practitioners, assvm tools and

appropriate intervention prevent any children and their familN be assessed. In

with ADHD. mental

mno aMﬁ‘ atment
%,

treat }‘h' dr wi@n treating
\ T
their families. This study also recommended 11% lm‘% M {0 fgdocumcm the

training demands for mental health pml\ ;fnals an w-@ esources that are

required to achieve high-quality interv,

recognising, assessing and treating family difficulties of cf
health profcssionals often need to incorporate s

demonstrated. The mental health professionals ca

1T and their parents.

S

Therefore, the need for pro 10le16\ counsellors in schools or
c D jl

hospitals to help child clie I@ parents is highly demanded.
v’ &

sell re trained in using the assessment

purposes of prov :&ﬂﬁ

Board of ((ﬁlm 2008) stdlc@)& that counsellors should at all times
evaluate %\ucasc their knowledge, competencies and skills in the counselling
iofwand monitor their effectiveness as counselling practitioner. Thus, in
dealing with behavioural issues among ADHD children, counsellors are expected to
increase their competency beyond talking therapy and alternatively, counsellors may

use a creative form of counselling intervention to help the affected clients such as
S e
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parenting skills. play and behavioural therapies. This is parallel with the policy of
MNMHP (1998) in improving the availability of mental health services by integrating

psychiatric services in mainstream general health care with the view to provide

psychosocial ~treatments comprising psychiatrists, clinical psycholwi&?. and

S

counsellors in helping ADHD or related problems.

2.8 Measuring the Intervention Effect of PCIT Y.

Basically. therapists evaluate the progress of PCIT

families in several ways. Therapists measure the

trggtrthent (Zisser, &

Eyberg, 2009). In CDI phase, parents ag learned Tw }e,; child’s lead in play
: N

and coached to give positive lllk.nll%lelr%

child misbehaves, parents are €Oz

the misbehaviour until it ends. i,

week to monitor the child’s behaviour 1@)\»

driate behaviours. If the

N .
nstadt, liybcrg.mle. Newcomb, and Funderburk, 1993).

Ay conducted by Eisenstadt et al. (1993) to evaluate the effectiveness of
pPCIT among 24 mothers with young child referred to psychology clinic for
behavioural treatment. Families received 14 weekly 1-hour session treatments of PCIT
with 12 receiving CDI training first (CDI-First group) and another 12 receiving PDI

sraining.fisst (I’Dl—l’il‘sl group). In CDI, parents were taught to allow their child to lead
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the play activity, not 10 criticise the child, and not to use commands or leading
questions which may make it difficult for child to lead the play. In PDI, parents were
taught how to direct their child’s activity by using clear, positively stated, and
consistent consequences for behaviour such as praise for compliance, and@t in
a chair for noncompliance. The results found that the PDI pha&%ulled in

significantly greater improvement on the ECBI Intensity scoYi‘he mothers

Negree of post-

C['l preceding PDI

has been that an enhanced parent-child relationship sg¢fs an dssion for
&
use of more effective disciplinary practices. Howe . it

study that beginning with the discipline stage a%i:y g > child.

participating in PDI-First group reported a significantly hi

treatment satisfaction on the TAI A primary rationale in P

A study conducted by Bagner et m%{a? ne the feasibility,

acceptability, and initial outcome of a 2-[‘35 aghp of PCIT. Participants

B ‘3-
were seven mothers and their ‘hmr' ul pery T ol g\valed problems of social-
emotional functioning. All s th rg}‘i[\ézbthe intervention weekly for

jov)
A
J
-
<
o
.
=
-
-
o
A
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s
5
1
e
[
)
-
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=
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&

b,

therapist help > parent 10 appr@dlely ignore the child when yelling and praise

the child ing calm and quiet as soon as the child stopped yelling. Mothers

po Yrovement in their interactions with child and decreasing in their child
re

%,

behaviour problems at post-treatment and at follow-up. This study provided evidence
for the effect of the CDI phase on improving parent-child positive outcomes as early
C

s possible to improve access to an intervention for at-risk children and their families.
as S¢
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Both these studies conducted by Eisenstadt et al. (1993) and Bagner et al.
(2013) provided evidence for the effect of the CDI and PDI phases on improving
parent-child positive outcomes. A vital component to CDI involves challenging

parents’ assumptions about their capabilities as parents (Johnson et al~"m An

important concept behind PDI is that no matter what occurred beforeha&%mpliance

with a command is immediately followed by a labelled praisew the parent,

positively reinforcing the child’s compliance behaviour (Wa.*vrew McNeil, 2008).

For PDI protocol, children are typically carried to a tim Cha'r if they do not

positive context and lay a strong foundation for th

PDI. However, it is suggested for situations i \\'hl‘] 0 " Beh: e b vl

main problem, it may be more useful to stN PDI (EY

N

2.8.1 Instruments Measuring EffeNy of| ate;&-.

\ N
As an assessment-driven treatmey basicdthy lﬁé}}ated Intensive PCIT is guided by
nent

weekly data from the @ﬂﬂd@ inst
I

plo ‘d.il '3 tb‘l& The ECBI and DPICS-III data were

s. There were three different

instruments have beg

collected on WeSg Sis,9%
A N
phases of tro&gIcm. \(")

2.8.1.1 Eyberg Child Behaviour Inventory (ECBI)

The ECBIl is a good choice for identifying behaviour problems in young children. It is

a set of qucstionmlirc that contains of two scales: (1) 7-point Intensity scale that
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measures the frequency of child disruptive behaviour, and (2) yes-no Problem scale
measures the extent to which parents experience their child’s behaviour as difficult to
manage. The Intensity and Problem scales of the ECBI yield inter-rater (mother-
father) reliability coefficients of .69 and .61 and test-retest reliability co@s of
80 and .85 across 12 weeks and .75 and .75 across 10 mon@wcelively

(Funderburk, Eyberg, Rich, and Behar, 2003). Y.

V

A study conducted by Funderburk et al. (2003) was lovine the test-retest

reliability and convergent of the four behaviour prob]%&unr%«*ommunhy
. . < . o >

sample of 88 preschool children in North Carolina (M monghs, | LT -lk . Test-

om\b$Bl ratings

3

for §se comparisons
-7

_=\Q. p <.0001 for the

were r (32) = .75, p <0001 for the lnlcnsm)re Q

Problem score. The results 7-tests shnw@t

to decrease over time for both t *Mns'

qul‘t. rent Completed (PBQ-P) total score.
&
The ECBI Probleg 5% Wi Isgf stenig@antly correlated with the PBQ-P, r (68) =

ha

34, p < .01 st 12 modest com'@’m validity for these two scales. Funderburk et

al. (2003 %hul ECBI scores were stable over a 10-month period, suggesting that
chan”QiS measure are likely to reflect actual changes in child behaviour rather
ges

than measurement error. The findings suggested that ECBI has demonstrated good

psychometric properties including high internal consistency.
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Based on the ECBI outcomes, some of the researches have shown empirical
support for the use of PCIT for families of young children with disruptive behaviour.
A study conducted by Bagner, Fernandez, and Eyberg (2004) was to inv €Sll§:dt€ the
outcome of PCIT for a child diagnosed with ODD and cancer. Robert S as a4-

% primary

year-old Caucasian boy with a 1-year history of bladder canc*

presenting problems at home included physical aggression such as ng his mother,

noncompliance such as refusing to get dressed, and difficulty itioning from one
activity to another. Based on Ms. Smith’s reported on erl s disruptive

behaviour was in the clinically significant range. Heggepo the @lh d@anour
Checklist (Achenbach, 1991) sugges gressive leom nthe, or nc clinical

range and her responses on National ln@tﬂul@eﬁ\h D@x:m Interview

Schedule for Children Version IV (NIMN -1V) sughSted(aYliagnosis of ODD.

The treatment plan was tailored to r G&bx,

C—,
setting. It was e xpected that this i n tion € @uld help Robert’s mother

Wl@ a 3-month follow-up, re-

liance in the medical

to cope effectively in hergnteN{ctions ,\m

udrl" gnificant levels. Results of ECBI

administration of ECBI re. dlne bi N

d'sé\’upllvc behaviours.

S

z@ﬁer (2003) was a review of 17 studies that

indicated that PC ITh 1&&&&‘

’
yther nd ed {
Anot y

.\
included 62&@Nschool-age ch 1\
d]%()ldel@oldls of 17 studies met the selection criteria and were included in the

1thesis. The 13 studies were published in peer-reviewed journals, three

plentified as exhibiting a disruptive behaviour

studies were unpublished dissertations, and the remaining study was obtained from the
University of Florida’s Child Study Lab website. Based on ECBI outcomes, the

findings revealed that the improvement from pre-treatment to post-treatment were
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statistically significant across all studies, and clinically significant in which the scores

moved from the clinical range to the normal range in 14 (82%) studies.

2.8.1.2 Dyadic Parent-Child Interaction Coding System-I11 (l)l’lCS®:

The DPICS is an adaptable system for coding parent-child behaviowgg na interaction

patterns. This coding system is specifically designed: (i) to pron observational

S c llle psychological

i) th e re %elseline
behaviours occurring in dyadic parent-child interactigges (T11) to pPrc e,ay-.h asure of

a cm-!‘@ interaction

e of&geatment outcome

measure of parent-child behaviours during dyadic interac

evaluation of childhood disorders or parenting skills,

on-going progress during therapy that focuses on\¢hangs

patterns, and (iv) to serve as a bcl1z1\'i(1111‘al®)ll
(Eyberg, Nelson, Duke, & Boggs, 2009(;5e Dl&lw
Ll

in three standard parent-child inter Situ

A

N

K3 >ed in a corner of the room, and

coding session of each situatjor conducted in a playroom

equipped with a table, two chairs,

9 'I‘he@ority of studies using DPICS to

five sets of toys (li.\'bc-\&) ’

’ J (?
evaluate the progressag 'IT jhay )L{IS@ n coding both parent-child interaction
N

satterns (Thornb % & Bﬁx -&ni@()l 1; Vess, 2008).
&
~N .

A Su%l \nduclcd by Thornberry Jr and Brestan-Knight (2011) was to analyse
DPICS oD ~Vations by comparing mean parent and child behaviour composite
frequency counts obtained from a community sample of 13 mother-child dyads.
Comparisons Were made between pre- and post-treatment DPICS Warm-up (WU) and

'l‘ypicall\'-(\)dt‘d (TC) segments. Child presenting diagnoses included comorbid

disruptive disorders of ADHD and ODD. The abridged version of the DPICS-III
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(Chase & Eyberg, 2008: Eyberg et al., 2009) was used to code WU and TC CLP, WU
and TC PLP, and CU segments of video-recorded DPICS behavioural observations.
The abridged DPICS-III collected frequency counts of various child and parent

'g (LP),

Unlabelled Praise (UP), and Negative Talk (NTA). The composite Ld% i

behaviours: Pro-social Behaviour, (PRO), Command (CM), Labelled
for child

behaviour included Compliance (CO), Noncompliance (NC), vnappropriate

Behaviour (IB) while the composite categories for parent belygag included IB and
PRO. The study suggested DPICS was effective in co he darent and child
behaviour interaction to observe the improvement bogk parénts fand ghlld® i@action

IS
’ by
Rty

he ﬁts of PCIT in

A study conducted by Vess (2()08)CN eva
improving parent-child interaction and mww
he =v‘|

preschool children with behavioural di r. & 4 uat&_g of the effectiveness of

PCIT was accomplished by usn% 3] \gd by Eyberg et al. (2009)
which consists of parent and% ehavigr ¢ ?L‘Li} focus on changes in parenting

for the parent: LP, l@ B[).o :
DPICS-III was 1 Q&l tg,c 1)"1

CDI observai Families remaine Y.Ihe PDI phase until the child complied with

N
75% of @1! commands and parents had 100% correct follow-through of

condygucryes during a 5-minute PDI observation. The accuracy across families was

&

cy Do Skills and Don’t Skills in a 5-minute

09.3% with the treatment protocol. The reliability coding of the parent and child

variables collected similarly with a research assistant being trained on DPICS-III

/ SPapa > 1 > - ‘ 1 reet10e . P el s 2 .
coding to 80% agreement with the primary investigator. Based on DPICS-III coding,
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the findings indicated that mothers increased the amount of positive interactions with

children and they also decreased the use of negative behaviours and verbalisations.

Evaluation of the effectiveness of PCIT is accomplished typically gy using
DPICS which consists of parent and child behaviour codes that focus (‘N ges in
parenting skills and child compliance. The majority of studies usinﬂ* DPICS to

evaluate PCIT have focused on increasing child compliance andcarent positive

a?!and code parent

erg ek al.. 4009; Naik-

verbalisations (Vess, 2008). Basically, DPICS is used t

verbalisation and child responses to parent commands
4
Polan & Budd, 2008; Vess, 2008). Assessing pare jld inferac o,]g;fﬁ;da”y

among children with disruptive behaviours by usi

ssand;ecause the

ctinﬁe parent-child
S

lj& including shared
involvement in play and parent control gn eneedn 1114' ctions with their child.
The parenl-child interaction is co h 1‘[ 11@;51 DS st ot s B
: > |
parents regarding the bcha\'lm%: ted} cl ]Fio
N . p
2.8.1.3 Therapy AJ{ Invgntgrs ( A@J
N
’

The TAI is a 10-Nn Kelf-repo meagﬁ'parem satisfaction following parent training

o 1‘amil\'@“”d has been used as a social validity measure following PCIT has
( 7 o
4 by Eyberg (1993). It is a brief consumer satisfaction measure parent

been geve

data provide an initial evidence of the efﬁcacc‘ M
relationship matters such as improving\uldw

.

atisfaction with the treatment as well as satisfaction with child behaviour following
treatment. The TAI assesses satisfaction in such areas as the parenting skills learned,
C .

the child's behaviour changes, and the type of treatment used. Rationally, the TAI

items weie derived to reflect the goals of parent-child treatments to promote parent-
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child relationship and to decrease negative behaviours in their interaction. Studies
showed the effectiveness of PCIT measured using TAI (Brestan, Jacobs, Rayfield &

Eyberg, 1999; Lyon & Budd, 2010).

A study conducted by Brestan et al. (1999) among 62 moth‘t\;linic-
referred preschool children (M=4.5 years old, SD=.97) who met diagnﬂ&crileria for
ODD. ADHD, and CD participated in PCIT. The TAI scm% ibutions were

Wicalcd suggested

des tl 'm' contribute

L d
The fron a'l@qm for

the TAI was excellent (.91) and the stability coeft acgﬁ 101\&%01&0(1 was
T

examined and descriptive statistics were calculated. The rgsu

that after the treatment the TAI scores represent reliable

to the maintenance of parenting skills and child behavic

also high (.85). The results also demonstrate al 22& is correlated
with change in mothers' ratings of their child's :saig results suggested

that parent satisfaction ratings on the Ity linked to symptom

7/

changes during treatment than to behaviour problems after
ges ¢

treatment, and they supported %

>d
PCIT implcmcmalioa‘;nang any!

N\
minority. The 1’3:5%)1 IOL{ f 1&111_@:1‘&% children aged two to seven years old
2X1C

=
Ctnalising behavio® were completed PCIT course of treatment.

l A :
5 of the TAI

&

an((@dd (2010) was to investigate the

Another study ¢

‘&\"(l-‘;‘\ow-socioeconomic status and ethnic

and displayg

Then, tl vas used to measure parents’ satisfaction with the therapy process. The

results ¢ that TAI generally indicated a high degree of satisfaction with PCIT

treatment. Among the available reports, parents indicated a higher mean level of
wre .

satisfaction than treatment dropouts. The results suggested that the treatment

ompleters showed a trend toward being more satisfied with therapy than dropouts
G S
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(Boggs et al., 2004). The high level of satisfaction endorsed by completers was
generally equivalent to that reported in other PCIT studies (Bagner & Eyberg 2007).
Based on TAI outcomes, the satisfaction towards PCIT treatment suggested the

influential benefits among ethnic and cultural minority families (Matos et g 6).

2.9 Overview Research Design Vi

researchers to determine evidence-based interventions f¢

N
and single-case designs (APA, 2013). Nearly S@ thel si C-'Cﬁg?designs
o
Xeval

employed in many counselling and psychology I'L‘\afﬁh uate the

effectiveness of interventions in promolim'l\ wuals e ()Sqimc (McDougall
& Smith, 2006). In studying the effect %crvma i or small sample of

respondents, researchers usually

esigns (Kratochwill &
Levin, 2014; Hatamzadeh, Pourvd
_;(:B.

2006: Lewis, 2010; Sharpley, )

010; Fraenkel & Wallen,

This study iny

intervention phase
(SYED) was employed by researcher to analyse

the single-case Ewncnlul d 'si«!n

the data fi Ncsc four phases. I\k SCED involves a comparison between two

experim ime periods, known as phases. This approach involves collecting a data

from baseline phase to be compared with subsequent data from treatment phases

(Kratochwill & Levin. 2014). Furthermore, the baseline measurement represents one

of the most crucial design elements of the SCED because respondents provide their

own data for comparison, gathering a representative, stable sampling of behaviour to
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accurately inferring an effect. The effect of baseline trend and intervention phases in
SCED commonly analyse using the visual analysis (Parker, Cryer, & Byrns, 2006).

Visual analysis method is most adept at determining intervention effects and

addressing research questions pertaining to changes in level and slope. , ethod

often using a form of graphical representation, standardised compuh& f a mean

level or trend line within or between each phase of interest (Klqocilmll Levin,

Horner, & Swoboda, 2011).

The SCED also called N of 1 research (N=1), /ioug , D mthm—
subjects research can be used to systematically n@the cjien 1"&&% toward
particular intervention (Engel & Schutt, 2012). thc S > 1esY. her tend to
manipulate the independent variable lV) C 'entl?)‘1 v e rml phases to

show that changes in the dependent vg “b ( Or

elé ehavmur are vary
systematically as a function of manipu e llﬁ Suéﬁk’ respondent acts as his
th M

or her own control rather than us 1 &1 oup comparison (Fraenkel

=

& Wallen, 2006; Swanson, S l ~00 ) llhbasu measurement requirement
s . & : %
of the SCED is a repeat Nssml:nt\he Dé{ ross each phase of the design in
L

order to draw valid IQNILS egaryngltl ect of the IV on the DV (Kratochwill

go
;
.T_
"'7‘
o>
A
4 =
A7/C

behavi ders. a study conducted by Hatamzadeh et al. (2010) was to investigate

the e ' of PCIT for young children ages three to seven years old with significant

behavioural problems. These children show clinically significant ADHD symptoms
[e
such as over activity. impulsivity, inattentiveness, and oppositional defiant. These

children with their mothers were assessed six times using the ECBI. The A-B design
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consists of two phases, no-intervention baseline (A) and an intervention (B) and it
allows for evaluation of pre-intervention and intervention outcomes (Stocks, 2000).
The comparison between assessment data during baseline and after the intervention
made using the visual analysis method. The results indicated that all child%zowcd

decrease in behaviour problems from baseline to intervention and 1‘01[(% nases.

Another study conducted by Lewis (2010) used SCED thine the effects
of an abbreviated intensive form of PCIT in reducing 1 mWiance behaviours

condutging 4 SCED, all

among children with disruptive behaviour disorders.

’
dvads should begin baseline at the same time. When thg¥Ngst fanfily evﬁs,g stable

pattern should be followed systematically UICMd /¢

The graphical representation and visual in.}ion emg he_\ dominant form of

analyses in SCED (Fisher & Wells, ). Thegell datgéq¥ere plotted for each

participating dyad to allow for vi nds @luding: variability within a

phase. changes in levels bcm'%l scs.) yt:
across adjacent phases, «)&lelchlo\le da@m a design, and comparing across
across ad; s

\Q
similar situations Ml@\lf(lr um?" in(,g‘ﬂ‘fcred and varied between dyads, all
C . C D 4 '
showed imprmcr(w%on e eds

*L@ The SCED is a rigorous technique for
valuation thaeg typically stand ak in assessing treatment effects (Good, 2000).
evalué . : :

L
S
2.10Q

o

l.pl b)xe-n phases, change in trends

g

.

yretical Underpinnings of Abbreviated Intensive PCIT

Based on the literatures review, poor quality of parent-child interaction include, low
A

arental warmth (Harvey and Metcalf, 2012), ineffective parenting (inconsistent
P z )

discipline and harsh parenting in managing child’s behaviour) (Deater-Deckard et al.,
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2012), disrupted parental behaviours (Mokrova et al., 2010), and poor parenting
monitoring on child’s activities (Ellis and Nigg, 2009) are contribute to disrupted
parenting which influences higher level of noncompliance behaviour in children with
ADHD. Many researches have shown that treating noncompliance be\Y.nrs in
ADHD children often results in significant improvements by AbbreyMted#Intensive
PCIT (Graziano et al. 2014; Lewis, 2010). The foundation of Abb ed Intensive

N attachment and

mrihd, 1966). Thus,

arp stagntl? gRrunded
J\xfé

PCIT is based upon developmental parenting theories which

social learning theories to achieve the authoritative parentin

with three theoretical orientations: Baumrind’s Deve menigl Thgory V- Yarenting

V

(1966), Ainsworth and Bowlby’s Attachmagt eogy 1).{&. Patterson’s

Coercion Theory (1982). \%

(Q BN
e TR i3 PCIQ' aS{ B;e)rind's developmental research
associated between par@pra"
*

i
Developmental Thegiy™Q Pargnting l{@ an authoritative parenting style that

include high le w pill'&l lmrtué:e and firm limit-setting (Brinkmeyer &
A S
Eyberg, 200%{ o

er child behaviour problems (Querido, Warner
02). In 1960’s, during early Baumrind work, she identified four

s g¥ith Q@outcomes. Based on Baumrind’s

hssociated with

importar mensions of parenting practices after conducted a study on 100 preschool

children using parental interviews and naturalistic observations. These four parenting
styles were disciplinary strategies, warmth and nurturance, communication styles and

expectations of maturity and control. Then, Baumrind demonstrated the importance of
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parents to meet and fulfil children’s dual needs for nurturance (parent responsiveness)
and for limits (parent demandingness), which is known as authoritative parenting.
This research found that the focus must on promoting authoritative (optimal
parenting) styles and parent-child interactions in order to promote o@ Y:hild

outcomes (Brinkmeyer & Eyberg, 2003). :

According to Baumrind (1966) the authoritative parent gitemWs to direct the
child's activities but in an issue-oriented and rational manngy. R’Jthomatlw parent

affirms the child's present qualities, but also sets the st s fo %Onducl and

behaviour. It means that, authoritative parents are w but ffrm i 'd{ﬁ;g the

children. They encourage their children to be in CI\Q 1aiv_%ing limits
and controls on their actions. Baumrind %wrmea‘ h ori%i%l\ authoritative-
authoritarian-permissive parenting model to N basgd '%Qogonal constructs,
parent responsiveness and parent den 12PESS “um@ 1991). Authoritative
parenting is responsive and deman i ren@ovides clear standards for

behaviour, communicate g(%A ccta}' nsijp'owh&r the child behaviour, and

discipline the child basc%soni‘g a xpl‘o ion. She demonstrated that parents

N
who do not adcqualcl%\ clfilgren’y yl‘e@_gd' both nurturance and limits were less
&

likely to raise hez &%Olcy ce é
e
V “ - 3
A stuny ducted by }?cmzh&) and Enrique (2009) among a sample of 1,416

%\n Spanish families to investigate parents' child-rearing practices. The

o classified into one of four groups (authoritative, authoritarian, indulgent,

childre

parcms
or ncglccli‘ul). The children were then contrasted on four different outcomes: (i) self-

esteem (academic, social, emotional, family and physical), (ii) psychosocial

maladjustment (hostility or aggression, negative self-esteem, negative self-adequacy,
alawdd .~ o
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emotional irresponsiveness, emotional instability, and negative worldview), (iii)
personal competence (social competence, grade point average, and number of failing

grades). and (iv) problem behaviours (school misconduct, delinquency, and drug use).

(%8'

In Malaysia, a study conducted by Johari, Zulkifli and MW{ (2010) among

The results showed that both authoritative and indulgent parenting

associated with better outcomes than authoritarian and neglectful pare

200 Malay families as sample and only selected from or suR Jut of 14 states in

Malaysia to examine effects of parenting styles on en w The 181
Y-
families (90.5%) had nuclear family background and 7 19 ©.5%) ﬁz&g,'tended

family background. The mean of mother’s age in?tludg& - )’Yeh_g.and father
was 40 vears and all of them had various e@ml aﬁd g Upaji gal There were

200 children in the study, 100 (50%) were nd &Q were females. A

simple frequency and perccnlaue WETE tollned t del \hn whether parenting

SO0 lh@rget child. In this analysis,

styles differed across mothers angd fa

t S
parents (mother versus lalh LOI ar l[l?&tud) found that, both Malay

mothers and fathers u&\ mol mlm%n style to their boys, and more

authoritative to their @i\ The aut r}tlnlﬂg‘ét\le indicated that higher degree of

&hll rgh bfhs
learned helplegs ehXviour. The \Ill(i:)J.dlCalLd that children behaviour is positively

influenced b\norltali\‘c parenting style and negatively authoritarian style.

S

2.10.2 Ainsworth’s and Bowlby Attachment Theory

authoritarianism ¢ "IC$I1CQ811V€|Y or in particular higher level of

Attachment is a deep and enduring emotional bond that connects one person to

another across time and space. The Ainsworth and Bowlby’s Attachment Theory is to
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restructure the parent-child relationship and to provide the child with a secure
attachment to parent (Eyberg et al. 2001). This theory proposes that the quality of care
provided to the child, particularly sensitivity and responsiveness leads to secure
(optimal) or insecure (non-optimal) attachment. Insecure attachment n@ s and
young children termed as an insecure-disorganised is strongly rel; t§ risk for
psychological problems. For this reason, during PCIT parents anht how to

restructure their relationship with the child and to provide @d with' a seciire

attachment. Furthermore, the main component of PCIT is tey Ihe development

*hi :Mﬁ Xt and
Uy

Y.

The integration of play therapy Wi%wiren K‘i@ents e cnlia
conjoint play therapy. During conjoin%; ’ a_oitsclf et i
impairment displayed between the
therapist to examine that impairr em I’ = a c«éﬁi,m therapeutic model that

;l

combines behavioural Ihcrup% ay tl) mpj?

on the parents and chil@ni\d beMsviour éfercfore. based on Ainsworth and

Bowlby’s /\“301““011@".\' aeseg }lﬂt@&ﬂnent between parents-child is comes

rerfy If parents fail to form this early childhood

parcnlul bon ) @J difficulties later in life of children, such as

disorder @mcnl. and juvenile delinquency. Therefore, the main aim of CDI is to

devolgp l0yng and nurturing bond between parents-child through play therapy.

of secure parent-child attachment which supports I

integrated with play therapy (Graziano et al. 2014; Le

lg?emal coaching and its focuses

from a strong em

~
=X

Ainsworth and Bowlby (1991) identified 4-type of parent-child relationship
(secure, avoidant, ambivalent, disorganised-attachment) characterised by parent-

child interaction patterns. Children with secure attachment styles were more likely to
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feel safe exploring their environment compared to those with avoidant, ambivalent, or
disorganised-attachment. A nurturing, supportive, and warmth are secure attachment
paired with a parenting style that provides nurturance and firm, appropriate limits for
behaviour which known as authoritative style have been linked to 1V§‘;li\'e
outcomes for children (Querido et al., 2003). Abbreviated lmensivhkl' seeks to
enhance warmth between parent and child while teaching parents?w" to set firm,

consistent and clear limits for their children (Brinkmeyer & , 2003). Studies

investigated parent-child relationships have centred upon thiy CW 'C%’f us feiry
the development of child’s emotional and psychologicgl funtiofing "Ogg’ﬁncus.
diesgbyl Clgbate wval. (2005)
and Gallagher (2003) have emphasised w P(“an of Qb parent-child
To conchids, the Heo asser%s ; ;l e ﬂeg%) \’V@ the parent is sensitive

and responsive to the child’s ne x‘imi

sensitive and responsive % ccu1}

attachment signals, and 1 m{s 10'1]1e\:igna.@dequalely and promptly based on
N
loving sense. Sensiti \mm' g??l acge{lre attachment relationship, which is
)

Eyberg, & Barlow, 2005; Harwood & Eyberg, 2006).

communication, interaction and relationship®

¢ qu of attachment bond. The

inlch& and interprets the child’s

@

associated with E&f clpl dgle }@hl (Sroufe, Egeland, Carlson, & Collins,

s
2005). For [h&m\‘m]. in the first of PCIT parents learn the CDI skills which

R l'li?\l the parent-child relationship and provide the child with a secure

paredigl a -hment. This phase of treatment recognise that parents can have a effect

ONn thil' Child.% behaviour during the ea I‘l_\ pl‘CSChOOl years when children are more
C s &
al attention and less SllSC@pliblC to the influence of peers, teachers,

I'CSpOl]Si ve to P'dl'Cl]l

or dcvclopmcnlal autonomy in later years (Sroufe et al., 2005). The parental bonding
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are important. Creating caring society and culture is Malaysian government mission
known as National Keys Result Areas which wishes to achieve in year 2020. To
achieve this vision and mission by year 2020, government must try to intensify love

and caring by promoting them in every family (Ramlah, Rohaty & Noriah.ﬂiz;.

2.10.3 Patterson’s Coercion Theory Vq

Patterson’s Coercion Theory is one of the most influential Ygja hc<'ries. This theory

provides a transactional account of early conduct disorde

N
inadvertently established or maintained by dysfumgg®ndl pargnt 11(’ i@ractions.
N

According to Patterson (1982). coercion is defined\Qy an N e c}eyﬂhal leads to
reinforcement of negative behaviour, and \c%wcion ceps is Ageries of feedback
!vt d

loops that escalates over time. For examfflggwhen iscipline his or her

s4cryie, and throwing a temper

: )]
child. the child responds in an a\'crs@ne such LA

t em@'l disciplining the child such
l

? F% 4 ﬁ&hild still returns in an escalated
I ntil @a
O

it rat:‘}qmw negative parenting is influential in

tantrum. Then, parent returns Vit scajte

as scolding, threating, or punis

aversive manner. This y@ C
[ ]

the child. The coerciqn pppeesy d

o

rent desists in trying to discipline

the developmer %\'ium{) Purs the second phase of Abbreviated Intensive
N

PCIT paren %n PDI which spe?'cnt?cally addresses the parenting strategies to deal

‘sconduct and disruptive behavioural problems. This is by using the

ffectivamdscipline such as a time-out procedure, and providing efficient commands
e g

fige appropriate direct. and single-stated) to protect against the development of

age- A

deviant behaviours. The higher rates of harsh or lenient interaction of parents at early
pe e -

hildhood have linked to children’s problem behaviours (Scaramella & Leve, 2004).
C <
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Other parenting processes that Patterson describes as potential precursors of
child externalising behaviour problems include a failure to provide positive
reinforcement for pro-social and compliance behaviours. In relation to PDI, parents
are taught with more effective discipline strategies to manage their child'@our.
to issue clear, single stated and direct commands, to provide consist %@quences

for child’s compliance and noncompliance. Thus, Abbreviated lmenYe'l’ClT teaches

parents to utilise skills such as selective ignoring and lab raise to increase
behaviours and discourage undesirable behaviours. '

positive
NY.
M
T

First. the development of theoretical fra,e\% Yor

this study was based on Baumrind’s gopme

practices with child outcomes. Her@

are importance for parents tQ n eirfchi
T

2.11 Theoretical Framework of the Study

responsiveness) and for limit gfpar

|
d'u?)ﬂ'ctt'}(?child-rearing practise. Thus, the PCIT
N

PUNES yle theory into the treatment by promoting

. V . =
authorilati\'% ting styles \\‘hlbbnclude high levels of parental nurturance and

ﬁrmlib.‘tlmg (Brinkmeyer & Eyberg, 2003).
PCIT

Second, Abbreviated Intensive

draws on attachment to achieve

quthoritative parenting. Ainsworth and Bowlby’s Attachment Theory indicated that

hildren whose parents show greater warmth, responsiveness and sensitivity are more
c g =

likely to develop a secure sense of relationships and more effective in emotional and
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behavioural regulations. For this reason, in the first phase of PCIT parents learn the

CDI. which aims to restructure the parent-child relationship and provide the child with

a secure attachment to his or her parent. Ainsworth and Bowlby (1991) research

indicated that children with secure attachment were more likely to, N afe in
exploring their environment. s )

Third. Abbreviated Intensive PCIT draws on socialgjeag¥ing to achieve
authoritative parenting. The Patterson’s Coercion Thec wmes specifically on

parent and child behaviours in discipline situations. on ll\dr\ PCIT

based on the idea that children’s behaviour is shape ; the ¢nvj eh\] which

atey_ﬁx'at children

they live and in particular by their parents.

Q
@ %&

' 4
These three & cal und plﬁn}\,‘rot PCIT emphasise the role of parents in

meeting ) thldrcn s dual nc§s for nurturance (parent responsiveness) and for

limits Wt demandingness), which is described as an authoritative parenting. Thus,

based on these, PCIT teaches authoritative parenting skills as it is manifested in a

combination of firm control, good communication, and nurturing behaviour. In PCIT,

parents engaged in a two-phase training that helps them to replace maladaptive



100

interactions with their children with more effective parenting practices: CDI (parent-

child positive interaction and relationship), and PDI (child’s discipline training).

The Abbreviated Intensive PCIT embraces the need for a secure base) din
warmth and praise. In the first phase of CDI, parents are first taught anc@ed how
to enhance their relationship with their child. Parents who show grower warmth,
responsiveness, and sensitivity to the child’s are more likely to ¢devel§p a secure sense

in their relationships and interaction with the child. In ghe nd phase of PDI,

5 an We practices,

®

such as using time-out. By integrating the ele@of auvghori t"\,r‘e@z-'enting.

attachment, and social discipline many of the Yg ' av\x'monslraled
) ' . 4

i imﬁ preschool age

clinically significant improvements in the whtive
&'h )Qal range (Matos, et
al.. 2009), parents interacted more ; ‘450“ and successful in
“ &
gaining their children compliance boNgy10 1@@009).

Therefore, this study%)yeda\ Iliw of CDI and PDI. The CDI skills
aim to develop a kwi;& ur linv ond ~?gﬁ'cen the parent and child through a

N,

Q- &
disciplining tha{p 1 thgd ROl behavioural therapy. This discipline and

parents learn how to give specific and appropriate con

children. After treatment, children’s behavi 1S w

form of play therapy tfr)ach the parent more effective means of

ympliancg asises effective a@‘gafe disciplinary techniques that can be used to
cC a

help t (o improve behaviour. PCIT is one of the treatments designed to treat
Car@dhood disruptive behaviour by trained parents to use behavioural
management skills with the aim to enhance parent-child bond, warmth, positive
discipline, and child compliance (Zisser & Eyberg, 2009). Figure 2.1 shows the

theoretical framework of the study.



Figure 2.1: Theoretical Framework of the Study

The Foundation of PCIT
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responsiveness and
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i N
ents are teach lo‘p%?isc
\nd reflect all attempts of

their child to verbally
communicate

s <‘Develop more effective

é means of disciplining the

k" child through a form of

i behavioural therapy

e Parents are teach to issue
clear, age-appropriate, and
direct commands while
providing consistent
consequences for the
noncompliance and
compliance of the child to
these commands

Goals:
e To improve parent °s
verbalisation during parent-
child interaction

Goals:
e To decrease child’s
noncompliance behaviour

101



102

2.12 Conceptual Framework of the Study

For the purpose of this study, the PCIT model based on the integrated theories of

Baumrind’s Developmental Theory of Parenting, Attachment Theory of mh
and Bowlby, and Coercion Theory of Patterson and was formed as t Leptual
framework. The model utilised play therapy and behavioural lhelap\ app hes as an

intervention strategy and tool to drive the change in parent-childg 11@1; tion and it was
tailored to meet both parents and their child needs and de mw'l he PCIT model’s
assumption was that parents who receive both CDI Pk f treatment

.
& Iupll\’

renl#qz- of parent

K

effectively will improve their positive verbalisation a duce kheir

behaviours of noncompliance, characterised by 011

responsiveness and demandingness. CV °‘ ‘S\

The CDI focuses on stunulhum > the pare \N$ ¢ @ment as a foundation
2 7 N

ELy 6 &
for the second phase, PDL I'his (\ ase

csempftet p@'thcrapv and focuses on
enhancing parent-child attachmd hm,gh I n%@mg the parent-child bond,
N

improving child social skills aﬁamwd\ oﬁés parenting. Parents are learn to

T A ) ccgfheir d’s words, and praise their child’s
describe thei thld S b o ur. Js{e O praise the

ar 115 c O’l(.l to decrease their use of commands,

questions and sldu‘wvj\\h mueasmv their use of praise and selective
attention ('l‘@ Urquiza, llusﬂ‘t@l. McGrath, Zebell, Porter, & Vargas, 2006).
[e

appropriate actions

These

behavil o the positive behaviour. Thus, the main aim of CDI is to improve parent's

verbalisation during parent-child interaction. The Do and Don’t Skills helps parent to

verbalise and communicate with the child positively and appropriately (Eyberg et al.,
/e C -~ )

2009).
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In the second phase of PCIT, parents learn the PDI skills which is formatted on
social learning theory (Eyberg et al., 2009) and focuses on enhancing child
compliance behaviours or diminishing noncompliance behaviours (Leung et al.,
2009). This phase resembles behaviour therapy and focuses on impmving@arem‘s
ability to set limits and teaches parents the consistent use of sr&bﬁscipline
strategies to reduce child noncompliance, aggression and other digvvwe behaviour.

rNe and positively

n, phild compliance

with a command is immediately followed by a labellgd pra¥®e ffom , }faé’?t thus,
mer &{M eiléOOS). For
N

\o 1ss@aming within

oesé)ﬁ comply after an

Parents are learned to give appropriate commands that are cleg

stated which provide an opportunity for the child to comp

pogitivel\' reinforcing the compliance behaviour

noncompliance towards the command, parentsQasicplly

5_second for the child to perform. Then.\%hild x

additional 5-second, parents require b @ tl %‘
] A %)
the main aim of PDI is to decrea\ chilhg nCﬁg'iance behaviour through
N~ S e
giving specific and approprige_pgrental gon a'ndb_ at give the opportunity for
; 1 ‘ 3 . . .
children to comply. '[‘hcn&a&idl ‘@Q Clpgg ractice, the parental limit setting

and consistency in dis& 1me “(pmcedure was taught to parents.

hrouR
@ 2 (JC.’
Overall, ilc%ne? a :( 1c@1he important parent and child behaviours

that maintai -ticular parcm-c\l@ interaction patterns may associate with

-
-

-out procedure. Thus,

e ffectivaga ing styles and disruptive child behaviour (Eyberg et al., 2009). Thus,

the P@dcl in this study addressed the two goals: (i) to increase parental warmth,
responsiveness and sensitivity in order to establish a nurturing and secure relationship
between parent-child through positive verbalisation towards the child and, (ii) to

improve parental issues of giving appropriate commands and parental limit setting and
i
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consistency in discipline through time-out procedure in order to reduce the child
noncompliance behaviour. Briefly, the research conceptual framework is illustrated in
)

Figure

Figure 2.2: Conceptual Framework of the Study

ABBREVIATED INTENSIVE PCITVz

g
v :
CDI | i}v

e Parent-Child
Positive Interaction
Approach

¢ Enhance parent-
child attachment

Do & Don’t Skills

=Y

ADHD childrcL) latos et al., 2009; Timmer et al.,

2011) N

\ e Parents interacted more positively with their child and
were more successful in gaining their children
0 compliance (McCabe et al., 2012)
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2.13 Chapter Summary

This chapter discussed the Abbreviated Intensive PCIT as a brief and intensive format

of treatment used for young children with behavioural problems by fQguses on

improving the quality of the parent-child relationship, changing inappw%\ pattern
of parent-child interaction and disciplining the child’s behaviour a&iatcly. This
chapter also presented the description of perspectives in inlervelti%mucg_\ such as
implementation at home-setting which has long-term ben ﬁtwwhich can reduce
the attrition due to several barriers if the sessions condu t C ini@g, The roles
.
] healfh (n Illzk&.lth and
; L{ emé.qu;ounselling
)ret'&md conceptual

er'\g from three main

S

hsworth and Bowlby’s

of relevant authorities, and the need for professional n
school counsellors) are in an optimal position to

interventions to support children with ADHI tw\
research framework was created on lhe% of[\'

theories, Baumrind’s Developmental

[}
Attachment Theory and l’atlcrso&'r‘chi y. thermore, parenting theory
g whigh di ﬁl*\ghled to parent’s child-rearing

emphases on authoritative pa
practise, attachment theor m]’dslfl)s
warmth, sensitivity anggagion ven

parent and child%krmurf n

L
included in Aeulcd Intensive P@‘f

Rsy





