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BEhRAVIOURAL DISORDER: INTERVENTION
FRAMEWORK FOR SChOOLS AND COMMUNITIES

Behavioural disorders (BD) among school children and adolescents arguably represent a class
of inveterate antisocial and disruptive behaviours that have been recognized to interfere with
effective interaction with the environment. While behavioural disorder is often regarded as a
relatively common phenomenon in all societies and well documented, yet various research efforts
and treatment practices have all pointed to the fact that behavioural disorders have proved to be
difficult to treat successfully. For this purpose therefore, certain possible correlates can be clustered
into personal, family, school, and peer dimensions. It needs to be emphasized that any successful
intervention programmes will most probably need to address these multiple factors and their
interactions, requiring a multidimensional, multi-focus, preventive approach that encompasses the
child’s nature and family background. Both psychologists and school administrations may need to
abandon traditional placement or exclusion activities in favor of a more comprehensive strategy that
is based on inter agency collaboration and parent involvement and interventions. In this volume |
will try to highlight some frameworks of understanding and proven intervention programmes for
schools and the community. The article will close with an overview and rationale of contingent
management programmes.
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MiHe3-KyAbIKTbIK, OY3bIAyAap: MeKTenTep
MeH KOFaMAACTbIKTapfa apHaAFaH apaAacy wweHoepi

OKylblAap MEH >acecrnipiMAEp apacbiHAAFbl MiHE3-KYAbIKTbIK, Gy3biayaap (MB) kopuaraH
OpTaMeH THIMA ©3apa iC-KUMbIA XacayFa KeAepri KeATIPeTiH XKaFbIMCbI3 9AEYMETTIK YKoHe >KOWMFbILL
MiHE3-KYAbIKTapAbIH, CbiHbIObl GOAYbI MyMKiH. MiHE3-KYABIKTbIK, Oy3bIAyAQp XMi 6apAbIK KOFamaapAa
CaAbICTbIPMaAbl TYPAE TapaAFaH KyObIAbIC PETIHAE KapaCTbIPbIAAAbI KOHE XKaKCbl Ky>KaTTaAFaH 60Aca
AQ, 9P TYPAI 3epTTey KYMbICTapbl MEH EMAEY SAICTEPI MIHE3-KYABIKTbIK, OY3bIAyAap TabbICTbl eMAey
YLWiH KUblH GoAFaHbiH kKepceTeai. COHAbIKTaH OCbl MakcaT yiliH GeAriAi 6ip bIKTUMaA KoppeAdaTTap
JKeKe, 0TOaCbIAbIK, MEKTEN »oHe KypAacTapbl ©ALIEeMAEPiHe TOMTaCTbIPbIAybl MyMKiH. Ke3 keAreH
TabbICTbl aparacy H6araapAaMarapbl, €H aAAbIMEH, OCbl KenTereH hakTopAapAbl X8He OAapPAbIH 63apa
iC-KMMbIAbIH eckepyi Thic, 6yA 6aAaHblH TaBUFATbIH XXOHE OHbIH OTOACBIABIK, LWbIFY TEriH KaMTUTbIH
KOrMMaKCcaTTbl, aAAbIH aAy TOCIAIH TaAan eTeai. [cuxoAorTapra aa, MekTen aKiMLIIAIKTEpiHE Ae Be-
AOMCTBOApPAAbIK, bIHTbIMAKTACTbIKKA, aTa-aHaAapPAbIH KaTbICybl MEH apaAacyAapfa Heri3peAreH He-
FYPAbIM >KaH->KaKTbl CTpaTerusiHbiH ManaacbiHa GOAY HEMECe aAbin TacTay >KeHIHAeri ASCTYPAI ic-
lapaAapaAaH 6ac TapTyra Typa KeAyi MyMKiH. ByA Makarapaa MeH MeKTern neH KOFamMAacCTblK, YLiH
Kenbip TyciHy weHOepiH XXoHe TekcepiAreH apasacy 6GaraapAamaAapbiH TYCIHAIPYre TblpbiCaMbiH.
Makana KOHTUHIreHTTepAi 6ackapy GaraapAaMaAapbiH LWIOAYMEH XKOHE HEri3AeyMeH asikTaAaAbl.

Ty#iH ce3aep: TopTin, TOPTINCI3AIK, KypAacTap, MeKTenTep, ata-aHaAap.
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[MoBeaeHYeckHne paCCTPOﬁCTBa: PaMKH BMeLlaTeAbCTBa AAS LLIKOA U COOﬁLU,eCTB

lMoBeaeHuyeckune pacctporictsa (MP) cpean LIKOABHMKOB M MOAPOCTKOB, BEPOSITHO, MPEACTABASIOT
o060 KAACC 3aKOPEHEAbIX aHTMCOLIMAAbHBLIX M PaspyLIMTEAbHbIX MOBEAEHWIA, KOTOpble, KaK 6bIAO
Npr3HaHo, MeLaloT 3(MEKTUBHOMY B3aMMOAENCTBMIO C OKPY>KatoLern cpepAoit. XOTS NoBeAeHYecKkne
PaCCTPOMCTBA YaCTO PACCMaTPUBAIOTCS Kak OTHOCUTEABHO PAcrpOCTPaHEHHOE SIBAeHWE BO Beex obLe-
CTBaX U XOPOLLO AOKYMEHTMPOBAHbI, BCE XKe Pa3AMUHbIE UCCAEAOBATEAbCKME PABOThI U METOABI AeYEHUS
yKa3bIBalOT Ha TOT (haKT, YTO NOBEAEHUYECKME PACCTPOMCTBA OKA3aAMCh TPYAHBIMU AAS YCMELLHOrO Ae-
yeHus. [103TOMy AASl TOM LIEAM OTNPEAEAEHHbIE BO3MOXHbIE KOPPEASTbI MOTYT ObITh CrPyNMMpPOBaHbl B
AMYUHbIE, CEMEIIHbIE, LUKOAbHbIE 1 CBEPCTHUYECKME u3mepeHus. HeoBX0AMMO NMOAYEPKHYTb, UTO AlOOble
yCrietHble MporpaMmbl BMELLIATEAbCTBA, CKOPEE BCEro, AOAXKHbI BYAYT YUMTbIBATb 3TM MHOMOYUCAEH-
Hble paKTOpPbl M UX B3aMMOAENCTBME, UTO TPeGYeT MHOrOMEPHOro, MHOrOLIEAEBOro, NPeBeHTUBHOrO
MOAXOAQ, KOTOPbI OXBATbIBAET NMPUPOAY pebeHKa 1 ero ceMernHoe nponcxoxaerue. Kak ncmxoaoram,
TaK U WKOAbHbIM aAMUHMUCTPALLMSM, BO3MOXKHO, MPUAETCS OTKA3aTbCs OT TPAAMLIMOHHBIX Meporpms-
TUIA MO Pa3AEAEHMIO UAM UCKAIOUYEHUIO B MOAb3Y GoAee BCEOOBbEMAIOLLEIN CTpaTerMm, OCHOBAHHOM Ha
ME>XXBEAOMCTBEHHOM COTPYAHMUYECTBE, YYaCTUM POAMTEAEN 1 BMeLlaTeAbCTBaxX. B 3Toi cTaTbe aBTOp
MbITAETCS OCBETUTb HEKOTOPble PaMKM MOHMMaHWS M MPOBEPEHHbIE MPOrpaMMbl BMELLATEAbCTBA AAS
LIKOA 1 coobuecTBa. B 3aBeplueHnmn npoBoAnTCs 0630p 1 060CHOBAHWE MPOrpamMm YNpaBAEHUS KOH-

TUHIeHTaMun.

KAtoueBble cAoBa: NnoBeaeHne, 6eCropsAOK, CBEPCTHUKM, LLIKOAbI, POAMTEAN.

Introduction

A lot of studies that were done on the problem
of behavioural disorders (BD) in the past decades
demonstrate that children with hostile attributional
tendencies are more likely to experience behavioral
difficulties in interacting with peers. Aggressive
children tend to display a hostile attributional bias
in that they are more likely than average children to
attribute hostile intent to a hypothetical peer after
an ambiguous provocation by the peer. Especially
when the provocation is directed towards the
aggressive child Furthermore, aggressive children
are also known to have deficient in attributional
skills. One study posits that when they are shown
video recorded stimuli of benign provocations, the
children also tend to demonstrate relative deficits
in accurately interpreting others’ intentions. They
might as well misinterpret benign intentions as
hostile, even when most of the presented cues favour
a benign attribution (Dodge, 1993; Waas 1988).

Social information-processing theories of
interpersonal behavior posit numerous possible
mechanisms for behavioural responses (including
attentional biases, response accessing, and response
decision tendencies in addition to attributional and
interpretational tendencies). Thus it is unlikely that
attributional tendencies will be found to be the only
mechanism by which the likelihood of aggressive
responses is increased. These hostile attributional
biases may appear to play more significant roles

in mediating angry, reactive aggressive behaviours
than in nonangry, proactive aggressive behaviours.

Disturbing antisocial behaviours in children
and adolescents constitute a significant problem in
children’s mental health services and are perhaps
one of the most serious public health challenges for
many countries (Earls, 1989; Prinz, 1991). Several
of these behaviour disorders appear to cluster
together and have been designated variously as
conduct problem, conduct disorder, or externalizing
disorder (Kazdin,1987). Majority of the children
and adolescents exhibiting this range of behaviours
present with great frequency among cases defined
as aggressive, disruptive, and difficult to teach by
educators; as exhibiting specific learning disabilities
and attention deficits/hyper activity by pediatricians;
and as delinquent by criminologists.

Regardless of the label attached to the children
exhibiting these behaviours, the nature, onset
prevalence and prognosis of the syndrome appear to
be remarkably stable and have critical significance
to schools and society. Behavioural disorder (BD)
constitutes a class of chronic, severe antisocial
behaviours that typically begin in early child-
hood and extend into adulthood (Robins, Ratcliff,
1979) has outlined several facets of the syndrome
differentiating it from other problems of childhood
and from typical childhood behaviours. The first
of these is antisocial behaviour. Children with BD
typically and persistently manifest physical and
verbal aggressions, stealing, lying and violation
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of social norms and rights of others. A second
component of BD is chronicity. Children with BD
exhibit these serious disruptive and aggressive
behaviours over months and years and they often
are unresponsive to short-time home and classroom
interventions. Such long time resistance to treatment
is often a source of considerable stress to parents,
teachers, and other children in the classroom.
A third dimension of behavioural disorder is
impairment to functioning. Children with BD
exhibit antisocial behaviours in sufficient frequency
and intensity to affect significantly their educational
performance and interpersonal interactions. These
dimensions suggest that children with BD often
exhibit behaviours that clearly deviate from typical
classroom and home behaviour. In addition, they
often experience difficulties across academic
periods and settings.

Whereas many children occasionally exhibit
some of the behaviours associated with disorder,
the term abnormal conduct is applied when several
antisocial behaviours covary and are persistent,
uncontrollable, and/or significantly impair home
and school functioning (Boyle, Offord, 1990).
Considering the fact that behavioural disorder and
its associated antisocial behaviours have significant
costs across society, considerable research on the
disorder has occurred. Although this research has
failed in general to provide convincing evidence for
effective treatments of the disorder, it has yielded
powerful information to aid in understanding the
syndrome' In summarizing the research activities
(Dumas, 1989) noted certain well-substantiated
conclusions about chronic antisocial behaviour.
These conclusions may help to shed light on the
nature, prevalence and outcome of the abnormalities.

Series of epidemiology studies, whether
clinical or statistical have identified consistently,
an antisocial behaviour Syndrome or disorder. Ac-
cording to Quay, this type of behavioural disorder

is well-documented in the clinical and empirical
literature (Quay, 1986). Thus numerous clinical
and multivariate statistical studies have also
provided consistent evidence for the syndrome.
This behavioural disorder category appears robust
given that itis stable across a variety of measures,
informants and settings. Certain empirical evidence
has also accumulated for the existence of other
distinct subcategories within the behavioural
disorder categories: undersocialized aggressive
and socialized aggressive. Generally consistent
with the empirical approach, Directorate of Social
Monitoring (APA 1999) discusses three subtypes:
solitary and aggressive, group and undifferentiated.
The first subtype designated undersocialized-
aggressive were documented in the works of Quay,
and solitary aggressive characterised by aggressions,
poor self-control, disruptive and difficulty in inter
personal areas.

In many cases, undersocialized aggressive
behavioural disorder has been associated with peer
rejection, poor social skills and have often resulted
in repeated failure of intervention programmes.
The second major subtype, labelled socialized
aggressive and group behavioural disorder is
identified with delinquent behaviours carried out
in group context. While socialized aggressive
behaviour disorder lacks the isolated nature of
undersocialized aggressive behavioural disorder
it may as well include somewhat more positive
prognosis. Other approaches of framing valid sub-
categories of behavioural disorder have focused on
distinguishing children on the basis of the child’s
salient symptoms (e.g. arguing, fighting and temper
tantrums vs. fire setting, lying, stealing and truancy
and the child’s overt confrontational and covert or
concealed antisocial behavior.

General characteristics of behavioural disorder
as outlined in the Directorate of Social Monitoring
(DSM) are presented in table 1

Table 1 — Disturbance of conduct lasting at least 6 months, during which at least three of the following have been present

1 has stolen without confrontation of a victim on more than one occasion

surrogate home (or once without returning)

has run away from home overnight at least twice while living in parental or parent

has often initiated physical fights

has lied several times (other than to avoid physical or sexual abuse)

has deliberately engaged in fire setting

N || B W

Is often truant from school ( for older person, absent from work
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7 has broken into someone else’s home, building, or car

8 has deliberately destroyed other’s property (other than by fire setting)

9 has been physically cruel to animals

10 | has forced someone into sexual activity with him or her

11 | has used a weapon in more than one fight

12 | has stolen with confrontation of a victim

13 | has been physically cruel to people

DSM - criteria for diagnose of behavioral disorder (Quay, 1986)

Behavioural disorder is common in the
general population, and quite common in clinical
referrals and classrooms for children with serious
emotional disturbance.

Estimates of the prevalence of conduct disorder
in the general population range from about 3 to 7 %
(Castello, 1989). Behavioural disorders have been
identified as the most prevalent form of childhood
disorder, while children with BD represent the most
common type of referral for children’s mental health
services. One study of the prevalence of antisocial
and mal-adjusted behaviours in regular classrooms,
reported the frequencies of such behaviours to be
ranging from 4 to 6% in elementary schools. The
same study claimed that prevalence rates dropped
somewhat in the high school years, which may be
interpreted that students exhibiting such behaviours
may leave or be excluded from school in later school
years (Cairns, Neckerman, 1989).

Behavioural disorders has the tendency
to stabilize over time than other childhood
disorders.

Generally and in its most serious form,
behavoural disorders often has an early onset and
may progress to lifelong course, which in later years
may develop into serious delinquency in adolescence
and antisocial personality disorder and criminal
behaviour in adult stage. Longitudinal studies also
have provided consistent findings regarding the
stability of aggressive behaviour, sometimes being
compared to that found for intelligence, whereas
other disorders of childhood (e.g. internalizing
disorders) may respond to treatment or ameliorate
spontaneously over time. Indeed some aspects of
behavioural disorder may persist in a relatively
constant form throughout the developmental part
indeed. “A commmon belief that antisocial children
will “grow out” of problem behaviours seems
unfounded”(Robins, 1966). Individuals exhibiting

serious antisocial behaviours in adolescence and
adulthood typically engaged in similar behaviours
when they were very young. This also suggests that
serious delinquent behaviour often may represent a
syndrome comprising multiple antisocial behaviours
that resists treatment and runs in families. In terms
of syndrome’s durability, resistence to short-
treatment, and disabling effects, it is safe to compare
and categorise the disorder into mental retardation,
autism and blindness.

Among childhood disorders, the prognosis for
change for children with behavioural disorder is
relatively poor.

In many cases, because the syndrome may
become an enduring condition requiring continuous
monitoring and maintenance to gain and sustain
treatment progress, it has become necessary that
the prognosis for children with the disorder remains
guarded. While series of diverse interventions
targeted towards the syndromes have been reported,
reviews of outcome results of these interventions
have suggested that most treatments have been
minimally effective particularly when antisocial
behaviours which have an early onset, are diverse,
and are pervasive, long term-problems in almost all
of adult functioning are prominent (Frick, Lahey,
1991). These areas include education, occupation,
interpersonal relations, health, relations with
authorities and mental health. Many, if not all of the
children with BD will more likely abuse substances
and to suffer from alcoholism.Thus the extended
consequences of the syndrome seems to be severe
and pervasive.

A psychosocial framework for understanding
behavioural disorder

Behaviour disorder is a complex problem
with multi facets, covariates and determinants.
however a number of characteristics seem to cluster
within and around the syndrome in a systematic
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way encompasing personal, familial, school and
peers factors. (Jessor, 1991) has proposed that
these dimensions provide a useful framework
for understanding and preventing childhood
psychopathological including behavioural disorders.
Personal, family, school and peer variables associated
with behaviour disorder, along with interactions
among them, may provide a powerful explanatory and
planning mechanism for providing comprehensive
services to children with BD.

Given the resistance of the disorder to most
treatment strategies, a comprehensive, intergrated
intervention approach that addresses these
dimensions and their interactions may be necessary
to have a a preventive or remedial effect on the
disorder. Personal characteristics. Children and
youth with BD often exhibit relatively stable
personal characteristics that covary with and may
mediate antisocial behaviours (Cheney, Sampson,
1990). These characteristics may be particularly
important because their onset frequently appears
quite early in the child’s development history. These
often precede the occurrence of serious antisocial
behaviours and may serve as markers for subsequent
severe externaslizing behaviours.

Personal  characteristics  associated ~ with
subsequent conduct disorder may appear in
preschool years, sometimes as early as age 2. These
may include resistance to discipline and irritability,
developmental cognitive and language difficulties,
and early aggressive behaviours. Cognitive factors
also play very important and well-documented
roles in antisocial behaviours and conduct disorders
(Dodge, 1993). Antisocial children often exhibit
a cognitive response bias in which they interpret
ambiguous interpersonal stimuli as being hostile.
This cognitive bias may result in and justify
aggressive responses to the misperceived hostile
stimulus. Children with conduct disorders also may
be deficient in problem-solving skills particularly
in generating multiple and/or prosocial problem
solutions. These children tend to be limited and
inflexible in solution generation, resulting in a narrow
repertoire for responding to conflict situations.

Parent and family factors.

Among the most well-demonstrated percusors
and covariates of behaviour disorders are parent
and family characteristics and behaviours. Children
with BD often come from families experiencing
considerable stress in which members are alcoholic
or engage in criminal activities or from families
in which other members exhibit psychopathology.
These factors are perhaps the most significant family

ISSN 1563-0307; eISSN 2617-7552

factors in relation to behaviour disorders are parent-
child interactions and parent management practices
(Loeber, 1990). General patterns of discipline
practices of parents of children with BD often show
externalising and tend to consist of a combination
of inconsistent and highly punitive behaviours that
may increase both deviant behaviours and alienation
in their children.

Parents interactions in these families often are
predominantly nagative particulaly in response
to negative child behaviours. Positive behaviours
either are not reinforced or are responded to with
aversive reactions. Negative child behaviours often
gain parent attention that are both aversive and
inconsistent, resultinginincreased, butunpredictable,
attention for antisocial conduct versus prosocial
behaviour (McGee, Short, 1991). The combination
of this pattern of parent discipline tactics appears to
be highly predictive of antisocial behaviour in their
children. In so far as parent management practices
constitute a relatively malleable factor in conduct
disorders in their children, they on the other hand
represent a positive and promising intervention area
for schools and professional child psychologists.

School factors. Commonly school variables
long have been associated with juvenile delinquency
and conduct problems these recently have received
attention in theoretical models of the development
of models of antisocial behaviours, delinquency and
conduct disorder. Usually, the children exhibiting
antisocial behaviours have also been identified as
poor readers. Antisocial and delinquent behaviour
have been related to poor academic performance as
well as to low school participation and disruptive
behaviour in the classroom (Shapiro, Hynd, 1993).
Increased rates of truancy also have been attributed
to conduct disorders among school children.

Although variables as poor academic
achievement constantly have been shown to relate
to delinquent and antisocial behaviour, causal
relationships between the two remain unclear. Both
academic underachievement and conduct problems
may tend to be related to similar antecedent variables
including low economic status, family problems,
and intellectual neurological, and language deficits
(Walker, Stieber, Ramsey, 1991). Regardless of
the nature of causal relationships associated with
achievement and behavior disorder, their connection
is well demonstrated and may have important
implications for schools.

Peer Factors. This factor is based predominantly
on peer group as an agent of socialization and a
predictor variable in personality formation. A child’s
socialization process as it happens among peers with

The Journal of Psychology & Sociology. Ne2 (69). 2019 139



Behavioural Disorder:intervention Framework for Schools and Communities

whom a child spends lots of time together. Thus,
other factors in addition to personal and family are
the peer variables which have also been associated
with conduct disorders. In many cases children
exhibiting antisocial behaviours have often been
found to be rejected by their peers often in response
to their negative behaviours, even when these peer
groups may consist of several highly aggressive
children, all of whom exhibit similar characteristics
(Tremblay, Masse, Perron, 1992). Frequently
formed during early adolescence, these deviant
groups become involved in serious deinquent and
antisocial behaviours.

Family/parent intervention activities

It is generally known that parents and guardians
traditionally have been relatively passive consumers
of educational services and often have had only
sporadic contact with school personnel. Their
limited contacts most often have been for periodic
reporting purposes or couls be the result of some
problems associated with academics or behaviour in
the classroom. Even though school administration
are mostly aware of the significance of family
and community influences on student behaviours,
relatively little emphasis has been placed on
interventions for improving and/or using these
influences to remediate educational and behaviour
problems, principally for fear of being regarded
incompetent, after all parents tend to trust the school
teachers as the people who have been specially
trained to be able to coerce children into proper
behaviour through varieties of disiplinary measures
(Wolf, Braukmann, Ramp, 1987). At the same time,
parents on the other side are expecting the school to
be able to inculcate good manners into the children
they have trusted in the custody of the school.
Never-the-less, school personnel on their part have
noted the critical role of parental alienation in the
development of BD and the importance of parental
commitment to schools and education in successful
intervention for BD.

In the light of the critical roles that parents
can play in the development as well as in the
treatment of conduct disorders, schools and school
psychologists must work on parent interventions
on two fronts. Both must compel a nontraditional
orientation to the role of parents in education. First,
they must develop mechanism for involving and
empowering parents in educational activities with
and for their children. Developing such frameworks
will require considerable flixibility and resolution in
the schools, but may be necessary in that parental
commitment may be the sin qua non of successful

trestment of BD (hawkins & Weis, 1985). Second,
schools and school psychologists should emphasize
interventions that inprove parenting skills and
management practices. Training in these areas may
be a critical component of effective interventions
with this complicated population.

Of the many intervention programmes in
existence, one intervention approach that has been
integral in the treatment of BD is the use of the so
called ‘contingency management programmes’.
This contigency management applies the approach
of operant conditioning to change children’s
behaviour. That is, a child or adolescent’s behaviour
is shaped through a systematic structuring of the
consequences for his or her behavoiur (Ross,
1981). The contigency management progammes
have certain basic components which involve the
establishment of some clear goals that include (1)
positive behaviours (e.g., proper expression of
anger, prosocial interactions with peers, respectful
comments to adults) that are designed to be increased
by providing consistent positive consequences when
they are exhibited, and (2) negative behaviours (e.g.,
aggression, noncompliance to adults, rule-breaking
behaviour) that are designed to be decreased
through consistent negative consequences when
they are exhibited. The rationale for contingency
management programmes in the treatement of
conduct disorders is based on the assumptions that
conduct disorders develop, at least in part, as a result
of a failure of the child or adolescent to learn to
modulate his or her behaviour.

In many theories, this failure to develop
behavioural control is a direct result of poor rearing
environment in which primary socializing agents,
such as achild’s parents, fail to provide consistent and
appropriate consequences for the child’s behaviour.
The consequnces may be inconsistent, nonexistent,
or even inappropriate in the sense that problematic
behavoiur may actually be reinforced by the parent
(Patterson, 1986). Primarily, the programmes for
contingency management are designed to provide
a corrective learning environment for the children
or adolescents by establishing very clear behaviour
expectations and consistent consequences for their
behaviours.

It must be mentioned that while the primary
rationale for contingency management programmes
focuses on compensating for inadequate socializing
environments, some rationale can as well be made for
these programmes based on some of the individual
predispositions to conduct disorders. For example, a
subgroup of children with conduct disorders have a
specific response style that leads to their behaviour
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to be more driven by rewards than punishments
labeled the “reward-dominant” response style
(O’Brien, Frick, 1996). Besides a raft of studies
on the subject has revealed that many children
with conduct disorders have intellectual deficits,
particularly verbal deficits, that can interfere with
their ability to associate their behaviours with their
consequences, particularly if their consequences are
delayed or inconsistent. In both of these cases, the
rationale for contingency management programmes
is that such children, because of their individual
predispositions, are more susceptible to the less-
than-optimal contingencies that operate naturally
in their environment. Therefore, there is a need for
more structured environments in which the contigen-
cies for their behaviour are very tightly controlled in
order to prevent further behavioural disorders.

The development of sophisticated and
multisystem treatment of behavioural disorders
has been a great advancement for the treatment
of simpler forms of offending, but simpler forms
of treatment such as parent training have not been
thoroughly examined and tested. While it is clear
that family therapy in general has been effective
with adolescent offenders and certainly may be
more beneficial than individual therapy alone, it
is understanding the case to recommend that more
investigation and knowledge-building needs to
be done (Pettit, Bates, Ddge, 1983). It is widely
agreed that the area deserves more attention, given
the increased rates of juvenile offending over the
years, and the often high corresponding costs that
are incurred at the societal level as a result of public
and private properties destruction, incarceration law
enforcement, mental health services and remedial
education.

In addition to these, there are more inherent
personal costs involved with the emotional and
physical harm to victims of antisocial behavior

and the distress that juvenile-offending youths and
their families experience. In view of the potential
for negative consequences, the need to understand
and apply more effective forms of treatment for
adolescent antisocial behavior is clearly warranted
and cannot be overemphasized. (Chamberlain,
Rosicky,1995; henggeler et al.,1993).

Conclusion

In this article attempts have been made to
reiterate the fact that behavioural disorder is a
difficult and multidimensional class of behaviours
that have been known to be resistant to diverse
treatment strategies. The article also shows that
characteristics and stability of the disorder have
been well-documented, as have personal, family,
school, peer, and other correlates. The article also
discusses the rationale for contingency management
programmes. The article maintains that successful
interventions for the disorder must take into account
the complexities of the syndrome, thus requiring
collaboration and coordination across a number
of settings and among the numerous community
agencies serving these children. The volume also
contends that more research and practices need
be put in place by schools to address the common
feature in the experience of children including those
with behaviour disorder, as schools and school
psychologists may be the appropriate leaders in
service provision to this population. Such leadership
may require additional training and expertise, along
with organizational flexibility. It also advocates for
the complimentary collaborations between family
and educational establishments in recognition of the
significant role played by the parents in causing and
treating behavioural disorder and thus represent a
positive and promising intervention area for schools
and professional child psychologists.
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