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CHAPTER 3

METHODOLOGY

3.1 Introduction Y—

This chapter discusses six major sections that present resez ‘hw)dg that have been

implemented in the study to answer research objectiv

L ]
sections discusses are as the following: é ' ‘;X'
7
N

1. Research design Y.
NENR

Population and sampling

[nstruments \
4. Abbreviated Intensive P;?J > N
€ eC ensive nodyple A é.?
5. Data collection \ , é
6. Data analysis %: | Q’
\" &

N
’ | (_&1
32 Research Dga ’
%

3.2.1 Singlc-ﬁ&xpcrim
N S

This slUag sloyed a single-case experimental design (SCED) to examine the
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inter®gtigf! effects of Abbreviated Intensive PCIT on noncompliance behaviour

among prcschool children who were diagnosed with ADHD and parents’ acquisition

BG , DI parenting skills. Researchers in ¢ elli -
of CDI and PDI g chers in counselling psychology often use

SCED because it is particularly well suited to examine the processes and outcomes of
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psychological and behavioural treatment (Borckardt, Nash, Murphy, Moore, Shaw, &
O'Neil, 2008; Kazdin, 2010). The SCED has been proved as highly flexible method
that can be used to systematically test the effectiveness of treatment as well as to
monitor the progress among a small number of subjects (Cowan, Henness@stra.
& Rumrill, 2004; Engel & Schutt, 2012; Kratochwill & Levin, ZO@gle case
refers to the respondent or cluster of respondents under investigaliovonlrasl to an
experimental group design in which one group is comparde another group,

respondents in a single-case experiment research provide ¥ wnl control data for

pose of comparison in a within-subject rather ghan Mbet eM'pclvdesign
the purpc I | (;}
; Troc}li , 206 e central

\bn N
i al ‘ré&'onship exists

nd eaningful change

(Fraenkel & Wallen, 2006; Kratochwill & Levin, 2

goal of the SCED is to determine whether a g usaZor

g\émparison between two

. “ g— S
experimcnlill time periods, known &g selindqud Jlreat t phases. This approach

cmatiJ.
P 4

with treatment phases (l\'rulw'l Kl LY2014(

Y.
3.2.2 Repeated me $

v o
The basic I‘CAC"‘ of the S(‘[@S a repeated measurement of the assessment
S

rOSS Ca@c in order to draw valid inferences regarding the effect of the
acros: :

¢ e same reliable and valid measurements have been applied on a regular

typically includes collecting &

treatr
basis, and any change over time can be accurately assessed, thus, researcher can make
asls, ¢ v

,nfident statements about the effect of the intervention (Alberto & Troutman, 2006).
cC S

There were two main reasons for using repeated assessment in this study. First, it can
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reduce the estimates variance of the treatment-effects which allow descriptive
statistical to be made with fewer participants (Barret, 2013). This enable researcher to
identify the effects of treatment (Abbreviated Intensive PCIT) by comparing the
differences between pre-test and post-test mean scores. Second, with %NY: and
approprialc assessment methods across assessment occasions, it alloy&e researcher
to rule out the possibility that behavioural changes in subjects are W) the changes

in assessment procedures (Nock, Michel & Photos, 2007). rpose of repeated

s ulcess've times of
1s, fhe ! 3

y: allyrage of
IS

repeated assessment is that individual differences be N regpe defits arv-removed as
\ NV
n e Sinéx.he data for all

conditions derived from the same respow Barret, 3 3).@ detect changes in

%Jy. ? émeasurement of three
0 =

u
different assessments (ECBI, DI [ ani™NJ h%%een conducted in three

q d.\"d#

phasc-comparison analyses c r exgh
post-treatment, and 1'011th0 1p|a 3 Malysg ponducted.

N g ;
() Pre-tr eml '}"l vith B-IT, B-MT and F,
(ii) P wn?l ? éSJB-IT with B-MT
w : Y-
[loW-

(GiD) oW-up \‘E}’ F, with A;, B-IT and B-MT

S

3.2 AW Single-Case Experimental Design

measurement in this study was to measure the responde

baseline. intervention (B-IT and B-MT) and follow-

a potcmial confounding variable and required

K\

oY)

respondents across the course of t

w
/4

Joy @e list between pre-treatment,
s

The design of A-B SCED across families was used to investigate the intervention

effects of the Abbreviated Intensive PCIT protocol. The APA Task Force on

[{\'idCI]CC‘BUSCd Practice endorses and recognises the A-B of SCED as an effective
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strategy for identifying promising intervention approaches (Borckardt et al., 2008;
Westen & Bradley, 2005). All respondents were determined to be assessed before and

after receiving the Abbreviated Intensive PCIT which include four phases: Baseline

(A)), Intensive Treatment (B-IT), Maintenance Treatment (B-MT), agNoWow-up

(F;). In summary, this research design has been explained in Table S.AIO 7

Respondents A

Pre-test

DI 0,
D2 0,
D3 0,
D4 0,
D5 0,
D6 0,

Note: \
A = B s%

B-IT = WVe Theatn
B-MT = %}tcnm
D \

= \ A
X = vhbre,iatc
F, % ollowW-up

F (
0, Pig-#3 &
0, \ \Sl (B-K
0; &: dfest (RNT)
- \\-U@St

04 :\
- ¥ u)&
In this study.4 re-test Whvelvedgthe researcher conducted pre-test (baseline

Nﬂcnls (ECBI and m’lCS—lll) before treatment. The post-test involved

measure) S
the re W™ provided respondents with same assessments as pre-test (ECBI and

pPICST) each time starting from the first session of intervention B-IT, then,

followed by B-MT to see the effect of treatment on targeted behaviour changes. After

one month the treatment has completed, the researcher returned to meet the

respondents for the follow-up test. For the follow-up test, the researcher provided
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respondents with the same assessments as post-test (ECBI and DPICS-III). There was
additional test used (TAI) during post-test and follow-up test to measure the level of

parents’ satisfaction towards the treatment. Then, these three different tests (pre-test,

post-test and follow-up test) have been compared to see behavioural cliﬁzamong

3.3 Population and Sampling T

The population of the study was preschool children er (Mﬁ" Special

er
N
Education Integrated Programme (SEIP) co@d b c’
4

alk\ F'ducation
Department, under Ministry of Education and they\gvere N y 1%'?0; doctor as
having ADHD. The SEIP is purposely 1@\@1 ' ninétéisabililies and the
criteria include such as mild level of A%m. N \ﬁ&;?) vpagnd ADHD (Supiah &
N
S

respondents as a results of the treatment.

Lindsay, 2010). According to Fan ivision, the numbers of

registered preschool children \\Qm :
in the year 2011 and 28 in lb

r 2()1}
el

twe ,we to six years old were 24

@ lealth, 2013). The respondents

were recruited from lhi@m 1'01" presgIRol children with ADHD as registered
A 9
with Ministry of H% n fhey fl’()lé‘) he researcher ruled out carefully the
\

inclusion and exClysiwm crigeda ) pareglchild dyads as the following:

N3
N A
33.1 _Child Dyads Inclusion Criteria

Children eligible for this study met the following inclusion criteria: (i) between the
g b

ages 5.t0-6. (ii) certified by medical doctor as having ADHD, (iii) living with

pu-licip'uing parents, and (iv) moderate to severe disruptive behaviour as measured by
s (S
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ECBI at least 131 scores. Parents’ inclusion criteria were, (i) living in the same home

as the identified child, and (ii) able to be contacted by telephone on a weekly basis.

3.3.2 Parents-Child Dyads Exclusion Criteria \2

The exclusion criteria for children and parents included: (i) parent 0$ diagnosed
0t C

with a major significant cognitive or development delay, (ii) pang ;sChild diagnosed

with a major psychiatric illness or medical condition tl Wirs judgment, (iii)

parent unable t0 communicate via telephone on a w " basis. -
T

received other psychosocial treatments. é ' !(—,

3.4 Research Procedure

3.4.1 Official Study A@als@
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.search and Planning Division (ERAS) and District Education Office

(DEO) in Selangor (see Appendices I and J).

Once the approval for conducting the study received from ERAS and DEO,

[\

researcher began the process of gathering the name, address and contact

numbers of government preschools which conducted the SEIP for learning
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disabilities. The target population was concentrated on the 28 ADHD
preschool children who were registered with Ministry of Health in the year
2012. Refer to Table 1.2 (Detected and Registered Special Needs Cases in

Children and Teenagers in 2011 & 2012).

Then. the researcher met the headmasters of respective A g to brief

A
about the study, and provided them information and treaw hand-out of
Abbreviated Intensive PCIT (for parent) (see Appm
4. Once permission was given by the respectiVeggeadpa lhc lists of
selected preschool children with ADHD pigy to the r a’c]&"’v
\‘}r St
5. Then, the researcher asked for permiggionyto @‘e drentstwd the child at

Tom p' s, @eauher provided

their home. After received pul

them with brief introduction s &he informed consent

1
H
form also provided to pau llils S TG Se endix F).

' %
6. Then, the rcscm‘chcr%x to h'gum i) % | screening with participating
parent-child dys Mr receivigy the ZRTsent.

3.4.2 Sample ¢ )fswrch Res mﬂlcnw
This stu @oud purposive homogeneous sampling to concentrate on
noncon@

behaviour of ADHD in child respondents that were of interest, which

llow the researcher to provide answer for the research questions. Thus, selecting
a :
<

search respondents was carefully made to ensure that the parent-child dyads were
reses R $ 3 3

irposively chosen to be included. The study required that only children and parents
purpos h

who fulfil the determined criteria in respondent selection as stated in 3.3.1 and 3.3.2
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will be chosen. Based on 28 registered cases in the year 2012 involving ADHD among
preschool children aged five to six years old, there were 21 families who met the
inclusion criteria as stated in 3.3.1, and seven families who met the exclusion criteria
as stated in 3.3.2. These seven families were not included in the study\gs.e the
children’ age were seven years old during the time of this study CN d (2013).
There were two out of 21 families from Sabah and the data pro about these

\J. the 19 families

res'earch study that

families were unable to be contacted by the researcher. Th

from Selangor state population called to learn more abo

would be conducted. Then, three out of them declineg to

=

tigpatey: ef@ewing
Q)

the informed consent and stated that, they felt no 1fory e gctv’.mrolved in
N

\e ﬂ%&.hmilies were
ilieo‘ﬁecause their child

'¢ families agreed to

participate in this research sludy& :

/\i B-IT

treatment protocol throughc

Number of Sample (n)

~
o Unjur
Saujana Utama

1
Selayang Jaya 1
1
1

5

e

Cheras
Teluk Gadong

: The total number of sample, n=6

Note

Based on the data, all the child respondents were Malay boys who aged six years old.

These six children with ADHD included in the study as the following:
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Dyad 1

Dyad 1 was referred by the child’s teacher. The child had no sibling. The parent was

the child’s biological father (28 years old) who raised him since birth. T

completed Sijil Pelajaran Malaysia (SPM) and the yearly household ghc about
RM?25.000. During the initial screening, the father reported the follr* behaviours

to be most problematic: fidgeting and squirming in the seats, tal'i%zmstop. dashing

sw‘?eing constantly in
A d0es WOW through

@
irectly, off n’tt}\l@ runs or

around. touching or playing with anything and everything i

motion and having difficulty doing quiet tasks or activag

on instructions, does not seem to listen when spoken
climbs excessively, dawdling when getting dress errupti d k@i‘ng parents.

According to parent, teachers reported that tltw oftch fy 10§¢CIOS€ attention

1e&9\’ities. The child at

school also having the difficulty \\'ai% a s turny in @ies and often interrupts
. q

conversations or others’ activities. ml’

for the child discontinued b%zhe pst
child became very slow 1& ng. l

to details and makes careless mistakes in sch VOR

epo that the medical treatment

‘ ’n‘hh’nt medication given made the
&

irth. The father has Diploma in Teaching from Polytechnics Institution and

him sin

the yearly household income about RM35, 000. During the initial screening, the

mother reported the following behaviours to be most problematic: arguing about rules,

verbally abusing his siblings, being very impatient, and blurting out answers,
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inappropriate comments, showing his emotions without restraint and acting without
regard for consequences, forgetful, butts into conversations or games, runs and climbs

excessively. According to the father, at school, teachers reported that the child had

difficulty to sustain an attention in tasks or play activities, does n LV close

attention to teachers, talk excessively and also often blurt out.&w rs before
questions have been completed. The father also reported that theNghild started the
behavioural intervention programme last year in October %Nul. discontinued

because parent did not have much time to bring the child to e (lctor at hospital.

Dyad 3

Dvad 3 was referred by the child’s tcachcrcwi
child’s biological mother (28 years old) Mi - ?

completed Diploma in Teaching from igg Insti tmn@d the yearly household

" &
income about RM40, 000. Du ilNe e reen@. the mother reported the

following behaviours to bc% )robl's 1at I:!Ll‘l@(lll in playing or engaging in

leisure activities quicll_\& )
when spoken 10 dircﬂ\dg iR

playing with ar '&"an} ve .:1
AL&),-( ing to his motl Ya'l school, teachers reported that the child has

arenfaexcessively, does not seem to listen
N
'.slqltévrng in the seats, impatient, touching or

n@i sight, and does not follow through on

instructions.

difficulty anmg attention in tasks or plays activities, careless mistakes in

haalwoNe or other activities, and often interrupt conversations or others’ activities,
SC

nd does not seem 10 listen when spoken to directly. Mother also reported that the
a $ :

dical treatment for the child discontinued because the stimulant given made the
medicé

hild loss of appetite, trouble in sleeping, nervousness, and very slow in memory.
C O
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Dyad 4

Dyad 4 was referred by the child’s teacher. He had one elder brother who was 12
years old and one younger sister who was 4 years old. The parent was tQe child’s
biological father (41 years old) who raised him since birth. The father N pleted
SPM and the yearly household income to be less than RM40, 000. D&g the initial
screening, the father identified the following behaviours to be Wproblemalic:
arguing about rules, hitting parents, whining, verbally abus'ngvms. and physically
abusing his siblings, fidgeting and squirming in the s ta 'in@)p. dashing
L 3
around, touching or playing with anything and everythfag in siglft, be 15, &&]lly in

motion and having difficulty doing quiet tasks or es Ao ng 4Q e father, at

school, teachers reported the child bcim@mpgﬁim blu"& out answers,

4"

inappropriate comments, showing his tra'Ide acting without
<

regard for consequences, having diffic aitg : éc}e want or in games and

Dyad 5
R le had no sibling. The parent was the
ad 5 was refert r g I
Dya KJ
child’s biologi % 'ho raised him since birth. The father was
N

completed and the yearly hou\iﬁmld income is RM30, 000. During the clinical

intervi ather identified the following behaviours to be most problematic: often
: ,

runs or W#nbs excessively, hitting parents, does not seem to listen when spoken to

directly. talking back and profanity towards parents, and talk excessively. According

to father, at school. teachers reported that the child being very impatient, blurting out

answers inappropriate comments, showing his emotions without restraint. The child
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also has fidgets with hands in seat, difficulty in waiting turn and in focusing on one
thing, talking nonstop, dashing around, touching or playing with anything and
everything in sight, being constantly in motion and having difficulty doing quiet tasks
or activities. The father reported that psychosocial treatment arranged t\z child

was not attended because parent did not have time to bring the child l“k spital.

Y,
Dvyad 6

Dyad 6 was referred by the child’s teacher. He had one el@ Wn ears old.
3

The parent was the child’s biological mother (35 y ld) Whoaghi c@m since
. i 4 N
birth. The mother was completed Diploma in Tea ana\par repgged the yearly

g, Q mother reported

48' L]OS€ attention to

dncctlv become easily

household income about RM45, 000. During :cNia :
the following behaviours to be most lth ON\Jai

details, miss details. does not sccm‘%‘
used. move slowly even and \01 on instructions. According

confi
to mother, at school. teachers ed Ih,t th bill@ien makes careless mistakes in
schoolwork, and other d@s }Ic ch)d 01&0 avoids and reluctant to engage in

tasks that require \l X 1 ;ﬂl??’nl as difficulty in focusing attention or
 JONningpsImghi m v, easily distracted, loses things necessary

or;:anlsm;: tasks

for tasks or \A:s forget um]us@/hu]ucntl\ switch from one activity to another
L&

and beco »d with a task.

Q\ 3.3 (a) and 3.3 (b) show the summary of demographic information of

the child and parent respondents.
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Table 3.3a: Child Respondents Demographic Information

[ Dyad Age Gender Sibling
1 6 Boy No sibling
2 6 Boy 1 from 3 siblings
3 6 Boy Nosibling Y'
4 6 Boy 2 from 3 siblings \
3 6 Boy No sibling %
6 6 Boy 2 from 2 siblings A

Wi(l Parent Age Education
1 Father 28 SPM
2 Father £l Diploma
3 Mother 28 Diploma
4 Father 41
5 Father 28
6 Mother 33

3.5 Instrumentation ¥

The three instruments have used

(\1 ’
3.5.1 Eyberg (‘l@ avigur

The ECBI IQ ritem  parent l'ch'inslrumcm used to identify common child

disruptive %\iour problems that most frequently occur in children between 2-to-16

yearg oryege (Eyberg & Pincus, 1999). These disruptive behaviours include

lwpcracti\'itv. impulsivity, noncompliance, defiance, aggression, and tantrums. It

measures disruptive behaviours in terms of their frequency (Intensity scale) and the
(e -

degree to W hich these behaviours are problematic for the parent (Problem scale). Only

the iniciisily scale was used in this study. The Intensity scale measures the frequency
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of children’s behaviour on a 7-point Likert scale from (1) never, to (7) always are
summed to yield an overall problem score ranged from 36 to 252, with a normative
mean of 96.6 and a standard deviation of 35.2. The raw scores cut-off for clinical
significance is > 131 and the T-scores cut-off for clinical signiﬁcancc% ). The
higher scores (over clinical cut-off) reflect greater concern about the 9|1!h15rupuve

behaviours. The scores show between 114-130 (mild disruptive bfwur)‘ 131-156

(moderate disruptive behaviour) and scores more than evere disruptive
behaviour). The ECBI was administered during baseline an throughout all

tabl® bz GM‘U{@' study

| O
ys ‘,9 w t]e child

intervention phases (B-IT, B-MT and F,;). The ac

referred to the stability in ECBI scores at least thre

V
showed similar scores of the behaviours. A u)pwfz: Fﬁ Nn Aég‘-d“ =
\"J o)
3.5.2 Dyadic Parent- Child Interacti dig%x_ L@PlCS-lll)

“
&
¥be eté&( 009) is a behavioural

e thegdn p@em and child behaviours that
@)

The DPICS-III has been deve

observation system designed

maintain particular pax Nd ulea ion @emq associated ‘with “iheffective

paren[inu styles and d e ghitd ‘rl'l(%({F)btr& '7()04) The DPICS-III Codmg
conducted in thre, Id’qﬁyl 1l Lractlon situations: Child-Led Play (CLP),

Parent-Led PA)I P), and (lea@ (CU) in S-minute coding session of each

\

situation. -aluation of the effectiveness of PCIT is accomplished typically by

using ’l(% (Robinson & Eyberg. 1981) which consists of parent and child

behaviour codes that focus on changes in parenting verbalisation and child compliance

behaviours (Vess. 2008).
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3.5.2.1 Three Situations of Abbreviated Intensive PCIT Coding (DPICS-III)

The three main situations conducted during Abbreviated Intensive PCIT: (i) Child-
Lead Play (CLP), (i) Parent-Child Play (PLP) and (iii) Clean-up (CU) are?ucd
in 5-minute segments. The purpose of CLP is to provide one-to-one pigy raction
between a parent and a child in which the child is helped to direct an$ the play in

any way the child wishes, unless there is harmful or destructi%z'vny. Then, the

'rer a child in which
parel'&ys. The third
@

purpose of PLP is one-to-one play interaction between a

the parent is helped to direct and lead the play in any w

component is CU which intended to teach the child to n up fhe t yi a.& end of
the parent—child interaction, not at the end of cig reg{ ; T@s to avoid

confusing the child about the role of parental GN e (w shauld ‘bﬁmne without the
parents’ help but with the parents’ directioMyAlt oug% is fgponenl may seem

simple, it tends to be a challenging si hgcause lgﬂl@nt behaviour problems

&
are often displayed during this PhﬂSt‘.\W '\Mﬂé%at this phase lasts 5-minute
(McNeil & Hcmbrec-Kigi%‘)). ‘dr t}'@ose of the study, parent’s

verbalisations of Do m@'l 1rily§bl in CLP situation and child’s
S . | :
compliance behavim% ardp par tﬁ' cg&lhands during PDI in PLP and CU

i ,‘%enting Skills Coding by DPICS-III

The Do Skills include Labelled Praises (LP). Reflections (RF), and Behavioural

Descriptions (BD). LP is a verbalisation expressing a favourable judgment of an

attribute, product, or behaviour of the child is which is intended to teach the child
p :

specifically what he or she can do to receive further parent approval. RF is a
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declarative phrase or statement that has the same meaning with child verbalisation.
The reflection may paraphrase or elaborate upon the child’s verbalisation but may not
change the meaning of the child’s statement or interpret unstated ideas. BD is non-
evaluative, declarative sentences, phrases, or verb describes that person’s@g or

immediately completed (<5-second) observable verbal or nonverbal be Vl:al'.

The Don’t Skills include Informative Questions (IQ), Desgptive Question

@ve Talk (NTA).
s %rfm'med by
L ]

is a degcrip '7 oe,xieclive
g

K* m@mn a brief
s . A
en & the child gives

(DQ), Indirect Command (IC), Direct Command (DC) and

Questions request an answer but do not suggest that beja

the other person. There are two types of questions: D

comment or statement expressed in question form
affirmative or negative response (such as tN 5
additional information in response or docs&'esp&* é

necific information from the child o Jwa“; Er’f re@snse (such as yes, no,
Sp 4 &

C as{&)n'l know™) or no response

at all. Commands are stulem% whicl th :J"eakr (parent or child) directs the

vocal or motor behaviourgoTNge ot‘er. is d@ralive statements that contain an
/ d (

N
order or direction for CN orpmgtol ?la\@é# to be performed and indicate that the

child is to pcrfomtw]u?l ur.):) laﬁsuggestmn for a vocal or motor behaviour

> - ; ied or sta in question form. NTAisav expression
to be perform t 1s implied or sl\@én q erbal exp
f disappr \ the child or the child's attributes, activities, products, or choices.
of dis @
B

. 1% also includes sassy, sarcastic, rude, or impudent speech (Eyberg, 2004).

maybe), even if the child gives a bricTgs

")

Nega

The mastery criteria of parent’s verbalisation, each parent must demonstrate at least:
10: BD, 10: RF, 10: LP and not more than 3 total IQ or DQ, IC or DC, and NTA

. 1 P cessions within the 5-minute coding period.
during CLP sessions within t gp
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2. PDI Parenting Skills Coding by DPICS-III

Then. child compliance behaviours were coded during PLP and CU situations.

Compliance (CO) was coded when the child was fully engaged in the task d by
the parent and did not need parental intervention to maintain task or@& For
example, the child fully endorsed the parental agenda, stayed on tas lln;:l\ and

embraced the task wholeheartedly. For example, they even set w m goals for the

Wpletmn of the first

'hen the cha@d does not

task such as spontaneously moving to another pile of toys

pile. Noncompliance behaviour (NOC) has been co

perform or stops attempting to perform the requested avioug wit lr't‘flf}-second

interval following the command from parents. T A % ty fﬂ{yz‘onlpliance

(NOC) was coded when the child was not gi Nad qT\a s an@ comply with a

command. The mastery criteria of thld S 1p11 ce %Q% of the parental
f

commands should be obeyed by the ¢ bpa Q~h:\,thls study, at least nine

2 aiaads should be obeyed by theN ; Aie straint of S-minute, parents
;mmal

s fgr rh hlld during the coding session
2 : £ g

(Lewis, 2010). The DPIG \\\'as .dhtere ring baseline (A;) and throughout

&

N
all intervention phas@l B‘? arid £§)1he Table 3.4 shows the individual
DPICS-III categgs) )du du (@‘LP RF, and BD) and PDI (CO, NC, and
% !
P

NOC) phases opy of the DPICS, Y: in Appendix C.
A &’

0 Table 3.4: Individual DPICS-I1I Category Definitions

Category Abbreviated Definition

were asked to give the total &

Labelled Praise (LP) A positive evaluation of a specific behaviour, activity
or product of the child.

Reflective Statement (RF) A declarative verbalisation with the same meaning as
the child's previous verbalisation.
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Behaviour Description (BD) | A non-evaluative vocalisation describing the child's
activity.

Indirect Command (IC) A suggestion for a vocal or motor behaviour to be
performed that is implied or in question form.
™ Direct Command (DC) A declarative statement that contains an order for a
vocal or motor behaviour, identifying the cl
subject. .
Informative Question (IQ) | A question that requests specific informatjdigg the

child other than a brief response (e.g., yes. Ro, néiybe).

Descriptive Question (DQ) | A descriptive statement expressed iR guestion form
which requires no more than a briyd or negative

child’s attributes, activities, g&ro : sassy, rude or

impudent speech.
\inthin 5-

response. )
——— . ~ .
Negative Talk (NTA) A verbal expression of dlsapprow 1e child or the
s

Child Compliance (CO) The child performs the r

Child Noncompliance (NC)

mporlunity to Comply o comply
(NOC) command
haviour).
Source: Adapted from Manual for the DPIC 7([3\\5}}\, et al.. 2009)

3.5.2.2 DPICS-111 Home SettingY. ,‘ ? s S

[N Play Area Setting \

&
U,

The DPICS-III observ MI}' icglly ?icu?(\cted in a playroom equipped with a
table. two chairs, &(Ln ?1 ir :a .4 #a corner of the room, and five sets of toys
(Eyberg et “"A‘”' However, D@tlll observation in this study conducted at
respondcn%‘ \ at family hall since all families have no playroom in their house
but stgequ ped with similar materials of one table, two chairs, one time-out chairs,
one-time out room, and toys. The toys are taken out of their containers, with two sets
placed on the table and the remaining toys placed on the floor near the remaining
corners of the room. The recommended toys during the DPICS-III were Legos,

building blocks, cars, 10y farm with animals, crayon, siencils, paper, and chiid
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scissors. The toys that are encourage rough play (bat, balls, punching box), toys that
are could cause harm to self or others (toy guns or swords), toys that get out-of-hand

and require limit setting (paint, aeroplane) were not allowed.

2. Coding and Coaching Setting

¥
0

During treatment and DPICS-III assessment, it was only one ghild¥and one parent

(either father or mother) should be allowed in the tre: dSlLd”\ the pre-
treatment and post treatment assessments of DPICS-III ng b a S-minute
warm-up period (Eyberg et al., 2009). The DP c u':t@n four
occasions during A, B-IT, B-MT and F,. The p W 10 ]deY’o_xL progress

ar ﬁd child before
and after the treatment. In this study, co hl b.Q :1& ¢d by the researcher

and during this session, us;aruh% idéntify \A@nesseq e

interaction. Then, parent has bee d m ghe CDI and PDI parenting

I
skills throughout the machn%smn foy Ja ) mg the play task, parent was

?\m

of Abbreviated Intensive PCIT on targete ed b an I

prov ided with a slanda 1PI llﬁl c or Should play with the child. The

\
'tlfﬂ) arent-child play session began. The

@

@'\cd the play session between parent and

Ay faag

A

researcher then left
researcher and I%ik LO(?I

child and coc A »ssion. The pL@ verbalisation of Do and Don’t Skills, child’s

'moms towards parent commands have been coded using DPICS-III.

Q

‘t_,

compliang

For d&bh siffiation (CLP, PLP, and CU), it was 5-minute coding session.

Then, parent was observed and coached using a wireless communications set
“a head set with microphone that the researcher wore and an ear receiver

consisting ol

that the parent wore at each treatment session. Each parent was coached using this
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way in which enables the researcher to present the directions to the parents. First,
during CDI skills in CLP situation, parent was asked to follow along with their child
in whatever game the child chooses. Second, during PLP, parent was instructed to
keep the child playing according to the parent’s rules. Third, during Cl@ was
asked to have the child clean up the play materials and toys withou hssistance

from the parent. In this way, the child hears the initial directions frov parent rather

than from the therapist (Eyberg et al., 2009). This active PrN facilitated skill

development and allow ed the researcher to conduct on-go ess'nents of parent’s

In addition, it provides the opportunity fo

Progress. oaghin e nQ;kdlate

| &

ved pargnt be@murs and
N

/ h@&'s they occur.

feedback given by the therapist directly after c
interactions with the child. The researcher can 1elpz cai
3.5.3 Therapy Attitude Inventory (éla GA C-}

The TAl is a 10-item self-reports - oper

parcnt“s satisfaction with lhc%e%’mcm{

following the lrculmcnt.&\,\] . .lse“ s satg@@mction in areas such as the parenting
N
e :
kills learned, the Ch@‘h' -i&?wé@ and the type of treatment programme
skills ;
used. Parents \\%klcd &\632:1 e

to (5) strongly ¢@cd. T'he item ratings are summed to yield a total

"/ ~

[ Q
thisfaction with child behaviour

>Ins on a S-point of Likert scale from (1)

strongly disagl

,@() and 50 with higher scores indicating greater satisfaction. The two

score

factors wghcture consisted in these 10 items. Factor 1 consisted of 6-item related to
actors 3

rents’ satisfaction with the child behaviour changes (Items: 3, 4, 5, 6, 7, 10) and
pa > - T4 ISR

* 4-item related to parents’ satisfaction wi ; >
Factor 2 consisted of 4-item related to parent atisfaction with the treatment

ponents (Items: 1, 2, 8. 9). The scores below than 25 showed (low satisfaction),
com s s
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75 to 39 (moderate satisfaction) and 40 to 50 (high satisfaction). The TAI was
administered at the post-intervention phases during B-MT and F,. The entire
measurement typically takes about 5-minute to complete and can be hand scored in 1-

minute. A copy of the TAI is in Appendix D.

3.5.4 Open-ended Questions

Ky
K\
%

=

The development of open-ended questions was based on tl

j0ons Wriences with
s

b 1‘)‘ s¢d by the

b cli\'lcs of the study in
which the researcher would want to explore parents’ perC
the Abbreviated Intensive PCIT. There were four 4

researcher in development of the questions. ?'

4), to reflect parents’

N,
g &Qsang, 2012), to reflect the

~

ah, 2088: Matos et al., 2006), and to
RN
o &gJigious elements in the treatment

O

(Ahmed & Amer. 2()12@0&}@9)& whole interview session took about

parents’ perception about the cul ssu's

reflect parents’ perception about ,lc 1%

40 minutes dependi %hc nQo tfm(-())pthe conversation. The researcher found
?‘\
that these l'our%‘msr\ ;non;&_*onvcnicnt and easily understood by the
h¢ :
>

n.

respondents w; the interview NP

N
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Table 3.5: Open-ended Questions for Parent Respondents

Question Categories Authors

] Boleh anda terangkan pengalaman anda mengenai | Useful Bagner et al.,
perkara berguna yang anda perolehi dari terapi PCIT | aspects of the | 2013; Nixon

(Intensif Ringkas) ini? Abbreviated et a 4)
Intensive i

Can you describe on your experiences about the | PCIT \

useful aspects that you gained from Abbreviated #%

Intensive PCIT?

2 | Bagaimanakah pengalaman anda dalam ApplltﬂllOVLewis.zo 10:
mengamalkan terapi PCIT (Intensif Ringkas) ini | of Leung &
bersama dengan anak anda? Abbrevi Tsang, 2012)

Inten
How was your participation experience in applying
the Abbreviated Intensive PCIT with your child?
fa 7] Bagaimanakah penerimaan anda mengenai isu W
budaya yang berkaitan dengan penggunaan tera M N

A2006)

by

X

PCIT (Intensif Ringkas) ini dalam masyarak
Malaysia?

How do you perceive cultural issues rcla
use of Abbreviated Intensive P( 17

societies?
4 | Bagaimanakah penerimaan anda s lan\
unsur agama (Islam) diwujudkan rap'

(Inlensli Ringkas) ini?

Ahmed &
Amer, 2012

PCIT?

-
&\
BERT R Ce&r ‘?." &

3.6 Transam% ‘éé)

There was ng N v language v 1 n found in these three instruments (ECBI,

DPICS-III & ). Thus, these instruments must be translated into Malay language

to et ¥, to be used among respondents. In view of the fact that Malay language

is the first language and the process of translation and adaptation of the instruments

was achieved by using forward and back translation method established by the World

Health Organisation (WHO) (2008). Translation was done by a team of academicians

from Faculy ol Education, Open University Malaysia (OUM) and Faculty of
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Education, University of Malaya (UM). Below are the steps in translating these three

instruments.

First step: Forward translation: By using forward translation, the English i,,] o of

these instruments were translated into the Malay language by an E 1Lacher
(knowledgeable of the English-speaking culture) whose her motheﬂk,p is Malay
(the primary language of the target culture). She has a wide N,VQY;L in teaching
English language and translating the psychological instrur ng]e was required to
consider the definition of the original term and atter tan@in the most

L4
relevant way and the target language of Malay had airgfor thqrela aL@;X;CC.

g

3 glisil@{d the target
adé:eatc expressions or

Iébu\\egn the forward
\

translation (Malay) and the orig nsgrumeigs ( Q‘?,gh e oot o

academicians from ”O\lemvl\efl' \Ht@t\berlcmes in instrument
'S
et

development and translation inv 1 Q/

&S

saéyapproach as that outlined in the first
1m S

Second step: Expert panel: The bilingual 1raw

language for translation) required to 1denl1v\% sol

concepts of the translation, as well an\r %

Third step: Back tr:

step, the translate fban was translated back to English by dn

independent trasla . W hosc mézedﬁgug is English and who has no knowledge of

the items N the translated \emon (Malay) which contained similar items and

the ope CYgeSt 10 the original version was accepted.

. Pre-test the instruments: It is necessary to pre-test the instruments on
Fourth step: Pre-test the instru yto p

the target population. Pre-test respondents should include individuals representative of

those who will be administered the questionnaire (WHO, 2008). For this study,



129

respondents for this pre-test (piloting) the instruments were selected among preschool
children who reported by teachers as having the symptoms of disruptive behaviours
such as noncompliance, aggressive, defiance, hyperactivity. These samples were
among the selected preschool children aged six years old who cnrolled{ r SEIP
programmes. Parents of the selected children were required to be {yvol¥ed in the
study. There were 17 numbers of respondents involved in the pilot wand all of the

children were boys. Overall, the researcher took about 45-day, lwain all data from

anple.

.

the respondents. The Table 3.5 shows the description of pilc

Table 3.6: Description Q/'Pi/o'%m?l

um e (,.43'

SEIP Child
(Preschool)

SEIP 1 6

SEIP 2 6 \

SEIP 3 6

SEIP 4
SEIP 5

\ P ' (o(-}
')ncn 5 used_ guantitatively in this study: (i) ECBI was

There were three n@l' $
used to measur w'cl of ru{ti\'\’ haviours in ADHD children, (ii) DPICS-III
A S

was used tc Nurc both parent’s verbalisation and child compliance behaviour, and

~WNused to measure the level of parent’s satisfaction toward the treatment.

[n addition, in order to gain insights into parent respondents’ perceptions and

experiences about the treatment, the researcher conducted semi-structured interview to

understand how the treatment work and how it could be improved. It also allows

parent respondents 10 discuss and raise issues to better understand how their personal
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experiences of individuals match up to the instrument results. For the purpose of the
study, the piloting instruments for both quantitative and qualitative were conducted

during pre-test instruments to achieve reliability and validity values of the test items.

3.7.1 Reliability of ECBI and TAI Instruments s )

According to Chua (2011), reliability in a research rel‘erwz]e ability of a
1ca?re'ments are repeated.

ity

.2 INJS asures how

@
consistently respondents respond to one set of items thisfmeg u'e@;cribcd
” )()S%X' commonly

as@e Table 3.6. A

measurement tool to obtain similar values when the same

The most commonly used is internal consistency r

using Cronbach's alpha. According to Georgé
accepted rule of thumb for describing intcr%Nsr

high value of reliability means less errog fronWhe_wgas

mg%l. thus, making the

nis@is usydly (@ved at the value rate of

measurement more accurate and reljg

not less than 0.60. \

> o 40.8
8 & Acceptable

a : V10.7>0>0.6 v Questionable
\ 0.6>a>0.5 N Poor

0.5>a Unacceptable

- Cronbach's Alpha and Internal consistency (George & Mallery, 2003)

For the purpose of the study, reliability value was monitored for all main instruments.
‘or § - :

The test method used was internal consistency, that is, a test done by searching for the
e tes '

rrelation value between each item’s scores in the test with the number of test scores
CcOITClC 3
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for all items in the test. If all these items are found to have a high value of correlation
with the total score of all items, then the measurement tool is considered as possessing

a high reliability (Chua, 2011). The Table 3.7 shows the reliability values for all

_{_}v

Table 3.8: Cronbach’s Alpha Reliability Value Qf'ln.s'lrlv\'

instruments by using the internal consistency reliability.

“Instrument Cronbach’s Alpha (a)
ECBI -850

TAI 770
s Note: The total number of sample; 7
.
NS
| S

sisteqey reliability

The results show that, ECBI and DPICS-III have
values and quite satisfactory. The value obt% %‘ﬁ was .850 and
hc ste relqability values of .770.

TAI instrument has acceptable value of i

Since the internal consistency value

instruments have good content \%
use in the actual study. %

¢
3.7.2 Reliability of \-l ? O
B

’
In this study, pas%ild inte cligno’gg observed and coded using a digital camera

to record the Nrcd 5-minute segment using DPICS-III instrument. In assessing the

DPICS. 1w Tater reliability is the most type of reliability applied (Eyberg et al.,

7005). The inter-rater reliability refers to the consistency with which two or more

raters evaluate the same data using the same scoring criteria at a particular time

(Bailey & Burch. 2000). The term inter-rater reliability describes the amount of

agreeinciil between multiple raters and using an inter-rater reliability formula provides
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a consistent way to determine the level of consensus among raters (Stemler, 2004).
The inter-rater reliability coding of the parent and child codes included in Vess (2008)
investigation which conducted by two research assistants who were trained in DPICS
coding to 80% agreement with a criterion video tape before codin ’\Yﬂ:child
interactions. The inter-rater agreement periodically checked over @.50 o ihie
study, and re-training of coders was to occur if agreement fell belo 0. This study
adapted to Vess (2008) in which the reported average ag \ﬁ percentages for
\§

rti;earc her and two

se si'o\qa%

coders. The average agreement percentage across gubje : mulated
. | _@”
o intra-class correlation coefticient ACC). 2 v

This study established the rcliabilitEM 11, There were two

graduate students from International Islam

reach 80% accuracy with a criterion vi aded. @ssion was recorded using
é “ S
the digital video camera with slanN cl Nb N\ researcher. The DPICS-III

s

training involved direct ins% in the§spedfifit obervation procedure and practice
d ¢ &

is\ed in&o of actual home behaviour. They

&

were provided ““EN“” SN ;'S £ bbreviated Intensive PCIT (see in

Appendix H) ar S-11IFmagus cﬁ#g (Eyberg et al., 2009). These two coders
&y v
ONth& followir

1g DPICSQHI procedure:
N

§l‘$—lll coding is used as to evaluate parent-child interactions during the

parent and child codes reflect the average agreement b

usin

were trainedto

pre-, mid- and post-treatment 15-minute behavioural observation (5-minute

of each treatment session).

DPICS-III coding is also used to evaluate parent-child interactions in the

1

first 5S-minute of each coaching session.



133

Code every verbalisation from parent to the child. Every sentence the

W

parent says to the child receives a code.

4. 2-second rule: When there are 2-second pauses between phrgses, each

phrase should have a separate code such as red lego..yellow le \

5. Some codes have higher priority than others (i.e. Praisegdp a qﬁestion form

is still praise, because it has higher priority than a quew

6. Incomplete statements are not coded. Random 1 :and'sound effects are
not coded. Statements parents make to thegnsel[Ws, lch thnkvaloud
comments are not coded. Singing is not ‘k

7. When two complete sentences Cwmed"‘by and.
“because.” each part is coded mde demly\ O

8. If a child is sent to tin

should stop as soon d\@lld’blls

out) and begins auam when it #hat, the time-out is over.

These data were used &ulal eu@{ rent and child behaviours with ICC

tes low agreement levels respectively. For this study, following the

below) i

administration of the DPICS-III for a pilot test, the ICC values for inter-rater
reliability of the two codes parent and child were as follows: parent code (.924) and

child code (.915). with overall reliability of approximately .921 for both codes. The

Table 3.8 presents the list of the specific codes with ICC between researcher and two
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coders for parent and child codes were more than 0.90. These values showed that,
inter-rater reliability agreement across CDI and PDI sessions for parent and child
codes were highly correlated. Based on this pilot test results, DPICS-III employed in
this study to code the specific parents’ verbalisation and children’ b Ws on
weekly intervention basis during CDI and PDI sessions. .\%

4

Table 3.9: Inter-rater Reliability for DPICS-III for Pare U hild Codes

DPICS-11I Code Average Inte # ‘liabi E
Parent Codes V )

1. Labelled Praise (LP) .
2. Reflective Statement (RF) ' C‘}Yv
e Behavioural Description (BD)

4.

: %3

6. Information Question (I1Q)

g Descriptive Question (DQ) %
8. Negative Talk (NTA) \
Child Codes
9 Child Compliance (CO) % A\
%* (]

Indirect Command (IC)
Direct Command (DC) i

~]

10.  Child Noncompliance (

Note: '['/@mn ) Nampl
CO 'S

’
&

3.7.3 Validity of ECRY, ICN e

R C,&&Pnstruments
In testing the \‘ul&@ the i sll"n 114*\&?(‘81‘ DPICS-III, and TAI). the researcher
( v

used content \'!1 ’ t0 measure gwcll the items measure what they should

data obtained from a valid test is able to show the phenomenon tested

-

measure an

and e € ¥ .teristics of accuracy must be presented. These three instruments were

evaluated by the four experts who were qualified with experience in clinical

psyc]1olog)' and counselling. These experts assessed the suitability of the items used to

measure the instruments. The calculation method for content validity is based on the

formula that was suggested by Sidek and Jamaludin (2005). The total score given by
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each expert (X) is divided by the total maximum score of the Likert scale (25) and
then multiplied by 100%. In obtaining the achievement of content validity in decimal
figure, the researcher hanged it to decimal figure with 100% as 1.00 and 0% as .00
which resembling the correlation coefficient value. The percentage oblai@mre

than 70% shows that the instruments have good content validity as in “S ;a’c 3.8:

Table 3.10: Results of Content Instrument Validity Nws

Instrument Average
Percentage Score
ECBI 80.0
DPICS-II 83.0
TAI 74.0

~ N

The results showed that the content validit “?mm . nsipdents were .80 for
ECBI, .83 DPICS-III and .74 for 'I‘Alqnce l\lee ,Q’blidity value of each
3 N

C-’
nfs h&é good content validity.
R
Icvlse |,v Itw§udy. According to Sidek and
Jamaludin (2005), if the dra&ns I 4 lﬂ‘éﬂleliabi“l)’ and validity, then they

considered as complete u{ ents
¢

yé&lse by researchers in the study.
Q &
relt
3.7.4 Validity n-ende® Q es%?ﬂs for Parents
A S

N this study, the researcher developed and used an interview guide as

e

For the puk

in the®gb! 3.11. The use of the digital voice recorder was allowed the interview

conversations to be recorded fully, thus, the researcher would have the opportunity to

review as often as necessary to assure that full understanding has been achieved. The

researcher used to tape the visual record of the interview and then, to take notes
SCc

(occasionally writing down direct quotes that are deemed especially relevant) at the
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same time. Later, the researcher reviewed the tape and notes of the interview sessi
S / session.
This pilot test was 10 help the researcher to gain familiarity with the recordin
g
instrument and the interview guide. As suggested by Birk
guide. As s sted by Birks et al., (2007) i
) s e , conducting
preliminary practice permits testing of the interview questions high]i«’h% ({Ness
3 ohig Z >SSes
in interview skills, and identify potential pitfalls in the interview stigi8oy<A co f
“A copy 0

semi-structured interview guide for Malay version is in the Appendv

Table 3.11: Semi-structured Interview

Date and Time of Interview:
Dyad:
Age: s
Gender: P{ \3~
1. Information to Respondent: V °‘ g
e The purpose of interv iew % O<<
PO n

e Individual and resources data collecté

e What will be done with data to %‘\tccle \ -\‘Conﬁdenliql't o
3 . . - ality !

e How long the time for the InteTWgy Besa I (408 m,q\ '

&

To make respondent undcrs\ yaal of i el‘b‘ie;&

2. Goal q %
To explore parent's pcrcq%ﬁ d expdtien s b the treatment in order to obtai
more information on Im\\u*-lr mcﬂﬁi Cc{)ém and his or her child ain

3. Open-ended Ques, or P; {‘?
e Can vou dgecNgg Ongpyour-sgpe ienobs o usef 5 :
an ) ) |‘) EC@) bout the useful aspects that you gained

e How \\%‘ partic
l’(‘l'l’% ur cigtidl
e HowNjoWu percei cmﬁu 'amsues related to the use of :
N\ . ‘ A e 0 use of Abbreviated iV
P AMulu_\smn societ é’ S
y

® &10 ou perceive if the Islamic religious elements have been created in this
eviated Intensive PCIT? ¥
In what way....7

Please explain...?
Can you tell me the time it occurs....?
Can you tell me more about your experiences...?

Can you tell me more about your perception....?
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In testing the validity of these four questions, the researcher used content
validity to measure how well the items measure what they should measure. These four
open-ended questions were evaluated by the four experts who were qualified with
experiences in clinical psychology and counselling. Similar to the cor@idity
used for the instruments, these experts assessed the suitability of @s used to
measure the instruments based on the formula that was suggevy Sidek and

jamaludin (2005). As the interviews were conducted in Malay lwgc. the questions

were also developed in Malay language. The results show t the content validity
coefficient based on average scores of the four experts,on tMse fpur inmﬁ.hem-l

1S

(.93), Item-2 (.90). [tem-3 (.88). and Item-4 (.89) he av;r ge Jcor 90 for all

V
\ﬁre t‘légg'ﬂ). these four
ctl,é‘tudy.

W

tems. Since the content validity value of egch 1zm

:tems have good content validity and acce % use 1

N
>
™~
S
:y
3
; )
% /
-~
1
)
2
>
[
)
S
-~
QN
N/
-~
=
aQ
o
~
=
~
S
-~
™~
>

Validity Coefficient
0.93
0.90
0.88
0.89
0.90

&

8 A:Natcd Intensive I’Ch Module

;onale and Researcher’s Expertise in PCIT

3.
3.8

The researcher has received 40-hour face-to-face of PCIT training under supervision
he resea :

g mervicor Associate Professor Dr. Amber Haque during her study in
of Practicum Supervisor, Associate q g 3

Master of Clinical Psychology and Counselling from ITUM. This practicum was
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attached with Department of Neurology, Institute of Paediatric, General Hospital
Kuala Lumpur from years 2003-2004. The training included an overview of the
theoretical foundations of PCIT, coding practice, case observations, and guided
coaching with families, with a focus on mastery of CDI and PDI skills a@]ing.
The researcher had treated a minimum of two PCIT cases from the p@ild dyads
came for the treatment at this Institute of Paediatric to completion avnary therapist
or co-therapist. Until the two PCIT cases were completed.wrescarcher have

remained in regular contact (i.e., recommended weekly, bul Kss l'lan monthly) via
C

um-wepe 'iMC rVearchcr

A
3@!, (ii) PDI

N

Didactic, (iii) CDI coaching, and (iv) PDI %Elgl' \]_ﬂk‘ﬁmher had o
achieve a minimum of 80% reliability wit\&alicum

coding or in continuous coding with a C\% tape. \T

] “
The rationale of conducting searg & I'\mf?d referred back to the two
cases involved in 1'cscarcher'%zr prac iculi al l@nule of Paediatric with ADHD

o’ &
n a é\’m of abbreviated format (fewer
&
hil(bgc\ssions) among these children showed

J

telephone, live observation, or tape review-with Practi

B

had to demonstrate her skill acquisition in these s

et

isé‘m 5-minute of live

»
w
v

I \ﬁsuch as less in noncompliance behaviour

some improvcmcg%hld}*
C

toward parels mmands and ‘g&:ms became more aware about positive
OW : o

nmunica \dnd attachment with the affected children. Overall, there were 7-
cot

: ‘IT conducted for each family, and even though both family were not
sess

hieved the mastery criteria of CDI and PDI skills. However, the progress of
achieve astery

tment showed the decreasing in children’s noncompliance behaviour as reported
trea :

by parents Therefore, researcher interested to develop a new parenting module of
\% Ve D
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PCIT to be used in treating disruptive behaviours specifically noncompliance
behaviours among ADHD children. Since there is no PCIT study has been
documented in Malaysia, thus, it is an opportunity for researcher to contribute the
study in understanding the effects of PCIT (Abbreviated Intensive) on pa@kills

in decreasing noncompliance behaviour in young children with ADHla )

T

182 Piloting Abbreviated Intensive PCIT Module Y,
This study employed the Abbreviated Intensive PC exam l intervention

effects on noncompliance behaviour among preschod@ildrer] wh c’cp@b ed with
ADHD. The two main variables were studied in an , nlc\g'tmn effects
(parent’s verbalisation and child compliam%Wmur“o S p ’11 s commands)
in reducing the tar geted behaviour (non com ng Gb\ﬁh :)Q\QL PCIT was carried
out by the researcher using PCIT p lﬁf%ld:g ted from Eyberg and

Funderburk (2011) and adapted Abb 1at ve @nat from Lewis (2010). The

bbreviated describes a trc% rotoc®l vghi h*&ludes fewer sessions between
a >

-‘ 3 &
therapist- -patient than ll&Nﬂld ‘C atn&and intensive denotes preserve the

N

re wmponcms of 'I erd. ythis s@?‘ it was seven session were conducted
co

. Jude CDI and asc? f ty ue%l\(l[he module development was completed in
n '

two stages: Qns ating the mod\.ga and (i1) pre-testing the module and needed to

determing iability and validity of the module.

3.8.3 Translating Abbreviated Intensive PCIT Module

The same procedure as the translation instruments was used. The translation was done
he Sé :

by a team of academicians from Faculty of Education, Open University Malaysia
y



140

(OUM) and Faculty of Education, University of Malaya (UM). Below are the steps in

translating the Abbreviated Intensive PCIT module.

First step: Forward translation: By using forward translation, the Englishvm of
these instruments were translated into the Malay language by an ]‘iﬁ’ teacher
(knowledgeable of the English-speaking culture) whose her molherﬁlc is Malay

(the primary language of the target culture). \}

Second step: Expert panel: The bilingual translators

glislh and the target

inadg Mrgs_ions or

| &
s of the translation, as well as any d ancies pet@€el & forward

Yn

s )
translation (Malay) and the original module (Enghﬁ). \

Third step: Back translation: The (V\N)ersion) W@ranslated back to

SP MC i | (11 €4 léléngllsh and who has no
(] 4 )
> of the items. Finally;\gowirans:z ersi Malay) which contained
knowledge of the items. Finally iﬁ ,
\ B
glhc ori @

similar items and the one cl(%l inabdvgrsiaQwas accepted.

s W &
Fourth step: Module @end fo\llot ﬁ Before pre-test the module, the
\

}ie jNe¢rvention module quality in general,

@

idi{\\ activities available in the module, and

language for translation) required to identify and resolve

concept

A,

—
J

English by an independent translator,

researcher obtained @ naflos

especially in lz N cyn en :\

propriate Agyuage. The modud}*assessment committee was elected by the
ap : . \

L
archgr \se%s‘ the module from the information, theoretical basis, objective of
reses SSESS )

I od and module content. This committee was represented by four academic
the -

rts in the development of modules, parent-child intervention, counselling and
experts

linical psychology The researcher received feedback, recommendation, comments
clinica S) &)

d experiences as input to improve the module. Once the module in a form of draft
and € -
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completed, then, it has been prepared for pre-testing (piloting). The researcher brought
up this matter in validating the module.

Fifth: Pre-test the module: The respondents for this pre-test (piloting) were 17

numbers of respondents (parent-child dyads) involved in the pilot sludc ¥ to the

Table 3.5 for the description of pilot test sample). The researcha% conducted
Abbreviated Intensive PCIT which took 1-day session with 4-hourqo be completed.

WV

The session of the module per-day was allocated a minim m?..e and a maximum

of two families. However, this session was not to aga he %‘ decreasing
. . ~ % . . Y
noncompliance behaviour of the participating child but the s S'(m‘%&; more

emphasise on the parenting skills about CDI and% h% S wg&'exposed to

new parenting skills that may help pm\'idcwrith 'ﬁon 3 idea@w siaeal Wikh

certain disruptive behaviours in their ¢ 1ichm' int te Qaily functioning at

3.84 Validation of Abhrevmt;,

Method for dclcrmilth

determining the \"1%'01‘ tegt ingtr, n§
o i

both of the n@ Wid the fest 05 ﬁgms are developed specifically for a test. The
~

study has been done to evaluate the level of Abbreviated Intensive

module vali
PCITaTh study employed the descriptive design as suggested by Mohd Majid
(2004) as it is able to explain certain phenomenon which is happening, or explore a
new discipline or field which has not yet been studied. Sidek (2000) explains that a
descriptive study is carried out to give an accurate systematic clarification on facts and

feature of a population or 4 discipline. This method is suitable when conducting a
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research in an area which has not been previously studied in order to answer the issues
brought up in the study. The research respondents consisted of four academics from
Faculty of f Education, OUM and Faculty of Education, UM. Dr. Aishah Rosli from

UM (Respondent 1), Dr. Azimawati Mohamad from UM (Responden l\)Vﬂ the

other two experts were from OUM. Associate Professor Dr. Cl blan Tek

(Respondent 3) and Associate Professor Dr. Faridah Sirajul Haq ( Rvdcm 4).

All respondents were given a copy of Abbreviate nsive PCIT (see
Appendix H). In testing the validity of the module, Ld content

validity to measure how well the activities represent Abbreyiate IF en&‘? PCIT
module. In order to measure it, the researcher devglopc¥a fm\tl f glies 1 anc based

ted“‘by Nama 1 (2002). The

on the Module Content Validity which ¢

el I@ strongly disagree

{5

a pc ™ that questionnaire to

questionnaire contains 5-item using five-po
(1) to (strongly agree) ) (5). Besides the

enable the experts 10 provide kgdm

Jodule. The calculation mul% wme t v dh\@' this module was based on the
n .

formula suggested by Sic &N am'l )éf{efer to the Table 3.12
O
¢ .,' (3

¥ Resplis™y/ un@ Module Validity Analyses

ndé%n regarding the proposed

S ; A N
v ﬁ’c&&iﬂtage Score Validity Coefficient
- \05' 100.0 1.00
98.0 0.98
92.0 0.92
90.0 0.90
h T 95.0 0.95

Il sults showed that the content validity coefficient of the module was between
The results ¢ ’

0.90 and 1.00 and the average was 0.95. This shows that the Abbreviated Intensive
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PCIT has good content validity. The comments received from all respondents were

positive and indicated that the module was highly focused on treatment of clients.

3.9 Abbreviated Intensive PCIT Procedure c\:

I
—

earcher provided Abbreviated Intensive PCIT treatment h for parents,

The res
(see Appendix H). This treatment was implemented in two phw ne first phase is

‘llZ] skills. The second

the CDI during which parents develop child-centred int

phase is the PDI during which effective discipline skiI®

\
involved two intervention phases: Intensive tre (B-1IN) d' B@nlcnance

treatment (B-MT) (see Figure 3.1). VY.
Figure 3.1: Abbrev I(II%IUH\I\(
__.% 4 N

e (A NWeel 13

(¢]

CDI pMage (W¥LP) " PDI phase (PLP & CU)
Ml B F Bhe)
N : 1@%01« 2-6)
’ - 2KESsions)
o |
B-;;T (Week 7-12)

%\ (4-session (phone call) & 2-session (booster)
S |

F, (Week 13-17)
(1session for final assessment)
[

Terminated
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3.9.1 Intensive Treatment (B-IT)

There were five B-IT sessions included in the treatment (intervention) which

conducted for five consecutive weeks at the participating parent-child dyads’ home

The main objective of B-IT is to give attention to the development ojppdgt-child
relationship and parents' behaviour management skills. Thus, it is f&cal goal of
Abbreviated Intensive PCIT to increase positive and nurturing inmons between
parents and their child. There were five sessions in B-IT and gYnession has its own
objective and activities that have been conducted to acly itY obyettivgp Below is a
-"F.,.\@Y?opy of

ilkm)pendix H.
T

brief description of the objectives and activities for e sessiof of

comprehcnsivc Abbreviated Intensive PCIT of

The objectives: \
1. To teach parent the CDI an pare|
2. To provide the rationu‘ for &ch skilfi

9

CDI and PDI skills are Thpgptant fog e

3. To practice code zm&a\m‘h Dai
SRR
CDI Teaching Skil Sgpinuge) (J

R

e Teaching : 'ill?
'ment)

I /
(behavigt nd efthig¥sgc (
e Prov V‘Aim ales, L‘Xﬂml’lcs.ﬁg,node”ing for each PRIDE skills, explaining their
Sy tying into treatiit goals

uscl&
o TeaWY Don’t Skills (Discourage Skills: questions, commands and critical

1de rationales, examples, and modelling for each of the Don’t Skills by
iding parents from questions, commands, and critical statements to child )

CDI Coaching and Coding during Child-Lead Play (CLP) (20-minute)
e Parent’s CDI skills are observed and recorded in 5-minute to assess progress and to
M . . _ N ™ & O
ouide skills learned through coaching during session
pPDI Teaching Skills (35-minute)
Teaching compliance strategies that help children to listen to instructions and

L
m———
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follow directions

e Teaching discipline strategies of time-out sequence before using it with the child.

e Highlighting on defining noncompliance behaviour, such as, not obeying by
ignoring, dawdling, defiance act, questioning, negotiating, or doing somethi'ng S

minute)
e Parent’s PDI skills are observed and recorded in 5-minute of each Pc: e

PDI Coaching and Coding during Parent-Lead Play (PLP) and Clean-up ¢ 25-
PR &C.L‘J
assess progress and to guide skills learned through coaching :

to

Consultation (10-minute)
e Review CDI and PDI skills T
e Discuss homework with parent, specifying which skills to plﬂicg

2"7 Session of B-IT |
\J.
s and ghei r‘kr 9\,3.
&
Review Homework and Teaching CDI ms c%ria te
e Discuss homework activities on parentaggifcets, note ness of the activity

or toys for CDI at home
e Introduce CDI Mastery criteria

: A oy
o 10 behavioural descriptiggs - @ 10 labelled praises, and
No more than 3 qucsti(& itici {,“
CDI Coaching and Coding imld- ay ( (35-minute)
e Parent’s CDI skills a W Ved ar -minute to assess progress and to
guide skills learnec throus sion
e The major emph N ¢

the child
\ ¢

inufe) s

The objectives:
1. To reinforce the parent for the use of CDI and PD

2. To teach the Mastery Criteria for CDI and PDI?

Activities

a

ehavioural descriptions by parent to

Ky

e Reviewl 'k actjvitigh off PI ills on parent’s sheets

e Review T ¥tive &0 rul& and time-out PDI Diagram

e IntrodiNg | Mastery to the ax-m to be achieved: 75% of the commands must be
ped by the child. In t ase, 9 out of 12 command performed by the child.

and Coding during Parent-Lead Play (PLP) and Clean-up (CU) (25-

ent’s PDI skills are observed and recorded in S-minute of each PLP and CU to
Bssess progress and to guide skills learned through coaching

The major emphasis in coaching is to ignore totally any child fussing in response to
this statement and to give a simple direct command

Consultation (15-minute)
e Review CDI and PDI skills

e Discuss homework with parent, specifying which skills to practice

Lo
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3rd Session of B-IT

The objectives:
. To continue shape parent’s use of CDI and PDI skills with emphasis on avoiding

questions
7 To develop positive expectations for Mastery criteria for CDI and PDI Skv.' .

Activities \
CDI Teaching Skills (30-minute) AJ

e Review homework activities of CDI skills on parent’s sheets

e Discuss the importance of teaching behaviour through modellifN€ and help parent
understand anger management techniques

e Discuss the relevant of not asking questions to child durir

CDI Coaching and Coding during Child-Lead Play (CLP) hut

e Parent’s CDI skills are observed and recorded in
guide skills learned through coaching during sesgion
e The major emphasis in coaching is not asking quiW

e Review homework activities of PDI skills o

e Review PDI Mastery to be achieved t:
positive, agc-appropriate. clear) ,ar b Of
through (labelled praise or w arning\

pDI Coaching and Coding during F

minute)
e Parent’s PDI skills are obsq/gnd résqrdedyin ﬁte of each PLP and CU to

assess progress and to guide SNis I gl ching
e The major emphasisgn cqgENIng 19t end with a labelled praise for
child’ s compliance gina

PDI Teaching Skills (25-minute) \’:q J-
n\garent?
r; h, o

§wl Clean-up (CU) (25-

he

The objectivig: Y'
Tc arent closer to Max of CDI and PDI skills

-ovide intensive coachiMg of the standard PDI procedure
vide an “over-learning” session for the child
introduce House Rules variation of PDI

W N -

Activities

Teaching CDI Skills (25-minute)
e Review homework activities of CDI skills on parent’s sheets
Highlight on w hatever CDI skills still weak. Give parents examples of the skill and
engage them in a “drill”
e Explain the need to reach 10:10:10: 3 CDI mastery of skills

P s
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CDI Coaching and Coding during Child-Lead Play (CLP) (25-minute)
e Parent’s CDI skills are observed and recorded in S-minute to assess progress and to
guide skills learned through coaching during session
e The major emphasis in coaching are on the use of selective attention to deal with
minor inappropriate behaviours and which behaviours will be ignored and the
strategies that will be used

PDI Teaching Skills (25-minute) :\z

e Review homework activities of PDI skills on parent’s sheets

e Discuss House-rule procedure

e Highlight PDI Mastery to be achieved: 75% of the commands wLhe performed
e i}ild.

by the child. In this case, 9 out of 12 command performed by th

PDI Coaching and Coding during Parent-Lead Play (PLP) an-up (CU) (25-

minute)
e Parent’s PDI skills are observed and recorded in 5-mi

assess progress and to guide skills learned through

"eagh PLP and CU to

NY.

e Parent demonstrate the capability in giving effectiye cofMinarids
e The major emphasis in coaching is to give CleakWy, direcffon ‘ee @ child’s

)7

compliance behaviour

Consultation (20-minute)

e Review CDI and PDI skills and child’s
e Review remaining problems, andgg rif ul spond to running

commands for positive opposites orN 1ding comggiand (RgAse rule)

4
/>
2

e Discuss the orientation and hom r Menance Treatment (B-
MT) i
| gl L2

S
"t
3.10.2 Maintenance Treat x T} ’ 0
&
NN

Following the B-IT. Im&con h@be m4'$50d in B-MT for another six weeks.
\ ¢ | O
L% s yere
N3

& E@ with 1-month weekly of 30-minute
w andw, osth. essions in two consecutive weeks. Below the

The face-to-face

telephone con:

basic conul\
{

Ab@lcnsi\c PCIT of B-MT can be referred in Appendix H.

each weekly ph&&é call is summarised. A copy of comprehensive

EN3 Trirecied ii‘l(‘[)hlll?(;E'_(;lsullati()n (1-Month) in 30-Minute of Call

The objectives: .
1. To review homew ork assignment
»  To address parent concerns about child’ behaviours and problem solving strategies

" using CDIand PDIskills
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3. To answer parents’ questions and concerns as they used the skills at home
4. To obtain the report of ECBI
Activities
|. Discuss homework from the past week as the following:
a. 5 minutes of Special Time of Davs
b. 5 minutes of PDI during play of : Days \z
¢. Using CDI skills throughout the day yes : I %
d. Using PDI commands during the day ves
e. Using TO chair warnings during the day : yes &10
f.  Using TO chair during the day yes no
g. Using TO room during the day yes 10
h. Problem solve difficulties completing homework diirilNe day
7. Problem solve difficulties completing homework durin y
3. Review weekly ECBI score '
4. Address any parent concerns regarding child behaviou d ithple agiogof CDI
and PDI skills N
5. Discuss on homew ork assignment for the next yg ' _{'J
6. Confirm date and time of next follow-up phone ¢

There were two Booster sessions which CM ed in 2-1 f@h session. These

two sessions were shared similar o coljes i i]% ith some additional
0 (e
. . . 8 S
techniques in managing the child s& 10[1'.¥%’81n§ﬂ was officially completed
NG v

after parent attended Booslercssigs at th§ co l‘ls@\ B-MT.

\l\" &

The objectives: 3 (J

I To focusgdr I an’ D ’a en@ skills for parent who is not close to mastery

criteria
To s whatever 1ssucs\ preventing the parent from meeting Mastery

critdg for CDI and PDL.

NMight on child’s noncompliance behaviour level of its severity (any
oasing Or increasing) 3 )
dress House-rule and public misbehaviour practices

[30)

Activities
Child Directed Interaction (CDI): 1-hour (Coaching and Coding)
e The parent is taught how to decrease the negative aspects of their relationship with
their child and to develop positive communication
The parent is taught and coached to use CDI skills. These skills help the parents
give positive attention to the child following positive behaviour and ignore negative

behaviour
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Goals of CDI ‘ ‘ . fer |
By learning CDI skills, parent is expected to achieve the following Mastery criteria during
5:111i|11|le DPICS-I1I coding in CLP situation.

e To give at least 10 labelled praise following positive child behaviour
e To reflect or paraphrase at least 10 of the child's appropriate talk

e To use at least 10 behavioural descriptions to describe the child's,positive
behaviour

e To avoid using not more than 3 commands, 3 questions, or 3 negative cause
these verbalisations were intrusive and often give attention to negati! viour

Parent Directed Interaction (PDI): 1-hour (Coaching and Coding)
e The parent is taught how to direct the child's behaviour when it is Ortant that the

commands that are direct, specific, positively stated, gol NAven one at a time.
given only when essential, and accompanied b\ a red
Brcccdcs the command or accompanies the praise,
the CDI component

e The parent learned to follow through on di.req co
after every time the child obeys and beginni
time the child disobeys s

e The parent learned a time-out procedure to us@h The
direct command. The parent begins by Aguing¥ a

time-out chair, and then to the timc-out%ﬂ]h

Goals of PDI ) .
By learning PDI skills, parent is expect

S5-minute DPICS-111 coding in PLP and CB

child obey their instruction V
e The parent learned to incorporate the effective instructiqus aM commands (e.g.
‘§ )

t efher immediately

m lia%ned during
®

ivi rbea?x.praise

difreNter every

\{d disobeys a
whiglhWill lead to the
nlinw&s disobeying

%

e To achieve at least 75% (9 o

p“erfd&éd by the child.

prgeNate, clear, direct, specific,
en only when essential, and

e To demonstrate effective comgnai

positively stated, polj

1ition phases. Each session has the

There were seven sgc :1\111
four main acli\'llt‘% C(}n

1. The opésession: Rcscan@( began with greeting parent and supporting
<%nluin involve in the treatment. The researcher then, also reviewed

ctivities of parents, note appropriateness of the activity or toys using for

CDI skills. It is important to motivate parents by praise their choices, or have them

discuss how it worked to use that (inappropriate) activity. Then have them problem-
1SCUSS

solve until they achieve a solution.
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2. Coaching (teaching): The coaching provided parents with immediate feedback on
their use of the new parenting skills of CDI and PDI, which enables them to apply the
skills correctly and master them rapidly. Highlight parents with the objective and
activities that will be conducted for each session. It is important to iwte the

children by explaining something they may wondered about the 1herA] (Tesearcher)

and their parents, for example, Yv

’(IWNU new
ways to get along better. I am going to give thig il’cc {
your parent 1o wear, so that when I'm in the ol plce e T

ometimes, i - b G
talk to them. Sometimes, I will tell them 1 s say th A,
play with you.” Y.
obs and (ac:rded during the

3. Coding: The parent’s CDI and PDI skil"yﬁ) "
first 5-minute of each session to asses tpr(\gs 11 ‘dsS Glls learned through

N,
11‘5‘6@: tracked and charted on

@feedback regarding progress

“I am coming here to help you and your family to

topic, date and tj

important in l:: g
3.1 : ECollcction

There were both quantitative and qualitative data involved in this study. The

researcher employed triangulation strategy to broaden understanding by incorporated

both quamitati\'c and qualitative research. The purpose of triangulation strategy is to
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increase the credibility ¢ alidity of
credibility and validity of the results by using more th
an one data
collection methods (Yaesman & Rahman, 2012). Based on the researct
earch questions, th
s , the
data collection involv / S i i
1 involved two phases: (i) an initial quantitative instrument pl
s ent phase,
followed by (ii) a qualitative i
g ive data collection i
phase. This study in
y involve \ >s of
pes of
dependent variables, parents’ verbalisation and child” compliance b&
10Ur towards
parental commands. These two dependent variables were meaqw
repeatedly by

USIIH_ t] e SCS bn](.l]l. . S ]) . -

B-MT and F,. Thus, these quantitative data have been coll§C l th
142 the assessment
of instruments (ECBI and TAI), and a structuremé i Vﬂ
I C @Earghc

employed coding scheme (DPICS-III) to re
) : cord espo‘ad ntg b
ethmm using

digital video camera. This structured obserygtionWusi \ d‘és\:-]'
g odin hemes
as the

WdVS 01 dlL%OI 15”]& Chd\ 10u Ot btudl tl]a researc @ d
C ) ¢ r two LOd IS can
b 1 (& ) I

code what have been observe in term w 01 &[
b naviour appe
| K PP ared. The
researcher used coding scheme as pI n 1tﬁ$d ta tl
ata that can be anc¢
analysed

statistically (McLeod, 2015) T .é\
v} S

determined set t
particular IIA irks, (hapm‘n};& lrdnus 2007). This technique d
was used by

)llul alitative & i
qualitative data by allowing parent respondents the time and

researcher

scame 10N about their perceptions and experi
S xperiences about the tr
e treatment (Abbrevi
reviated

,<'v;)"' There rore fe Q
Intensive PC IT). There were four aspects have been focused by the re I
y searcher using
opcn-cndcd questions: (i) parents’ experiences about the useful
eful aspects of the
(+

Abbrcvialcd [ntensive PCIT, (i1) p'lrems' peri '
g a experiences 1n applic i i
ation of Abbreviat
ed
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Intensive PCIT, (iii) parents’ perception about the cultural issues, and (iv) reflect
parents’ perception about the including of religious elements in the treatment. The
focus of this semi-structured interview was to understand the parent respondents’
point of view rather than make generalisations about behaviour. Therefore’\l ovided
the opportunity for the researcher to explore the emergent themes th&_ ise from
the questions. The use of the digital voice recorder was to alV*he interview
conversations to be recorded by the researcher in this studyWThe Table 3.10

summaries the data collection method based on triangulatio " gy,

Table 3.14: Summary of Data ('(@ Met
P 4

Methodology Quantitative

S P R S

w_ Assessment ,\’ [ At Yo w

Approach ECBI . % -stru&gured Interview
(Questlonnam (Infgpriew Guide)

PR SIS
DPICS1

(Coding schem C;*
R &
N
Phase of ; <<‘ Second Phase
N F,

| Collection |
In addition, the iniliaCNm ) pa ~mm@m screen the inclusive and exclusive
R parcnl-:%sl}" en t$(llecrui(ed them in the study. Following is

the data collgg ‘1151 procedure 1hroug£;$; four phases: A;, B-IT, B-MT and F,. Each
S

parlicipalilm\?ﬂm either father or mother required to complete the assessments.

S

3.10.1 Initial Screening

The initial screening procedure was required to screen the eligibility criteria of parent-

child respondents 10 be included in the study. The researcher controlled the
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participation of respondents by employed homogenous sampling (preschool children
with ADHD) based on inclusive (refer to 3.3.1) and exclusive (refer to 3.3.2) criteria.
During the initial screening. parents were asked by researcher to determine their
eligibility and the child to include in the study. Those parent or child dia%\g;im a
major significant cognitive or development delay, psychiatric il& medical
conditions that impair their judgment, and received other psychal treatments

were not included. Then, parents were required to complete B Intensity scale.

Those parents who reported ECBI scores that in appropria vishhod G181) were

scheduled for Baseline assessment. \d. :3_
1S
’ Ry

3.10.2 Baseline (A;) Assessment

The purpose of Baseline assessmentgwas 10 i lé,mt from which pre-
. . \- ~
intervention and post-interventi re@nld dyads of targeted

met the eligibility criteria of

behaviours can be compared. PY& and] chi

the study and Rarthigod e% P *ég’gnvolved in treatment required to

pmvide the approved @d . )"ASCI The ~i&ormed consent form was completed

\,ml | %ﬂsss&{]em. Parents required completing ECBI
il

O
assessment befggpe h pgeehts d@’ was observed in three standard DPICS-III
E 3
ituations: A(during CDD), @i and CU (during PDI). These observations
S 8

,,%hc end of the assessment session. To be continued with the treatment,

with the researcher

. jata of ECBI of each dyad must be stable across the time.

A stable baseline is the best basis for starting the intervention (Hampton,

Berkowitz & Nagy. 2012). This is supported by Lewis (2010) that an acceptable
e A 3

baseline was defined as at least three days in a row when the child showed the similar
ase ‘
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score at least three times. The stable baseline is originally defined as at least three
ECBI scores in range (131 and above) that did not display a consistent downward
trend. A consistent downward trend is defined as a decline of greater than 5% (Lewis,
2010). For the present study, following the administration of the ECEYN: six
participating parent-child dyad were asked to begin a baseline at the %\me. The
acceptable baseline in this study referred to the stability in ECBI sc:regt least three
days in a row when the child showed similar scores. It has beedé\fouyhl that, the ECBI

scores for all dyads showed the stable baseline scores fc 11'% da"s. Therefore, all
ey

dyads had similar baseline assessment of three days befo y ga ‘tlcYa}ment.

KNI
%

Following the Baseline assessment, theth i ,58 fe assessed in B-IT

3.10.3 Intensive Treatment (B-IT) Assessm

session. The purpose of assessment i@ i sure the progress of the

=3
(&
har
=
-
=
o
L |
<
(¢)
o
=
=1
)
=
=
o
=
a
<
=)
=
a

i& ducted for five sessions in five

—weeks consecutively. "l'll\&w W L’ fi tmo ~CBI and DPICS-III data have been
assessed and collcctc% Us X - bFirst. parents have to complete ECBI

L $
before the bcgil% i

1enfS§ession to measure the level of disruptive
-~ V ~ . . . .
behaviour in &€ “five B-11 sessh(c&. Second, the interactions in parent-child dyads
e \

MTring two phases, CDI and PDI in three DPICS-III situations: CLP

(during ). PLP and CU (during PDI). The coding for each parent-child dyad

- volved 1-session during CDI phase, and another 1-session during PDI phase in 5-
inv e

inute which were coded by the researcher and her two coders for each of five B-IT
mi ’

ions. This DPICS-III coding was important to measure the progress of treatment
sess10ns. g
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effects in parents’ CDI and PDI skills of parenting (positive verbalisation, giving

labelled praises, and giving appropriate and effective commands).

3.10.4 Maintenance Treatment (B-MT) Assessment c\z

The purpose of B-MT was to enhance maintenance of treatment practfce at home

among dyads which were recently completed B-IT session and w ent. The B-MT

sessions involved parents received the telephone call fror hgesez'lrchcr to support
their treatment practices of CDI (Do Skills and Don lls) é [ (effective
@
L 3 A
' received

commands and discipline the child using time-o@ls an

Booster session to improve these parenting skllls.Yﬂ!

toward addressing parents’ CDI and PDI Mdﬁ\”ij itexis

)

noncompliance behaviour problems bastz on

a

?-IT. The maintenance
: t‘0§ telephone call and 2-week

treatment conducted in six weeks icl
1}0{1&;}116 researcher also conducted

for the Booster sessions. l"hngll{r (J

5SmMe sasure tRERQroess I)f mginten; treatment (B-MT) in improving or
assessment to measu \&
a 0

Jintaining parents z &?l‘o'p(athing skills and reducing in child's
mainta g Pe E

- e .
ompliance @hpyweur. Fius Ay vasgWo different types of assessment data have
nonc

Y-

been collectg -MT, through 1e).${0ne call and during Booster sessions.
e \

ticipating parents have been contacted by researcher through telephone
Il on Weekly basis for four weeks consecutively. The assessment required at this
call / il

t was parents were asked to complete ECBI prior to each of four B-MT sessions.
stage was pé :

treatment setting of Abbreviated v

S

This ECBI assessment was conducted at the beginning of the telephone call. The
1S , ASOLOA

rcher will read all items in ECBI and then, parents were required to provide their
researc :
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answers. Then, after the telephone call sessions have been completed in four weeks,
parem-child dyads continued to be assessed in two Booster sessions which conducted
in two weeks consecutively. In the beginning of each Booster session, parents were
asked to complete ECBI assessment. Then, parent-child dyads were'ﬂved in
treatment (Abbreviated Intensive PCIT) similar to the original treatiffent.dowever,
the focus of treatment was emphasised heavily on helping parents ieve Mastery

criteria for CDI and PDI parenting skills and the concern was am helping parents

in dealing with their child’s noncompliance behaviour. Th nts' interaction with

their child were observed, coached and coded. The, sec bc?.ducted

S
during Booster session was DPICS-III. The DPIC was @hrem-child

interaction in two phases. CDI and PDI in lthzCS- \l\mtiong“[’. PLP, and

CU similar to B-IT assessment scssion.\barem- . dy6g~35 coded in one

session during CDI phase, and anothel%scssim %U jﬁ*phase of 5-minute of
S o

o S

each session. The third asscssmcn\é iAl. aren \ﬂ'g@ﬂ\'ed to complete the TAI
to measure their satisfaction f1tl1?ﬂﬂen, co Ite
s &

Y
%,

w
Y
W
=
2
]
=
=
=
f
l
(4]
2
w
o
=
a——

The treatment %k’ialql n s'\'c,é}lT) was officially completed after parent-

child dyads their 2-week BQ@W' sessions at the conclusion of B-MT. Then, the

f(,now-;essmcnl was conducted after one month from the date of the post-test

ss el (B-MT) was administered. There were two main objectives of conducting
asser :

F, assessment First. to measure the treatment effects have on parent-child dyads after
" ] aox o .

they complctcd the treatment without the therapist (researcher) intervention. This was

to understand whether the intervention effects on parents” CDI and PDI skills and
( ol
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children’ noncompliance behaviour will have decreased, maintained, or increased.
Second. this was to explore parents’ perception and experiences about the treatment
(Abbreviated Intensive PCIT). The reseracher facilitated the parent respondents to talk
about their views or perceptions and experiences in subjectively based on@dcd

questions developed by researcher. !%

During F), the assessment data of ECBI was collected but Qo treatment has
conducted and parents will not have any contact from the re\ ner. Before the F
began, parents were asked to fill up ECBI on weekly baaisaor -n(thahen. on the

. A
fifth week, the researcher and her two coders returnéfyo each ldya®s 'hoa,g-lor the

final assessment. During this stage, parents werequ' ' ll@'li(‘Bl data
te DOL OO =
and have been assessed for the final assessn 0y EC

ICS Ya.nd TAI This

t‘.

final assessment was 10 measure their CD PDI pa lin-g\@ills as well as the
dAddHLOS \I
patterns change in child noncompliar am“i% h#posl-inlervcnlion. The

“ &
jas ;aé‘s?sscd by using TAI. Then,

b and experiences about the
parents were Z:b“ I @

treatment. Finally, the Irc&@l h@tcrmi d at all. Refer to Table 3.14 for
Abbreviated Intensive pASS >s;n?l ahd@ collection procedure.
Q.) &
22y $

interviewed tc



158

aw) 2uo paja[dwod 2INSBIA = A
Juawissassy dn-moqjog = '
JudUNBAI | OUBUUIRIA = [IN-€
JudWIBal ] SAISUU] = [ [-{
JUSWISSASSY duljaseq = 'y

— k< dn-mo[[o = 4

V J b\O 101800¢ = g
v —— \C auoydapd = L.
uoIssag = §

juauneal] = X,

A1ojuaAu] opmmy Aderdy ] = v.L

,wA y
\qmsem@n D uonoeIdU] PIIYD-IuaIed d1peAd = I11-SOIdd

(U\vboucui: InoiAeyag piyD 819949 = 1904
" %\-I

:9JON

oy

nuIw-()f

uone.In(

~(\nJ =

L1

91 SI

14! el |.chl | Tk 01 6 HPM

ele(]
AIAIU]

]

e

&
~N

JUDWISSISSY AN E}I[EN()

Inoy-g

Inoy-g aInuIw-()¢ y-z uoneIn(]

w
&5

vd td

(4 G IR A R O A &L | Gl e ¢S ) £S > ) XL

2 _ VL

b

_ 2l 2 2| Al \,, , xT:-mu;o

>

P \' \,’ \f\,

1904

JUIWISSISSY dAnBIuEN()

SHIM ="

, SHOIM 9=LIN-6 f SHPIM S=LI-d / skep ¢ =1y

DANPIIOA] UOII]]O) DID(] PUD JUUSSISSY [] D 2AISUIIU] paIvIA2LQqY C] € 2]gD]



159

3.11 Data Analysis

Since there were different types data of collection methods applied (assessment,
structured observation and interview), the study employed descriptive analysis to
analyse the data. This part details out about the descriptive analysis u&alyse
quantitative and qualitative data. Descriptive analysis is the term gi\a& e analysis
of quantitative and qualitative data that helps describe, show or swmsc data in a
meaningful way (Gale, Heath, Cameron, Rashid, & Redwoo . In this study, the

S@ distribution
- ™

highest® aQ¥™ lowest
| &
k

researcher analysed quantitative data using descriptive

(frequency and mean), and variation (difference

A

resegrehegflook® for themes

scores, and standard deviation). In qualitative data,
based on open-ended questions developed for 4§ )0,‘?6 ”

",

3.11.1.1 Ving Analysis

VisuMahlysis is the process of looking at a graph of the data points to determine

hether the treatment has changed each respondent’s pre-test pattern of scores in
whe

order to verify the treatment effects (Fisher & Wells, 2008). The four objective criteria

d to verify the treatment effects included: (i) change in mean rate of the behaviour
use .
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from baseline to intervention phases, (i1) change in slope from baseline (presumably
horizontal) to the intervention (presumably decelerating for behaviour one is hoping to
reduce), (iii) shift in level of scores from baseline to intervention, and (iv) a small

latency to change from one phase to the next phase (Kazdin, 2003).

The ECBI, DPICS-III and TAI data were plotted for each paﬁ&igng parent-

child dyad to look for visual analyses of trends including: change iqnean rate of the

targeted behaviour from baseline to intervention condition ge in slope from
baseline to the intervention phase, and shift in leve re l‘ron baseline to

intervention. Thus, in order to determine whether thedpgriteria ffave e,l @s were

cted to display rates of the target behavigur ngeget hou&l‘hc baseline

’nscl@w experimental

-3
er LWVells, 2008) allow
A

respondents’ data 10 be seen in hov Llu t % in both baseline and

constru

and treatment conditions. As the main forms4g{ a ly
design, graphical representation and visualNggrection (F

treatment conditions (Kazdin, 2003%J! addmo IktA«’dnnLSt and Brown (2009)

note that the best visual d‘aliEZn co muf ortcd by at least the simple

statistical analysis. &\ e
e
¢
(') s o
Ky &
3.11.1.2 Descri atispichl “é\
q,v

The deseri \sl‘mxmdl analy sis Was used to describe the numerical features of the

ata and to provide summaries about the respondents, measures, and

S

quanﬂ

observam®ns that have been made. The summaries included both quantitative

(summary statistics) and visual (simple-to-understand graphs). These summaries form

the basis of the initial description of the data and the study investigation. The three

statistical method analyses (frequency, mean, and standard deviation) were depicted as
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a table or graph for graphical representation of the distribution of numerical data
According to Australian Bureau of Statistics (2013), the frequency distribution is a
table that displays the frequency of various outcomes in a sample. Each entry in the

table contains the frequency or count of the occurrences of values within dgarticular

\

group or interval, and in this way, the table summarises the dislribihi values in

the respondents. The mean of the baseline and the intervention scqgagare calculated in
order to compare the trends occurred in both baseline and treaw phases (Fisher &

Wells, 2008). The standard deviation is used to measu hzamfunt of dispersion

from the average score among participants. \d
o o
N

3.11.2 Qualitative Analysis

(Creswell, 2012). Scn@h
work and how 111%\ul

(assessments) %E;k‘xw"ﬁ?)}r

~%analyscd by the researcher: (i) the useful aspects of the Abbreviated

CIT. (ii) the application of Abbreviated Intensive PCIT, (iii) cultural

ues. and (iv) religious elements in the treatment. These data were analysed by using

1SS

the methods of transcribing (transcribe respondent’s response), coding (link what

respondent said to the categories of the study), sorting (organising excerpts of
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interview according to categories), and integration (making sense of the sorted

interview data) as the following steps:

First step: The researcher began with reading written notes and reviewing each
interview (audio recording) twice. The first time was for content unduwz , and

the second time was for identification of useful comments noted &Qn the four

aspects categories (themes) determined by researcher. Y-

Second step: The researcher had a second person, whgrew the transcripts to

bring a fresh perspective as this may confirm the categ ubcategories.

The researcher also identified relevant Lalgéone¢ubca gar \ fd}vd.iscarded

information that not relevant to the questions.

Third step: In order to analyse the data i\w beer

the responses based on themes. Bdscd%mu br¢ ‘?t
]
. Kbtt&'lalgd Intensive PCIT, (iii)

cultural issues, and (iv) relig _?‘ﬂwnt the Cft&%l identified the sub-categories

: s
within the categories. &\ l \ é
Fourth step lh‘“‘\%“ arghe th@)@ if there were similar traits between

s
respondents wh %ﬁl ll)c sal

cat@ories) themes. The researcher presented the
results of anﬂ&

xperiences about the treatment.

Abbreviated Intensive PCIT, (ii) ica

—

y identifying agrml\ sing the patterns which related to parents’
perccpli
Fifth Naff: The findings of the results then validated by two other experts from UM
who were the same experts for validity the research instruments in this study.

3.16 summaries research questions for child and parent respondents and

The Table

instruments used in this study.
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Table 3.16: Research Questions for Child and Parent Respondents and Research

Instruments

Research Instruments

Research Questions for Child Respondents

Assessment

1 What are the effects of Abbreviated Intensive PCIT
on the level of disruptive behaviours among preschool
children who were diagnosed with ADHD?

What are the effects of the Abbreviated Intensive

2 . _ sgd ~ . .
PCIT on parents’ acquisition of CDI parenting skills
taught over the course of treatment?

3 What are the effects of the Abbreviated Intensive
PCIT on parents’ acquisition of PDI parenting skillg
taught over the course of treatment?

4 What are the parents’ levels of satisfaction tc e

Abbreviated Intensive PCIT in

with ADHD?

'S
. hos \l
i ' s‘ing‘. (Qé. )
noncompliance behaviour among preschondre\ N

Eyber ’ﬂz‘en
B«zﬁ y
lnveNorg 2CBI)
Dyyegarent-Child
Intdgaction Coding

h-111 (DPICS-IIT)

))'ajiic Parent-Child

Iytdractign Coding
| W(‘DPICS-III)
Ny

1de Test

mi-structured
. Interview

5 What are the parents’ experienc usg @ as : C} Ops AR Ouestions
] of Abbreviated Intensive Pg “Child {gterag ﬁ
Therapy?
Therap) S
6 What are the parer rienceg in )[ili@:n of  Open-ended Questions
Abbreviated  Intensive Pateng® QL &£ wfradion
Therapy? \ O
7 What are thg ﬁ pe | 15 a@'the cultural ~ Open-ended Questions
issues "Cli“% hefus } bﬁ,atcd Intensive
darent-C . = I)}V?(J
Parent-C (¢
8 ‘ about the including  Open-ended Questions

'Abbreviated Intensive
py?




164

3.12 Chapter Summary

This chapter detailed out the research methodology used to examine the effect of
Abbreviated Intensive PCIT on noncompliance behaviours among preschool children
diagnosed with ADHD. These six children from the population ot‘ADHI&YHed the
SEIP preschool programme were determined their inclusive and‘xw /e criteria.

The parents of these children were also determined their inClUYt'and exclusive

~

a to be involved in the study. The A-B SCED analysiswgrQ® families was used

criteri

to examine the efficacy of the treatment from paren®@SNyer alisati TR Y

compliance behaviour throughout four different pha

accomplished using several meas

l% to measure

N

D@’-lll to code the

t‘

tl@patlem of parent’s

asscssmcnl was

disruptive behaviour in children in terms of t

parent and child behaviour that tbcusu\?

%iou-
]

satisfaction about treatment in da&

There were three l)‘f% ata gplleghlog é./ loyed in this study, assessment,
coding (structured 01’5\"& ), arkd D rvicw&" descriptive analyses were carried
N

out to trace the cﬂb% Ahbrevis

g RN R R .
for each respongcpls nd g e pl@ parents’ perceptions and experiences about
b
the “.c.dtmce1 the aim of ga@ more insights into how the treatment affected
) % child. These descriptive analyses used the following: (i) descriptive

Y nalysis (frequency, mean and standard deviation), (ii) visual analysis

verbalisation and child compliance

them

(graphicul data representation), and (iii) semi-structured interview (open-ended

qucslions).





