Louisiana State University

LSU Digital Commons
LSU Historical Dissertations and Theses

Graduate School

1980

Exploration of Generalization Effects of Social Skills Training in
Children.
Catherine Alice Seiler
Louisiana State University and Agricultural & Mechanical College

Follow this and additional works at: https://digitalcommons.lsu.edu/gradschool_disstheses

Recommended Citation
Seiler, Catherine Alice, "Exploration of Generalization Effects of Social Skills Training in Children." (1980).
LSU Historical Dissertations and Theses. 3536.
https://digitalcommons.lsu.edu/gradschool_disstheses/3536

This Dissertation is brought to you for free and open access by the Graduate School at LSU Digital Commons. It
has been accepted for inclusion in LSU Historical Dissertations and Theses by an authorized administrator of LSU
Digital Commons. For more information, please contact gradetd@lsu.edu.

INFORMATION TO USERS

This was produced from a copy of a document sent to us for microfilming. While the
most advanced technological means to photograph and reproduce this document
have been used, the quality is heavily dependent upon the quality of the material
submitted.
The following explanation of techniques is provided to help you understand
markings or notations which may appear on this reproduction.
1.The sign or “ target” for pages apparently lacking from the document
photographed is “Missing Page(s)” . If it was possible to obtain the missing
page(s) or section, they are spliced into the film along with adjacent pages.
This may have necessitated cutting through an image and duplicating
adjacent pages to assure you of complete continuity.
2. When an image on the film is obliterated with a round black mark it is an
indication that the film inspector noticed either blurred copy because of
movement during exposure, or duplicate copy. Unless we meant to delete
copyrighted materials that should not have been filmed, you will find a
good image of the page in the adjacent frame.
3. When a map, drawing or chart, etc., is part of the material being photo
graphed the photographer has followed a definite method in “sectioning”
the material. It is customary to begin filming at the upper left hand corner
of a large sheet and to continue from left to right in equal sections with
small overlaps. If necessary, sectioning is continued again—beginning
below the first row and continuing on until complete.
4. For any illustrations that cannot be reproduced satisfactorily by
xerography, photographic prints can be purchased at additional cost and
tipped into your xerographic copy. Requests can be made to our
Dissertations Customer Services Department.
5. Some pages in any document may have indistinct print. In all cases we
have filmed the best available copy.

University
Microfilms
International
300 N. ZEEB ROAD, A N N ARBOR, Ml 48106
18 BEDFORD ROW, LONDON WC1R 4EJ, EN G LA N D

8103648

SEILER, CATHERINE ALICE

EXPLORATION OF GENERALIZATION EFFECTS OF SOCIAL SKILLS
TRAINING IN CHILDREN

The Louisiana State University and
Agricultural and Mechanical Col.

University
M icrofilm s
International

300 N. Zeeb Road, Ann Arbor, MI 48106

PH.D.

1980

PLEASE NOTE:
In a l l c ases t h i s material has been film e d in the b e s t p o s s i b l e
way from the a v a i l a b l e copy. Problems encountered with t h i s
document have been i d e n t i f i e d here with a check mark
.
1.

Glossy photographs

_____ _

2.

Colored i l l u s t r a t i o n s _ _ _ _ _ _

3.

Photographs with dark background__________

4.

I l l u s t r a t i o n s are poor copy _________

5.

° r i n t shows through as there i s t e x t

6.

I n d i s t i n c t , broken or small p r i n t onse v er a l

7.

T i g h t l y bound copy with p r i n t l o s t in sp in e _________

8.

Computer p r i n t o u t pages with i n d i s t i n c t p r i n t _________

9.

Page(s)
______ la ck in g when material r e c e i v e d , and not a v a i l a b l e
from school or author

on both s i d e s o f page ________
pages

\ /

10.

Page(s) _________ seem t o be m issin g in numbering only as t e x t
follows

11.

Poor carbon copy _________

12.

Not o r i g i n a l copy, sev era l pages with blurred type ___________

13.

Appendix pages are poor copy _________

14.

Original copy with l i g h t type _________

15.

Curling and wrinkled pages _________

16.

Other

University
M iad n lm s

EXPLORATION OF GENERALIZATION EFFECTS OF
SOCIAL SKILLS TRAINING IN CHILDREN

A Dissertation

Submitted to the Graduate Faculty of the
Louisiana State University and
Agricultural and Mechanical College
in partial fulfillment of the
requirements for the degree of
Doctor of Philosophy
in
The Department of Psychology

by
Catherine Alice Seiler
B.A., Louisiana State University in New Orleans,
M.S., University of New Orleans, 1975
August 1980

1973

ACKNOWLEDGEMENTS
The author wishes to thank Dr. Donald A. Williamson
for his helpful suggestions in the initial planning of
this study and final preparation of this manuscript.

The

counsel and support offered by committee members, Drs.
Suzanne D, Hill, Arthur J. Riopelle,

Nathan W. Gottfried,

and Stuart I. Gilmore are also greatly appreciated.
Special thanks are offered to George Hull, Michelle
Benoit,

and Janet Terrell for their invaluable help in

data collection.

James Wells, Wanda Ham, Nancy Rice and

Cindy Foto are also recognized for their time and effort
in securing data.

Pat Hunter's design and execution of a

corrollary study provided the sociometric ratings reported
in this study.

Her cooperative efforts have effectively

broadened the scope of this manuscript.

Carol Cohen pro

vided critical reading and encouragement which were warmly
appreciated,

Chris Angelloz's efficient and quality

typing aided greatly in helping this dissertation become
a reality.
Heartfelt thanks are extended to the many family
members and friends who have provided support and encour
agement throughout my graduate school career.
wish to thank my husband,

John Monguillot,

Finally,

I

for his con

stant love and support and near-constant patience during
the entirety of this project.

His encouragement has made

this final hurdle a little bit easier to clear.

ii

TABLE OF CONTENTS
Page
ACKNOWLEDGEMENTS ....................................

ii

LIST OF T A B L E S ......................................

iv

LIST OF F I G U R E S ....................................

v

A B S T R A C T .............................................

vi

INTRODUCTION

...............................

1

P R O B L E M .............................................

19

M E T H O D ...............................................

25

S u b j e c t s ......................................
Experimental Setting
.........................
Dependent Measures
...........................
P r o c e d u r e ......................................
Analysis of D a t a .............................

25
26
27
33
35

R E S U L T S .............................................

36

Clinic Measures ...............................
Generalization Measures ......................
Self-Report Measures
.........................

36
42
53

D I S C U S S I O N ...........................................

56

Social Skills Training in the Clinic
. . . .
Generalization Measures in the Natural
E n v i r o n m e n t ..................................
Self-Report Measures
.........................
H o m e w o r k ......................................
Theoretical and Methodological Issues . . . .

56
58
60
61
62

S U M M A R Y .............................................

74

R E F E R E N C E S ...........................................

76

A P P E N D I C E S ...........................................

84

V I T A .................................................

95

iii

LIST OF TABLES
Table
1.

2.

3.

Page
Percent Agreement Reliability Values
for the Clinic Target Behaviors of
All S u b j e c t s ....................................

37

Pre-treatment and Post-treatment Ratios
of Appropriate to Emitted Behaviors for
Individual Clinic Target Behaviors of
Subjects 1 - 5 ....................................

41

Pre-treatment and Post-treatment Scores
on the Piers-Harris C h i ld re n’s Self
Concept Scale for All S u b j e c t s ...............

54

iv

LIST OF FIGURES
Page

Figure
Multiple baseline across settings design

2.

Multiple baseline across subjects design . .

23

3.

Composite percentage of appropriate
behaviors demonstrated in the clinic
setting by all five subjects .............

.

38

Multiple baseline evaluation of composite
appropriate behavior ratings in the
clinic,
school and home for Subject 1
.. .

43

Multiple baseline evaluation of composite
appropriate behavior ratings in the
clinic,
school and home for Subject 2
.. .

44

Multiple baseline evaluation of composite
appropriate behavior ratings in the
clinic,
school and home for Subject 3
.. .

45

Multiple baseline evaluation of composite
appropriate behavior ratings in the
clinic,
school and home for Subject 4
.. .

46

Multiple baseline evaluation of composite
appropriate behavior ratings in the
clinic,
school and home for Subject 5
.. .

47

Peer rejection ratings for trained and
untrained subjects .........................

52

4.

5.

6.

7.

8.

9.

v

.

. 22

1.

.

ABSTRACT

The generalization effects of social skills training
(consisting of instructions,

feedback, behavior rehearsal,

and modeling) were examined in a multiple baseline design
across settings and across subjects.
female subjects,

The five male and

ranging in age between 10 and 13 years,

were referred for treatment by teachers and parents because
of difficulties with interpersonal relationships.
latency,

ratio of eye-contact to speech duration,

tion, smiles,

gestures,

Response
intona

verbalizations in five content

areas and overall social skills were the target behaviors
selected for modification within the clinic setting.
Teacher and parent ratings of interpersonal behaviors
considered problematic for each subject and sociometric
measures of acceptance and rejection served as generaliza
tion measures assessed in the school and home settings.
Pre- and post-training measures of self-concept were
obtained for each subject.

The effects of homework assign

ments designed to facilitate generalization and directed
towards practice of social skills in the school and home
settings were also assessed.
Treatment was effective in the clinic setting in that
behaviors selected for modification improved markedly and
were maintained above baseline levels at two-week and
four-month follow-up probes.

Treatment effects generalized

vi

to novel scenes administered in the clinic at pre-post
probe sessions; however, the effects of social skills
training on school and home generalization ratings were
less consistent.

Interpretation of results was limited

by the degree of variability of measures during baseline
and treatment phases.

For one of the five subjects,

slight improvement was evident in school generalization
ratings.

All subjects were less rejected by classmates

immediately following treatment, but only one subject
maintained improvement at the four-month follow-up probe.
Proposed facilitation effects of the homework technique
were not supported by the data.

Follow-up assessment of

generalization ratings indicated some performance decre
ment, but two of the five subjects remained above baseline
levels.

vii

INTRODUCTION

The present study was designed to evaluate the
stimulus generalization of social skills training with
children.

Three dependent measures of improved social

functioning in the natural environment were used,

i.e.

parent and teacher ratings and sociometric ratings.

One

technique designed to facilitate generalization to non
clinic environments was also assessed using the same
dependent variables.
In the review that follows,

consideration will first

be given to the theoretical foundations and historical
conceptualizations of social skills training.

Assessment

and training techniques will then be evaluated.

A critical

analysis of the current status of the field will be followed
by a presentation of the rationale for the present study.

Theoretical and Historical Foundations
As a
in social

social animal man spends much of his time
interactions.

It is now widely accepted

involved
that the

nature, quality and quantity of these social interactions
dramatically influence behaviors and the adequacy of
adjustment in individuals.

The relationship of social

competence to psychiatric disorders was first explored
by Zigler

and associates (Zigler & Phillips,

& Zigler,

1961; Zigler & Levine,

1973).

1961;

Composite

Phillips
results

of their investigations indicated a positive relationship
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between prognosis for post hospital adjustment in psychia
tric patients and level of premorbid social competency.
That is, patients judged more socially competent prior to
hospitalization demonstrated better social adjustment
following their release than patients judged deficient
in social skills.

Previously,

inadequate social adjustment

among patients was viewed as a consequence of their person
ality disorder rather than as a precursor and,

as such, was

expected to improve once the disorder was "cured".
behavioral perspective,

From a

social competency is conceptualized

as a group of learned behaviors or skills —

social skills.

Thus, problems in social adjustment involve social skills
deficits for the behaviorist.

Clearly these orientations

have vastly different implications for therapy;

the

behavioral orientation mandates active intervention for
the socially deficient at the skills level.
Zigler's findings prompted further scrutiny of indivi
duals judged to be lacking in social competency,
their deficiencies in social skills.

defined by

Three possibilities

for social skills deficits are generally considered:
1) appropriate social responses were never present in the
patient's behavioral repertoire, 2) appropriate responses,
once present,

have extinguished due to non-reinforcement

or disuse, or 3) appropriate responses remain within the
behavioral repertoire but are disrupted due to high levels
of anxiety.

Social skills development,

then, becomes a

3

matter of education or re-education for the patient.
Goldsmith and McFall (1975) summarize:
training emphasizes the positive,
treatment.

"...(social) skills

education aspects of

It assumes that each individual always does

the best that he can given his physical limitations and
unique learning history in every situation.
an individual's

'best e f f o r t ’ is judged to be

Thus, when
’m a la da pt iv e’,

this indicates the presence of a situation-specific skill
deficit in that individual's repertoire"

(p. 52).

The same

behavior may be viewed as adaptive in one situation and
maladaptive in another.

Thus, these investigators viewed

social skills training as a focus on specific behaviors
which precluded adaptive functioning in certain situations.
Hersen and Bellack (1977) also address the situational
specificity of social skills.

They agree that the salient

factor involved in social competence is effectiveness in
social interactions and that such effectiveness is
situation-dependent.

Behaviors appropriate in the home

environment in the presence of close friends may not be
appropriate in a work or school setting.

"Interpersonal

failures result where faulty learning histories leave the
individual with social skills deficits" (Bellack Sc Hersen,
1979, p. ix).

Consequently,

remediation involves training

which focuses on the specific social skills deficits of the
individual.

What then constitutes a social skill or a

social skill deficit?
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Pioneers in the field tended to focus their training
solely on assertiveness skills in their attempt to improve
overall social competency.

Early conceptualizations

emphasized "an individual's ability to express both positive
and negative feelings without suffering consequent loss of
social reinforcement"

(Hersen 8s Bellack,

In recent years, however,

1977,

p. 5 1 2 ) .

the specificity of assertiveness

training and assessment has yielded to a more broadly
defined social skills concept.

The new concept permits

the inclusion of a wide variety of verbal and nonverbal
behavioral components associated with social competence.
In current conceptualizations,

"social s k i l l s ... refers to

positive skills that are at least minimally acceptable
according to societal norms and that are not harmful to
others.

This excludes exploitive,

deceiptful, or aggressive

'skills' which may be of individual benefit.

Skills that

are of mutual benefit to the user and others,

such as

cooperative skills,

are clearly valuable social skills.

Also included are skills that are of primary,
benefit to others..."

(Combs 8s Slaby,

1977,

immediate

p. 1 6 2 ) .

This

broader definition of social skills has been selected for
use in the present study.
Assessment of Social Skills
Analogue measurement of social skills was introduced
by Hersen and his colleagues

(Eisler,

Hersen 8s Miller,

1973) in the form of the Behavioral Assessment Test (BAT).
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The BAT was designed to facilitate assessment and training
of social skills and is comprised of 14 interpersonal
situations requiring the subject to make assertive
responses to prompts delivered by a female role model.
When administered to a group of 30 male psychiatric
patients

(unselected for diagnoses) the test successfully

differentiated high and low assertive subjects on five of
the nine component measures.

Subjects were similarly

differentiated on the Wolpe-Lazarus Assertiveness Scale.
However, limitations of initial investigations of the BAT
include its restriction to negative assertion scenes, use
of only adult male subjects,
models.

and reliance on female role

In spite of these limitations,

the BAT has served

as a fruitful model from which more flexible role play
assessment techniques have been patterned.

These techniques

provide for analogue assessment of social skills in the
laboratory.

Other methods (e.g., quantity and quality of

social interaction,

measures of peer popularity,

etc.)

assess social skills as demonstrated in the natural environ
ment.

These methods will be included in a discussion of

generalization measures.

Social Skills Training
Working independently, Wolpe and Lazarus (1966) and
Gladwin (1967) offered training packages which supplied
guidelines for the application of re-education techniques
to social skills deficient populations.

Various component
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techniques successfully employed in their training of
psychiatric clients included:
behavior rehearsal,

instruction, modeling,

feedback and reinforcement.

The

literature is replete with studies designed to explore
relevant component dimensions as well as individual and
combined effectiveness of these techniques.

First,

the

literature addressing the dimensions of individual training
component —

instructions, modeling, behavior rehearsal,

feedback and reinforcement —
this discussion,

will be reviewed.

Following

the overall effectiveness of social skills

training programs will be reviewed.
The instructional component is a method by which
subjects receive verbal guidelines for the production of
appropriate responses.

These guidelines are usually

presented initially in a teaching context, which may
communicate broad conceptual information (e.g.,

"one

should help others because...") or specific directions
for modifying specific behaviors (e.g.,
tone of voice").

"speak in a louder

When verbal information is presented

during behavioral rehearsal,

the instructional component

is referred to as coaching (e.g.,

"now look the other

person in the eye").
The communication of instructions to subjects in
social skills training programs has taken a variety of
forms and been presented via a variety of mediums.
Bornstein and colleagues

(1977) coached their subjects
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on components of assertiveness which included number of
requests, eye contact,

and loudness of speech.

Other

authors have employed more elaborate coaching techniques.
Van Sickle ( 1 9 7 5 )

provided subjects with information

regarding the effects of negative self-statements and
directed anxious subjects to attend to their needs.

While

most studies confine their coaching to the performance of
appropriate responses,

Berenson

(1975)

coached both appro

priate and inappropriate ways of handling situations.
addition to these differences in content,

In

instructions have

been presented to subjects through the mediums of audiotape
(Goldsmith 8s McFall,
1975)

1975),

and via the therapist

videotape

(Bornstein et a l .,

(Oden 8s Asher,

Twentyman and Zimering ( 1 9 7 9 )

1977).

found 70% of the 1 5 0

studies they reviewed which employ modeling as a technique
to convey information concerning socially skilled responses.
Positive behaviors are modeled in order to provide alterna
tives to the negative behaviors existing in the subject's
behavioral repertoire.

Typically,

the therapist,

experi

menter or confederate serves as the model (Manderino,
Twentyman 8s McFall,

1975);

1974;

in other instances audio or

videotape presentations are employed (Twentyman 8s McFall,
1973;

Robinson,

1974).

Many researchers have selected

models with characteristics similar to those of the subject
since it has been demonstrated that increased similarity
enhances the effectiveness of modeling (Bandura, Ross, 8s
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Ross,

1963).

Melnick ( 1 9 7 3 )

employed males to model

appropriate dating skills in the treatment of shy college
males.

Also, young peers have even served as models of

prosocial behaviors for kindergarten children (Friedrich
8s Stein,

1975).

Practice of behaviors during rehearsal serves the dual
function of adding new responses to the client's behavioral
repertoire as well as increasing the probable occurrence of
previously learned behaviors.

Behavioral rehearsal has

usually involved actual behavioral practice or imagined
practice.

Much research involving rehearsal components

have explored the differential benefits of overt versus
covert rehearsal.

Overt rehearsal requires the subject

to produce an observable response while covert rehearsal
engages the subject in imagined responses.

Neither proce

dure requires the subject to behave in the natural environ
ment.

Several investigators

(Stevens,

Prince,

1973;

1975)

report findings in support of the effectiveness of covert
rehearsal;

analogue studies which offer systematic compari

sons of overt and covert rehearsal have found no difference
in their effectiveness (McFall 8s Lillesand,
Twentyman,

1973;

Buttrum,

1974;

1971;

McFall 8s

Prout, 1 9 7 4 ) .

Another important dimension of rehearsal involves the
concept of in vivo practice.

Proponents of this method

assume that treatment effectiveness is enhanced when
behaviors are rehearsed in the natural settings for which
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they were trained.

In vivo practice has resulted in

significant improvement in the target behaviors of subjects
when compared with no treatment control groups.

These

improvements have been reported by investigators focusing
on assertiveness (Voss, Arrick 8s Rimm,
behaviors (Christenson,

1977)

Arkowitz 8s Anderson,

and dating
1975).

Studies available in the literature have not been designed
to assess the proposed "enhancement" effect of in vivo
rehearsal.
Feedback is specific verbal information following the
social behavior that is provided to enable the subject to
modify or improve future performance.

Positive feedback

notifies the subject of correct skill performance, while
negative feedback signifies the need for further modifica
tion.

Mode of feedback presentation has typically included

the therapist (Eidelstein 8s Eisler,
(Jenkins,

1976),

1976),

group members

and video- or audiotape recordings

(Bornstein,

Bellack 8s Hersen,

in press).

While these modes of feedback have all proved

1977;

Calpin 8s Kornblith,

effective for the modification of client's social skills,
Twentyman and Zimering ( 1 9 7 9 )

suggest that "video playback

is potentially the most complete form of behavioral feed
back to the subject" (p. 333).

This medium of feedback

provides a simultaneous display of information regarding
the subject's verbal and non-verbal behaviors and may be
reviewed repeatedly to ensure subject comprehension of
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desired modifications.
Reinforcement is employed as a motivational component
to shape desired behaviors and increase the frequency of
their performance.

Studies have differed both with regard

to the agent chosen to dispense reinforcement and the type
of reinforcement dispensed.

Reinforcing agents reported

in the literature include therapists,
(Berenson,
(Strain,

1974; Shinke & Rose,

Shores 8s Kerr,

1976;

the subjects themselves.

1976),

1974) and

The type of reinforcement

in press;

(Crowder,

Slaby & Crowley,

monetary rewards (Kirby 8s Toler,
token reinforcement

classroom peers

Strain & Timm,

employed has typically been verbal
& Cinciripini,

group members

(Paulson,

1975;

1977),

1970; Doty,

Calpin

although

1975) and

1974; Shoemaker 8s Paulson,

1975) have also been utilized.
There is a large body of literature which attempts to
determine the most potent components of social skills
training.

Unfortunately,

few of these studies were

designed to assess the effectiveness of training components
employed in isolation.

In those studies which do evaluate

individual training components,
been reported.

contradictory results have

For example, use of rehearsal alone has

been described as significantly effective (McFall 8s
Twentyman,

1973) and ineffective (Eisler et a l . , 1973)

for increasing assertive behaviors.

Similarly discrepant

findings have been reported for the training components of
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modeling (Kazdin,

1974; McFall 8c Galbraith,

feedback (Barbee 8c Keil,

1973).

1978) and

McFall and Twentyman

(1973) found that when instructions alone were assessed,
positive laboratory results were not consistently main
tained at follow-up probes.
In summary, when component techniques of instruction,
modeling,

rehearsal,

feedback or reinforcment have been

used alone in the treatment of social skills deficits,
documentation of effectiveness has been equivocal.

The

preponderance of data suggests maximum effectiveness is
achieved when behavioral techniques are combined to
constitute a comprehensive treatment package (Winship 8c
Kelley,

1976;

Zigler,

1973; Bornstein et a l ., 1977).

Range of Populations and Target Behavior Problems
Initial research interest in social skills training
developed along two distinct avenues.

On the one hand,

group designs employing experimental and control subjects
explored the overall effectiveness and component contribu
tion of assertive training with college students and
psychiatric patients (McFall 8c Twentyman,
1973;

Kazdin,

McFall,

1975).

1974; Hersen et a1.,

1973;

Rathus,

1973; Goldsmith 8c

Psychiatric subjects were trained to

increase their amount of eye contact and speak in an
audible and expressive tone of voice.

Unassertive college

students were trained to assert themselves when presented
with unreasonable requests.

Efforts were also made to
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increase the expression of positive and negative emotions
in subjects judged unassertive.
A second area well represented in the literature is
the application of social skills training to shy, withdrawn
college students.

Contributions of this body of research

include additional assessment techniques.
Test

(Rehm 8s Marston,

The Situation

1968) and Social Behavior Situations

(Twentyman 8s McFall,

1975) involve role-play techniques

similar to the BAT.

These and similar analogue measures

have been employed in training designed to develop hetero
sexual-interpersonal skills in shy,
(Melnick,
1975).

1973; McDonald,

1975;

low frequency daters

Curran,

1975; Bander et a l .,

Positive effects of training have been reported,

however, overall results remain inconclusive (Twentyman 8s
Zimering,

1979).

A survey of the recent literature evidences the appli
cation of social skills training to such diverse problems
as job-interview anxiety (Hollandsworth, Glazeski 8s
Dressell,

1978), behavioral management of prison inmates

(Gentile, 1976), juvenile delinquents

(Freedman, Donahue,

Rosenthal 8s S c h l u n d t , 1978) and communication skills in
married couples
Weiss,

1975).

(Margolin 8s Weiss,
Thus,

1978; Patterson, Hops 8s

researchers have focused on a wide

variety of target behavior problems and subject populations
in their application of social skills training.

Neverthe

less, surprisingly little attention has been devoted to the
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assessment of social skills training in children.

The Need for Social Skills Training in Children
The importance of early social skills development in
young children is now well documented.

By using a combina

tion of positive and negative peer nominations,

Asher

(1977) was able to distinguish two types of children who
are socially isolated from peers.
either:

Isolated children are

1) actively avoided and disliked by other children

due to their perceived undesirable behaviors or, 2) simply
ignored due to their low positive stimulus value.

Hymel

and Asher (1977) discovered that nearly 60% of the unpopular
children in their study were actively rejected, while 40%
were ignored by peers.
featuring in the

It is conceivable that one factor

'loss of social reinforcement’ experienced

by these isolated children is their failure to respond
appropriately in social interaction.

Thus, some isolate

children could be considered deficient in social skills.
Several areas of child research have suggested that
early deficiencies in social skills are related to malad
justment later in development.

Roff, Sells,

and Golden

(1972) found a greater incidence of adolescent delinquency
among isolate children.

Isolate children are also more

likely to drop out of school (Ullman,

1957), receive bad-

conduct discharges from the armed services

(Roff,

1961),

and demonstrate proportionately more mental health problems
(Cowen, Pederson,

Babijian,

Izzo & Trost,

1973) later in
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life than non-isolate children.

The pervasiveness of this

problem is illustrated by the observations of Gronland
(1959) that 18% of children from grades three to six have
one or fewer classroom friends.
Rinn and Markle (1979) note that children are not
referred to clinics and mental health agencies due to
concern for the long range effects of social skills
deficits.

Children are typically referred by the relevant

adults in their environment (e.g., parents and teachers)
because they are immediate behavior problems or are
excessively withdrawn or disrupt the adaptive functioning
of the environment in some fashion.

Should the application

of social skills training prove effective with children,
treatment may serve as a remediation for current dysfunc
tions as well as a preventative technique.
Bornstein and his colleagues (1977) conducted a
component analysis investigation with withdrawn youngsters.
The multiple-baseline across behaviors design allowed them
to illustrate specificity of training effectiveness to
targeted behaviors which were maintained at improved
performance levels during two and four week follow-up
probes.

A modified version of the BAT (i.e., the BAT-R)

adapted for use with children was employed.

In another

multiple-baseline design, Calpin and Kornblith (in press)
obtained improved performance of target behaviors in four
hospitalized children using a similar modification of the
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BAT.

Also, Calpin and Cinciripini

(in press) found

positive results with hospitalized youths employing
expanded assessment procedures.

More specifically,

analogue scenes designed to assess positive social
behaviors were utilized in addition to the assertion
scenes of the BAT.

The literature suggests that:

1) social skills training programs with children report
favorable results,

and 2) early intervention designed to

improve social skills may serve to preclude adult manifes
tations of psychopathology.

Clearly,

efforts to assess the

effectiveness of social skills treatment programs with
children should be intensified.

Methodological Issues
Considerable attention has been given to the training
of negative, more assertive responses in a wide variety of
withdrawn subjects (psychiatric,
college students).

low-frequency daters,

shy

This trend reflects the historical

development of social skills research from its origins
in the assertion training of Wolpe.

Conclusions drawn

from these studies are frequently limited to situations
in which subjects must respond to unreasonable requests.
A new direction was offered with the definition of Hersen
and Bellack (1977) emphasizing the expression of
positive and negative'

emotions.

'both

Combs and Slaby (1977)

also highlight the positive dimensions of social skills
such as altruism and cooperation.

Responding to this call,
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Calpin and Cinciripini

(in press) expanded their assessment

procedure to include three types of positive role-play
scenes as well as requiring assertion responses.

Positive

social responses assessed included accepting help,
ing praise,

and giving praise.

accept

Their treatment package

was associated with marked improvements in all target
behaviors.

Thus, it appears that since social skills are

situation-specific,

assessment procedures should be expanded

further to include a wider sample of behaviors which express
positive and negative feelings.
The most apparent methodological weakness in social
skills literature to date involves assessment of generali
zation.

Subjects are not reared in clinic settings,

yet

few efforts have been made to determine generalizability
of clinic-learned skills to the natural environment.

A

review of the literature indicates that there are three
general approaches to assessing stimulus generalization
of social skills.

The first and most representative

approach simply involves assessment of the transfer of
training to novel,

"untrained" role-play scenes (Bornstein

et a l . , 1977; McFall & Twentyman,
Cinciripini,

in press).

1973;

Calpin &

Subjects receive training on

one set of role-play scenes and are assessed in a pre-post
fashion on the untrained generalization scenes.
ance increments on pre-post measures
evidence of generalization.

Perform

are interpreted as

Needless to say, generalization
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measures of this nature appear equally limited by the
demand characteristics of the clinic setting and motivation
level elicited by analogue measures.

Thus, the validity of

novel or untrained scenes as appropriate indices of general
ization can be questioned.
A second method of assessing generalization employs
the Extended Interaction Test (McEall 8s Lillesand,

1971).

The test involves one additional analogue scene in which
the prompt delivers his cue, the subject responds,

and the

prompt continues in a persistent fashion to make an
unreasonable request.

Greater perseverence on the part

of the subject is then assessed in an extended confronta
tion.

An obvious limitation of this generalization measure

is that it is restricted to only assertive responses.
A third technique for evaluating generalization relies
upon extra laboratory measures of social skills within the
subjects'

natural environment.

(McFall 8c Lillesand,

1971;

McFall and his colleagues

McFall 8c Twentyman,

1973)

have

developed unobtrusive measures of quality of social inter
action consisting of follow-up telephone calls.

A

confederate posing as a salesman delivers an unreasonable
request to the subject;

the subject's degree of assertion

constitutes the generalization measure.

This method is

also limited to assertion responses and involves needless
deception.
Other extra laboratory measures chosen by investigators

include observation of quantity or frequency of social
interaction and sociometric peer indices of popularity.
Several researchers

(Kirby & Toler,

1970; Oden & Asher,

1977) question the underlying assumption that increased
quantity of interaction presupposes increased social
competency and peer acceptance.

Reynolds and Risley (1968)

note that increased verbalizations of withdrawn children
actually reflected increased demand statements rather than
positive social behaviors.

Thus,

a withdrawn child may be

prompted to interact more frequently and still be armed
with a paucity of skills with which to interact appro
priately.

Gottman,

Gonso and Rasmussen

(1975) report

similar findings of the insensitivity of total peer inter
action frequency as a measure of outcome.

Their data

support the use of peer popularity measures.
children,

Popular

defined by high ratings on sociometric measures,

were found to be more socially skilled than unpopular
children and to interact differently with their peers.
Popular children have been shown to be more nurturing to
peers

(Moore & Updegraff,

1964) and to dispense social

reinforcement more frequently to peers (Gottman et aJ..,
1975) than their unpopular classmates.

It should be

remembered that unpopular children are not necessarily
actively rejected by their peers.

No consistent relation

ship has been established between measures of peer accept
ance and peer rejection (Hartup,

1970).

Peer rejection
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appears to be related to measures of aggression (Hartup,
Glazer & Charlesworth,

1967), while low peer acceptance

can merely reflect low positive stimulus value.

Thus,

a comprehensive assessment of a child's effectiveness in
peer interactions must then include measures of peer
acceptance and peer rejection.
In summary, most generalization measures employed
in previous studies with children rely solely on adult
judgments, which may or may not reflect peer evaluations.
Similarly,

sociometric devices may reflect peer acceptance

of interactions not shared by relevant adults in the
environment.

Thus,

it is apparent that further research

is required to identify appropriate measures

or

combinations

of measures of generalization toassess social skills
training in children.

The Present Study
The present study had three major purposes:

1) to

determine the effectiveness of a social skills training
program in five children within the laboratory setting,
2) to evaluate stimulus generalization of social skills
training with children,

and 3) to assess one technique

designed to facilitate generalization to non-clinic
environments.
From the review of the literature,
children,

adolescents,

college students,

it is clear that
and psychiatric

patients can be effectively trained to improve component
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social skill behaviors within the clinic setting.

It is

unclear, however, to what extent this newly acquired
behavior generalizes to the subject's natural environment
where behavioral difficulties were first apparent.

The

present study was designed to address this question and to
explore the effectiveness of one technique (homework) in
facilitating generalization.

Homework assignments requir

ing subject application of social skills to non-clinic
environments have appeared with promising results in recent
studies

(Falloon et a l . , 1977; Rotherhan,

1977).

Generalization measures included traditional
"untrained" scenes for comparison purposes with other
studies.

In an effort to tap the level of interpersonal

functioning of the children in their natural e nv ironments,
behavioral ratings of social interaction were obtained for
each child in the home and school environment.

Behaviors

assessed in this manner were selected according to an
a priori assumption of their relevance to social skills
training.

In addition, sociometric measures of peer accept

ance and peer rejection were obtained to assess the extent
to which training affected peer interactions.
Increasingly more work in clinical settings employs
single-case designs.

In their recent book, Hersen and

Barlow (1976) present innovative strategies for single
case studies as well as a critical analysis of designs
currently in use.

The present study employed multiple
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(four) replications of a single-case design.

In order to

investigate generalization effects in the natural environ
ments selected,

a multiple-baseline across settings

approach was chosen.
were clinic,

The three settings of interest

school, and home.

The study consisted of three phases.

See Figure 1

for a graphical presentation of this design.
involved baseline assessment of all measures.

Phase I
In response

to the need to assess positive as well as negative feelings,
five types of social behaviors were employed during training
to ensure a more complete evaluation of situation-specific
behavioral deficits.

Generalization measures within the

school and home environments were obtained in a standard
fashion throughout all phases of the study.

Changes in

level of performance on these measures across phases should
reflect treatment effects.
Phase II involved the initiation of social skills
training.

As in any therapy outcome experiment,

experi

mental controls must be provided to ensure that resultant
behavioral changes are due to treatment.

A multiple

baseline measures across subject design was employed to
control for effectiveness of treatment.

Onset of treatment

was staggered across subjects resulting in increasingly
longer periods of baseline assessment for replication
subjects.

Figure 2 illustrates this design.

Employment

of this manipulation permitted demonstration of effective-

Phase II

Phase III

SOC. SKILL
PLUS
SOCIAL SKILL TRAINING HOMEWORK
IN
SCHOOL

School

SOC. SKILL
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BEHAVIORAL MEASURES
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IN THE HOME
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HOMEWORK
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HOMEWORK
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ness of treatment.
During phase III, social skills training continued
for all subjects.

In addition, week one of phase III

involved homework assignments designed to facilitate
transfer of newly acquired social skills to the school
environment.

Homework was comprised of instructions to

practice specific skills acquired during training in the
natural environment.

Week two witnessed a continuation

of school homework with the addition of homework directed
to the home environment.
The study concluded with follow-up probes on all
measures two weeks and five months following the completion
of phase III.
It was hypothesized that acquisition of social skills
through laboratory training would result in improved parent
and teacher ratings of selected behaviors in the home and
school environments.

It was also expected that subjects

would be more accepted and less rejected by fellow class
mates following social skills training.

The introduction

of homework was hypothesized to facilitate generalization
of newly acquired skills to non-clinic settings.

Finally,

improvements associated with treatment were expected to be
maintained at follow-up assessments.

METHOD

Subjects
Five children ranging in age from 10-0 to 11-8 years
were recruited from the University Laboratory School asso
ciated with Louisiana State University to serve as subjects.
Each child was referred to the program because of diffi
culties with interpersonal relationships as described by
their parents and teachers.

Since deviation from the norm

in social skills was under investigation,

selection criteria

included children judged to be socially withdrawn (i.e.,
shy and unassertive) as well as those considered opposi
tional (i.e., aggressively assertive and manipulative).
Each subject met the additional criteria of at least three
deficient verbal and nonverbal target behaviors (e.g., poor
eye contact,
duration,

inappropriate verbalizations, brief speech

and long response latency) during baseline assess

ment .
Subject 1 was a 10 year old fourth grade female
referred because of her manipulative behavior with peers.
She was verbally abusive and physically intimidating when
in conflict with fellow students.

She was also described

as having difficulty accepting or offering help to others.
Subject 2 was a 10 year old fourth grade male referred
because of oppositional,

aggressive behaviors.

When in

conflict with peers, he was quick to respond with physical

2C
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force.

Subject 2 demonstrated poor impulse control and

frequently resorted to verbal hostility with classmates.
Subject 3 was an 11 year old sixth grade male referred
for aggressive,

oppostional behaviors in the classroom.

When frustrated by peers, he responded with verbal or
physical intimidation.

Lack of impulse control contributed

to his poor acceptance by peers.
Subject 4 was a 10 year old fourth grade male referred
in response to his inappropriate classroom antics and
persistent teasing of peers.

He was reported to have

difficulty expressing positive feelings towards others
without exaggerated clowning.

These behaviors reportedly

elicited negative reactions from classroom peers.
Subject 5 was an 11 year old sixth grade female who
was referred because of her difficulties in interpersonal
situations.

She experienced difficulty in accepting help

or compliments from others.

In addition,

Subject 5 was

unable to overtly express negative emotions (e.g., anger
or disappointment) when frustrated by others, but would
commonly respond with passive acceptance.
Experimental Setting
The behavioral assessment and training sessions were
conducted in a videotape studio with a triangle of chairs
arranged to accomodate the subject,
prompter.

a narrator and a

One portion of the room was enclosed and

contained the videotape recording equipment.

A male role
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model (undergraduate research assistant) was seated facing
the subject and delivered pre-determined prompts to facili
tate responses by the child.

Standard role-play scenes

involving interpersonal encounters were read by the narrator
(author) seated at the child's left.

The narrator also

provided initial instructions as well as feedback during
the training sessions.

Dependent Measures
Social Skills Tra in i ng .

The social skills assessment

instrument employed in this study was patterned after the
Behavioral Assertiveness Test for Children (Bornstein eit
a l ., 1977).

Additional scenes were constructed in an effort

to elicit five types of social behavior:
accepting help,

giving praise,

accepting praise,

priately resisting unreasonable requests.
scenes in each category,

giving help,
and appro

There were six

three involving male prompts and

three involving female prompts.

The test was randomized for

type of scene and sex of prompt.

One-half of the scenes

were used for training and one-half were administered on a
pre-post basis only to assess generalization from trained
to untrained scenes.
altered each session.

The order of scene presentation was
Appendix A contains a complete list

of role-play scenes.
Phase I of this study, baseline assessment,

consisted

of three administrations of a 20-item subset of the 30 roleplay scenes for all subjects.

The subset was varied on each

28

administration to include five novel generalization scenes
and 15 training scenes so that each generalization scene
received one-session exposure.

Social skills training was

evaluated employing a multiple baseline across subjects
design.

Therefore,

Subjects 2 and 3 received one additional

baseline session,

four in all, consisting of the 15 training

situations only.

Subjects 4 and 5 received two additional

baseline sessions, bringing their total to five sessions.
Therefore, number of baseline sessions for each subject was
as follows:
sessions,

Subject 1 = 3

sessions,

Subjects 4 and 5 = 5

Subjects 2 and 3 = 4

sessions.

All baseline

sessions employed the 15 training scenes.
Procedure for assessments throughout the training
period differed from baseline assessment solely in the
presence of generalization scenes.

The subject, narrator,

and prompt were seated in the videotape studio.

The

narrator explained the nature of the session to the subject
and instructed him/her to respond as realistically as
possible to the role-play situations.
found in Appendix B.

Instructions can be

After the subject demonstrated his/

her ability to consistently role play practice scenes,
assessment proceeded as follows:

a) narrator described

scene, b) role model delivered predetermined prompt,
c) subject responded.

Subjects'

responses were videotaped

each session and retrospectively scored for target beha
viors by trained undergraduate research assistants.
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Selection and Scoring of Target Behaviors
Appropriateness of content,
speech duration,
response,

ratio of eye contact to

smiling, physical gestures,

latency of

and overall social skill were the target behaviors

slated for assessment during baseline.

Behaviors consis

tently rated as low across baseline administrations for
individual subjects were considered deficient and thus
targeted for modification during training sessions.
Operational definitions of potential target behaviors
are listed below.
1.

Helping Behavior - verbal content of volunteering to
help someone;

scored on an occurrence or non-occurrence

basis for each scene.
2.

Appreciation

- verbal content of gratitude or thankful

ness; scored on an occurrence or non-occurrence basis
for each scene.
3.

Praise - use

of a positive adjective to describe a

person's actions (e.g., complimenting,
approving);

admiring, or

scored on an occurrence or non-occurrence

basis for each scene.

Exclamations in isolation are

not acceptable.
4.

Assertive Effectiveness - verbal content indicating the
subject's noncompliance to prompter's unreasonable
request;

scored on an occurrence or non-occurrence

basis for each scene.
5.

Assertive Appropriateness - verbal content indicating
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resistance by the subject to prompter's unreasonable
request and which provides information explaining this
resistance;

scored on an occurrence or non-occurrence

basis for each scene.
6.

Appropriate Intonation - scored on a three-point scale
with 0 indicating a very flat unemotional tone of
voice and 2 indicating a full and lively tone of voice.

7.

Ratio of Eye Contact and Speech Duration - the total
length of time,

in seconds,

that the subject looks

directly at the prompter was recorded.

The ratio was

determined by dividing the duration of eye contact by
the duration of speech.
8.

Smiling - scored on an occurrence

or non-occurrence

basis for each scene.

smile may occur

A scorable

during the time between the delivery of the prompt
and the end of the subject's response.
9.

Physical Gestures - scored on an occurrence or non
occurrence basis for each scene.
any hand,

Gestures include

arm, or shoulder movement appropriately

used for the situational scene.
10.

Overall Social Skill - All scenes

were rated indivi

dually on a five-point scale, with 0 indicating very
unskilled and 4 indicating very socially skilled.
Latency - time in seconds between end of prompt and
initiation of subject's response.
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Reliability of Behavioral Measures
Undergraduate research assistants served as raters for
all videotaped sessions.

Thirty percent of the sessions,

randomly selected, were scored by second raters to evaluate
interrater reliability.

At least one session per phase was

rated by a second judge.

Generalization Measures
A major goal of this research was to determine the
generalization potential for social skills training to
natural environments.

Two non-clinic environments were

selected for this purpose:
Behavioral M e a s u r e s .

school and home.
Problematic behaviors individually

determined for each subject were gleaned from parent and
teacher interviews.

Easily identifiable behaviors were

chosen for this measure (e.g., engaging in fights with peers
or siblings,

initiating cooperative work,

with a request,

refusing to comply

etc,) to facilitate ratings.

Parents and

teachers were provided with weekly data sheets with target
behaviors arranged vertically and days of the week horizon
tally along the left and top of the sheet.

Raters assessed

each behavior daily employing the following scale:
3 - performs behavior at least three times out of four;
2 - performs behavior about half of the time;
behavior about one time out of four;

0 - almost never

performs behavior when given the opportunity.
C for a sample data sheet.

1 - performs

See Appendix

Observers were requested to
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rate all behaviors at the end of each weekday during
Phases I-III and again at follow-up probes.

Ratings

were then averaged across behaviors daily to yield a
composite score.
Sociometric Measures of Peer Acc ep ta nc e .

All members

in the participating fourth and sixth grade classes were
asked by a female graduate researcher to complete a form
on which they were instructed:

Put a number 1 by the name

of the person in this class who you like the very best; put
a number 2 by the name of the person in this class who you
like the next best;

and put a 3 by the name of the person

in this class who you like third best."

This task was

presented as an independent research endeavor,

ensured

total confidentiality and in no way targeted subjects
involved in the social skills program.

Acceptance scores

were derived from this measure by computing the number of
positive choices received by subjects with first, second,
and third choices weighted 5, 3, and 1 respectively
(Hartup, Glazer & Charlesworth, 1967).

Measures were

taken at the beginning of Phase I, at the end of Phase
III and again at follow-up probes.
Sociometric Measures of Peer R ej ec ti on .

The procedure

followed that as stated for the sociometric measure of peer
acceptance except that instructions were as follows:

"Put

a number 1 by the name of the person in this class who you
dislike the most; put a number 2 by the name of another
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person in this class who you don't like;

and put a number

3 by the name of one person in this class who you don't
like."

Rejection scores were derived from this measure by

computing the number of rejection choices received by
subjects with first, second,

and third choices weighted

5, 3, and 1, respectively.
Inventories.

The Piers-Harris Children's Self Concept

Scale was administered to each subject on the first day of
assessment and last day of treatment.

The Piers-Harris

measures subject's self-perceptions of competency in peer
interactions.

Procedure
Following baseline assessment,

all subjects received

a minimum of three weeks of social skills training consist
ing of 30-45 minute sessions per week.

Consistent with a

multiple baseline across subjects design, baseline measures
were extended by one or two sessions for subjects two
through five.

Social skills training progressed in the

following fashion:

(a) Narrator described one of the 15

training scenes, prompt delivered predetermined cue, and
subject responded.

(b) Narrator provided subject with

feedback concerning target behaviors.

The order of concen

tration on target behaviors were individually determined
and dependent upon deficits apparent during the assessment
period.

No more than two target behaviors received focus

in a given session.

(c) Feedback was then discussed to

34

ensure subjects' understanding.

(d) The prompt then

modeled an appropriate response with special focus on
target behaviors.

(e) Instructions for appropriate

execution of target behaviors were given by narrator,
followed by subjects'

responding to scene a second time.

(f) Subject rehearsed response until narrator felt an
appropriate criterion of performance was reached.
(g) Training continued in this fashion until all training
scenes had been rehearsed.
Phase III began at the termination of three weeks of
social skills training and involved the supplement of home
work assignments directed towards practice of social skills
in two natural settings:

school and home.

Specifically, on

sessions 1, 2, and 3 following phase II, subjects were
instructed to practice specific skills acquired during
training in the school environment on the next school day
following the session.

These "practice" incidents were

recorded by the subjects in a notebook provided for this
purpose and were discussed at the next training session.
Appropriate feedback and reinforcement was provided at
this time.

In a similar manner,

sessions 4, 5, and 6

involved homework assignments directed toward the home
environment;
period.

school homework was continued during this

Thus, phase III consisted of two weeks of homework

assignments directed to natural environments.
With the completion of phase III, the study concluded
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with follow-up probes on most measures at two weeks and
five months post-training.

Five month follow-up social

skills data were unavailable for Subject 3.

Analysis of Data
Kratochwill and Brody (in press) caution that several
statistical procedures employed in N = 1 behavioral studies
are used inappropriately.

Statistical tests often require

large numbers of data points in each phase,

random assign

ments of treatments to phases and assumptions of independ
ence of measures for appropriate use.

However,

design

requirements of the social skills training program and
evidence of serial dependence of behavioral measures failed
to meet necessary test assumptions and,

as such, preclude

the use of statistical analysis.

Thus,

in keeping with the

tradition of behavioral research,

graphical data in the

present study were interpreted by visual analysis.

Statis

tical properties of data identified as relevant to visual
analysis

(Jones, Vaught & Weinrott,

1977; Glass, Wilson 8s

Gottman,

1975) are outlined below:

1) baseline stability,

2) variability of phases,

3) overlap of scores between

adjacent phases, 4) changes in trend,
level.

and 5) changes in

RESULTS
Clinic Measures
Table 1 presents a summary of interrater reliability
scores obtained for verbal and nonverbal social skills
target behaviors.

Percentage agreement scores were calcu

lated by determining the number of times raters agreed in
their ratings for an individual target behavior divided by
the total number of possible occurrences for that behavior.
Interrater reliabilities for.target behaviors recorded
within the clinic setting were consistently high for all
subjects.

Pearson correlations for composite social skills

scores were in the high .90's; percentage agreement for
individual target behaviors ranged from 81% to 100%.
Results of the multiple-baseline across subjects
analysis for social skills training are presented in
Figure 3.

Composite social skills scores for Subject 1

are horizontally displayed in the uppermost portion of the
figure.

Data for Subject 2 are graphically presented in

the second horizontal display.

The figure is completed

with the sequential horizontal display of social skills
data for Subjects 3, 4, and 5.

A vertical broken line

differentiates the three phases of the study —
treatment and follow-up —

baseline,

and illustrates the multiple

baseline across subjects design.

Responses rated appro

priate were summed across all scenes and target behaviors
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Table 1
Percent Agreement Reliability Values for the
Clinic Target Behaviors of All Subjects

Clinic
Target
Behaviors

Subjects
1

2

3

4

5

Verbal Content

99

100

97

97

99

Smiles

84

96

94

82

91

Gestures

93

100

99

81

100

Intonation

90

90

88

82

93

Overall Social Skill

87

86

85

85

89
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for each session.

The data points represent this composite

score divided by the total number of behaviors rated for
each session.

Thus,

each data point represents the percent

age of appropriate behaviors for each session.
The sequential introduction of treatment resulted in
substantial increases over baseline levels of social skills
performance for all subjects.

A detailed analysis of the

data for Subject 1 will be presented.
for Subject 1 achieved stability.

Baseline measures

Stability of baseline

provided a better basis for attributing later change to the
effects of treatment.

Similarly,

low variability within

and between phases was interpreted as suggestive of experi
mental control over the measures under investigation.

A

highly variable phase would imply the existence of other
potentially controlling variables not under direct investi
gation.

Also, mean treatment phase levels were found to

substantially increase over baseline levels with no overlap
of data points.

Absence of overlap provided convincing

support regarding the effectiveness of treatment.

Analysis

of data for Subjects 2-5 revealed similar findings.
In order to assess magnitude of change in performance
on individual target behaviors,

pre- and post-treatment

scores for individual target behaviors were calculated.
The number of responses rated appropriate for an individual
target behavior were summed across all scenes for the first
three days of treatment and again for the final three days
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of treatment.

Pre-treatment scores represent the composite

of the first three days of treatment divided by the number
of possible occurrences of the individual target behavior
in that time period.

Post-treatment scores represent the

composite of the final three days of treatment divided by
the number of possible occurrences of the target behavior
in that time period.
results.

Table 2 presents a summary of these

Comparisons of pre-post changes across subjects

revealed substantial improvements in performance on several
measures.

For example, ratings of appropriate intonation

ranged from .00 to .04 on pre-measures and from .60 to .98
on post-measures.

Ratio of eye contact to speech duration

increased from .02-.24 to .98-1.0,

and ratings of overall

social skill improved from .00-.04 to .53-.78 across
subjects.

At the conclusion of treatment all subjects

attained perfect scores on measures of verbal content
(i.e., assertion,

giving and receiving help,

receiving compliments).

giving and

Baseline deficiencies on these

measures ranged from .00 to .88 at the start of training.
On measures of latency of response and smiling, only
Subject 5 demonstrated enhanced performance
.00-.44, respectively).

(.51-.93 and

On measures of gesturing no

increases were found; Subjects 1 and 4 actually decreased
their use of gestures during the course of treatment.
All subjects receiving two week and four month followup probes maintained treatment gains well above baseline

Table 2
Pre-treatment and Post-treatment Ratios of Appropriate to Emitted
Behaviors for Individual Clinic Target Behaviors of Subjects 1-5

Clinic
Target
Behaviors

1
2
(pre-post)

(pre-post)

3
(pre-post )

Subjects___________
4
5
(pre-post )
(pre-post)

Latency

.91-1.00

.98-1.00

.89-1.00

.95-1.00

.51- .93

Smiles

.93- .75

.00- .00

.13- .11

.24- .40

.00- .44

Gestures

.15- .02

.00- .00

.00- .00

.38- .15

.00- .00

Intonation

.04- .60

.04- .91

.02- .98

.04- .98

.00- .93

Eye Contact/Speech Duration

.04- .98

.06-1.00

.02-1.00

.24-1.00

.04-1.00

Assertive Effectiveness

.77-1.00

.88-1.00

1.00-1.00

.77-1.00

.00-1.00

Assertive Appropriateness

.66-1.00

.66-1.00

.77-1.00

.66-1.00

.00-1.00

Giving Help

.88-1.00

1.00-1.00

1.00-1.00

1.00-1.00

1.00-1.00

Receiving Help

1.00-1.00

.77-1.00

.77-1.00

.44-1.00

1.00-1.00

Giving Compliments

1.00-1.00

.77-1.00

.77-1.00

.22-1.00

1.00-1.00

Receiving Compliments

1.00-1.00

1.00-1.00

.33-1.00

.00-1.00

.66-1.00

Composite Verbal Content

.88-1.00

.72-1.00

.78-1.00

.52-1.00

.61-1.00

Overall Social Skill

.04- .67

.00- .75

.02- .53

.00- .73

.00- .78
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levels on all measures.

Generalization Measures
Pre-Post M e a s u re s.

Training effects clearly general

ized to novel analogue scenes administered at pre-post probe
sessions only.

Figure 3 displays marked increases over

baseline rates of performance on these generalization
measures for all subjects.
Behavioral M ea s u r e s .

Individual behaviors rated in

the school and home settings are listed by subject in
Appendix D.

Also provided are the mean and standard

deviation values for baseline and treatment phases for
each behavior.

Average composite ratings were found to

be as sensitive to treatment effects as were individual
ratings.

Thus, composite ratings were employed in the

following analysis.
Results of the analysis of generalization effects
across multiple settings are presented graphically for
subjects (see Figures 4-8).

Composite social skills scores

for Subject 1 are graphically displayed in the uppermost
section of Figure 4 for comparison purposes with behavior
ratings in the home and school settings.

Composite behavior

ratings in the school setting are horizontally displayed
next, directly below clinic measures;

home composite beha

vior ratings for Subject 1 are graphed in the remaining
section of the figure.

The vertical broken line is used

to differentiate the phases of the study —

baseline,
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Figure 4.

Multiple baseline evaluation of composite appropriate behavior
ratings in the clinic, school and home for Subject 1.
Clinic
data represent percentage scores; school and home data represent
teacher and parent behavior ratings.
Heavy lines indicate mean
phase levels.
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Multiple baseline evaluation of composite appropriate behavior
ratings in the clinic, school and home for Subject 2.
Clinic
data represent percentage scores; school and home data represent
teacher and parent behavior ratings.
Heavy lines indicate mean
phase levels.
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Multiple baseline evaluation of composite appropriate behavior
ratings in the clinic, school and home for Subject 3.
Clinic
data represent percentage scores; school and home data represent
teacher and parent behavior ratings.
Heavy lines indicate mean
phase levels.
Four-month follow-up clinic data were not obtained.
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Multiple baseline evaluation of composite appropriate behavior
ratings in the clinic, school and home for Subject 4.
Clinic
data represent percentage scores; school and home data represent
teacher and parent behavior ratings.
Heavy lines indicate mean
phase levels.
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Multiple baseline evaluation of composite appropriate behavior
ratings in the clinic, school and home for Subject 5.
Clinic
data represent percentage scores; school and home data represent
teacher and parent behavior ratings.
Heavy lines indicate mean
phase levels.
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treatment and follow-up phases —

as well as to illustrate

the multiple-baseline across settings design.

Notice that

the treatment phase is subdivided into social skills train
ing and homework phases.

Homework was instituted in the

school setting for two weeks and in the home setting for
one week.

Data points in the school section of the figure

represent the sura of daily behavior ratings,
the teacher,

as assessed by

divided by the number of behaviors rated.

Data points in the home section were calculated by summing
daily behavior ratings,

as assessed by the parents,

divided by the number of behaviors rated.

and

All ratings were

converted to conform to a scale of 0 to 3, where 0 = high
frequency of negative behaviors and 3 = high frequency of
positive behaviors.

The data for Subjects 2-5 are displayed

in an identical fashion in Figures 5-8.

Home measures for

Subject 3 were rated at an optimal level throughout baseline
and treatment phases of the study and, thus, were not
included in the data analysis.
The data indicated that the social skills training
failed to generalize in the home and in the school.
one subject,

however,

For

a trend toward generalization of

training was found in the school setting.
Visual analysis of Figure 4 indicated that treatment
effects of social skills training for Subject 1 within the
clinic setting failed to generalize to behaviors rated in
the school and home settings.

The high degree of varia
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bility both within and between phases limited interpreta
tion of results.
negligible.

Changes evident in mean phase levels were

Finally,

the overlap of scores across phases

was too great to be convincing that a significant degree of
experimental control had been demonstrated.
Visual analysis of the school and home behavior ratings
of Subjects 2 and 3 and the school ratings of Subject 4
revealed a similar pattern of results

(see Figures 5-7).

Included in this pattern were extreme variability of data
within and between phases,

overlap of scores across phases,

and failure of mean phase levels to increase over baseline
measures.

Thus,

the data indicated a failure of social

skills training to generalize to school and home behavior
ratings of Subjects 2 and 3 and the school behaviors of
Subject 4.

While relative stability was evident in the

baseline data of Subjects 4 and 5 on home ratings

(see

Figures 7 and 8), excessive overlap of scores and absence
of mean phase level changes similarly indicated a lack of
generalization of social skills training for these subjects.
However,

a slight trend toward improvement was noted in the

mean phase levels on school behavior ratings for Subject 5.
In addition, baseline data for this measure was well stabi
lized,

variability was less pronounced and overlap of scores

was infrequent.

Thus,

social skills training resulted in

insubstantial gains over baseline levels in the behavior
ratings of all subjects within the home setting.

For one
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of the five subjects,

slight improvement was evident in

generalization ratings within the school setting.
Ho m e w o r k .

Visual analysis focused on changes in the

school and home behavior ratings of each subject which took
place between training and homework phases of the study.
Slight increases in the mean homework phase levels in the
home ratings of Subject 1 and both home and school ratings
of Subject 2 suggested a trend toward facilitation of
effects of the homework technique.
variability within phases,

However,

degree of

large overlap of data across

phases and relatively few data points make any firm conclu
sion concerning effectiveness of the homework technique
inappropriate.

Behavior ratings of Subjects 3, 4, and 5

were similarly characterized by this pattern of high vari
ability of data,

large overlap of scores and negligible

changes in mean phase levels as was found during the
training phase.

Thus,

introduction of the homework tech

nique resulted in insubstantial gains over training phase
levels for home and school generalization ratings.
Four month follow-up probes provided variable results.
School and home ratings for Subject 1 suggested weak gains
over baseline rates, while substantial increases were
evident in the school ratings of Subjects 3 and 5.

All

other school and home ratings were substantially similar
to baseline,
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Peer Acceptance Ra t i n g s .

The Mann-Whitney U statistic

was employed to compare peer acceptance measures for
treated and randomly-selected untreated subjects.
E provides a listing of pre-, post-,

Appendix

and follow-up test

scores on peer acceptance and peer rejection ratings for
all subjects.

Scores represent the sum of weighted accept

ance and rejection ratings for each subject by classroom
peers.

No significant differences were found between

groups on pre-test acceptance measures
or pre-posttest change scores

(U = 8; p = .210)

(U = 11; p = .421).

There

were both high and low acceptance scores in both groups at
pretest and at posttest.
ficantly different

Similarly,

groups were not signi

(U = 8; p = .210) at a four month

follow-up probe.
Peer Rejection R atings.

Analysis of peer rejection

scores revealed greater pretest-posttest change for subjects
receiving social skills training than for untrained subjects.
Treatment subjects and randomly selected classmates did not
significantly differ on pretest measures

(U = 9; p = .274).

However, an analysis of pretest-posttest change in peer
rejection scores indicates a greater improvement for treat
ment subjects

(U = 4; p = .048).

groups are displayed in Figure 9.

Rejection scores for both
Pretest, posttest and

follow-up peer rejection scores are presented in a tabular
format for trained and untrained subjects.

Scores represent

the sum of weighted peer rejection ratings for each subject.
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Peer rejection ratings for trained
and untrained subjects.
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In the treatment group all subjects showed improvement in
their rejection scores at posttest.

These changes ranged

from 3 to 40 points (See Appendix E).

In the comparison

group subjects 9 and 10 improved on this measure whereas
subjects 6, 7 and 8 showed an increase in their rejection
scores.

At the four month follow-up probe, no significant

difference was again found between treatment and comparison
groups (U = 12; p = .500).

Looking at individual scores,

four out of five subjects in each group increased their
rejection scores above posttest rates, most exceeding pre
test levels of rejection.

Only Subject 5 of the treatment

group and Subject 6 of the comparison group displayed
improvement in their rejection scores at follow-up assess
ment .

Self Report Measures
Pre- and post-treatment scores on the Piers-Harris
Children's Self Concept Scale were interpreted employing
norms published in the test manual

(Piers,

1969).

Table 3

displays pre- and post-treatment measures for all subjects
expressed as raw scores and percentiles.

Average scores

for children in Grade 4 through Grade 12 reportedly range
from raw scores of 46-60 and percentiles from 31-70.
A pre-treatment score of 68 (89%) placed Subject 1 in the
above average range with regard to self concept.

Pre-

treatment scores of Subjects 2, 4 and 5 all fell within
lower limits of the average range, while the score of
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Table 3
Pre-treatment and Post-treatment Scores on the
Piers-Harris Childrens Self Concept Scale
for All Subjects

Subjects

Pre-treatment Scores

Post-treatment Scores

1

68 (89%)

67 (87%)

2

49

(38%)

51 (44%)

3

44

(27%)

49 (38%)

4

49

(38%)

41 (21%)

5

47

(33%)

39 (18%)
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Subject 3 indicated a less than adequate self concept.
With a reported standard error of measurement of 6 points,
individual test scores must deviate a minimum of 10 points
for differences to be interpreted as significant at the
.05 level.

Pre-post-treatment difference scores ranged

from 1-8 points across all subjects.

Post-treatment scores

for Subjects 1 and 2 remained within the above average and
average range, respectively.

However, while post-treatment

scores suggested movement into the average range for
Subject 3 and into the below average range for Subjects
4 and 5, no significant differences were found.

Thus, no

significant change in measures of self concept was noted
for Subjects 1-5 as a result of social skills training.

DISCUSSION
The present study had three major purposes.

The first

was to replicate findings reported in the literature
regarding the effectiveness of social skills training with
children in a clinic setting.

The second was to evaluate

generalization of social skills training employing a variety
of measures.

The final major purpose of this investigation

was to assess a homework technique designed to facilitate
generalization to non-clinic environments.
Results of the present study are interpreted in this
discussion under several headings.

Data from the social

skills training program in the clinic setting are discussed
first.

These findings are then discussed in terms of each

of the generalization measures investigated:
home behavior ratings,
and rejection.

school and

and sociometric ratings of acceptance

This presentation is followed by a consider

ation of subject self-report measures of self concept and
evaluation of the effectiveness of the homework technique.
An integration of these results with theoretical and method
ological considerations is then offered.

Finally, the

discussion is concluded with a summary of results.
Social Skills Training in the Clinic
The multi-component social skills package employed in
the present study resulted in substantial improvements in
behaviors targeted in the clinic setting for all five
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subjects.

These findings replicate and expand upon those

of Bornstein et al.

(1977) and of Calpin and Cinciripini

(in press) in that the present study included a broader
range of positive analogue scenes.

The definition of

social skills offered by Combs and Slaby (1977) employed
in the present study emphasizes "skills that are of mutual
benefit to the user and others..." (p. 162).

The focus on

positive skills in the present study permitted identifica
tion of deficits in verbal behaviors related to giving and
receiving help, giving and receiving compliments,

as well

as appropriate assertion responses to unreasonable requests.
Previous studies reported in the literature have not
distinguished appropriate from inappropriate assertion
responses.

Specifically, De Giovanni and Epstein (1978)

state that researchers in the social skills area have
failed to adequately differentiate assertion from aggres
sion.

"Aggressive acts are defined as those directed

toward the achievement of one's goal at the expense of
others, while assertion involves self-enhancement without
depreciating and violating others'

rights" (p. 175).

This

definition of assertion is more compatible with that of
social skills employed in the present study.

Both mandate

consideration of mutual benefits to parties involved in
social interaction.

Prior studies have considered any form

of noncompliance by the subject as evidence of assertion.
Assertion and aggression were differentiated in the present
study by assessing the "appropriateness" of subjects1
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responses to unreasonable requests.
training,

At the conclusion of

all subjects performed in an optimal manner with

regard to verbal expressions of both positive and negative
emotions when assessed within the clinic setting.
In the present study, major consideration was given to
the assessment of generalization of social skills training
to the subject's natural environment.

A common method used

to assess generalization of social skills involves transfer
of training to novel analogue scenes (McFall & Twentyman,
1973; Bornstein et a l . , 1977; Calpin & Cinciripini,
press).

in

Novel scenes administered in a pre-post fashion

in the present study evidenced a substantial transfer
effect.

All subjects demonstrated enhanced performances

over baseline levels on untrained scenes administered at
the end of treatment.

Thus,

clinic measures obtained in

this study replicate two findings widely reported in the
literature:

1) social skills training in the clinic

effectively enhances social behaviors in children,

and

2) this effectiveness successfully generalizes to novel
analogue scenes administered in the clinic.
Generalization Measures in the Natural Environment
Behavioral enhancements over baseline levels were not
evidenced in the home behavior ratings of subjects.
only one of the five subjects,

For

slightly improved ratings

were noted in the school behavior.

Apparently, parents

and teachers did not judge the students' behaviors as
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appreciably improved following social skills training.
Thus, the hypothesis that training of target behaviors
in the clinic setting would improve problem behaviors in
the home and school was not supported by the data.
Dramatic improvements were observed on school measures
of Subjects 3 and 5 at the four-month follow-up probe.
One explanation for this improvement at follow-up is that
transfer of clinic-acquired skills occurred.

However,

interpretation of these follow-up data for school measures
is confounded by use of different teachers as raters.
Since training occurred in the Spring of 1979 and follow-up
data was recorded during the Fall of the next school year,
different teachers served as raters for training and
follow-up probes.

In view of the fact that Subjects 3

and 5 shared the same teacher,

it is probable that rater

bias accounts for differences found at follow-up.
Measures of peer acceptance did not improve in treated
subjects either at the end of treatment or at the four
month follow-up probe.

However, trained subjects were

rejected significantly less frequently by their peers
following training than randomly selected untrained class
mates.

These findings suggest that treatment transferred

to school behaviors to an extent that significantly affected
the judgments by peers.

At the end of treatment, each

trained subject was chosen less frequently as a classmate
who was strongly disliked than he/she was prior to training.
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However, treatment effects were not so powerful that
subjects increased in "overall popularity".

It should

be noted that even subjects who had relatively high accept
ance scores prior to training benefitted from the training
and evidenced decreases in rejection scores.
Unfortunately,

improvements in rejection scores for

trained subjects dissipated by the four month follow-up
probe when compared to the non-treated group.
cases, subjects'

In most

scores returned to near pretraining levels

or actually reflected increases over pretraining levels of
rejection.

Only the scores of Subject 5 continued to

improve at the follow-up probe.

It was also Subject 5

whose teacher ratings improved.

Results of this subject

constitute the only evidence of external validity supporting
the positive effects of training in the clinic setting.
Self Report Measures
Measures of self concept as assessed by the PiersHarris Children's Self Concept Scale did not indicate signi
ficant changes following social skills training.

Initial

scores for Subject 1 reflected a better-than-average self
percept prior to training.

Inspection of individual test

responses suggested that Subject 1 regarded herself as well
behaved,

intelligent, physically attractive, popular and

adequately satisfied with her life situation.

It is not

surprising, then, that her test scores did not improve
following social skills training.

The remaining subjects,
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however, displayed only marginal adequacy in their pre
treatment self concept scores.

Test responses indicated

feelings of inadequacy in regard to intellectual and
physical abilities, anxiety and dissatisfaction with them
selves.

Thus, improvement following treatment was expected

for these children.

Findings related to subjects'

self

concept suggest that improvements in social skills behaviors
demonstrated in the clinic did not significantly alter
subjects' perceptions of self adequacy.
Homework
Instructing subjects to practice newly learned social
skills acquired in the clinic setting did not result in
enhanced school and home behavior ratings.

It may be that

duration of the homework procedure was not sufficiently
long to effect noticeable behavior changes.

Subjects may

also require more specific instructions to be practiced in
the natural environment.
For the duration of the homework phase, subjects were
required to record "practice" experiences and to discuss
their efforts with the author as a means of ensuring that
homework was completed.

It is interesting to note that

the "practice" experiences most frequently described by
subjects involved interactions with peers.

It may be that

sociometric ratings better assess the enhancement potential
of the homework technique as utilized by subjects in the
present study.

Reduced rejection ratings for all trained

subjects immediately following treatment may,

in part,
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reflect effects of the homework technique on peer inter
actions.

Unfortunately,

due to the pre-post treatment

administration of peer ratings, comparative changes in
ratings throughout the treatment period are not available
for analysis.
Theoretical and Methodological Issues
A major concern of clinical research is that behavior
changes effected in the clinic setting actually make an
improvement in the c l i e n t ’s life.

Kazdin (1977) addresses

this issue in his call for the social validation of therapyinduced behavior change.

Ullmann and Krasner (1969) point

out that, particularly in the case of children, subjective
judgments by individuals other than the client form the
basis of referrals for treatment and for labeling indivi
duals as deviant.

Thus, Kazdin maintains that subjective

evaluations of behavior by significant others in the
client's environment

(e.g. parents,

teachers,

and peers)

should be included as important criteria for judging
behavior change.
Strupp and Hadley (1977) have formulated similar
concepts into a tripartite model of therapeutic outcomes.
They assert that applied researchers must take into account
three major parties concerned with the adaptive functioning
of an individual:

1) society (significant others in the

individual’s life), 2) the individual client him/herself,
and 3) the mental health professional.

Each party defines
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adaptive functioning in terms of his/her own unique needs,
goals,

and training,

and consequently each focuses on

specific aspects of an individual's behavior relevant
to these same needs and goals in determining behavior
change.

Strupp and Hadley (1977) contend that unless

investigators assess "the social and cultural ramifications
of therapy-induced change,

it is more or less meaningless

to speak of improvement" (p. 188).
The present study has focused on societal, individual,
and professional assessments of treatment outcome as
described by Strupp and Hadley (1977).

Three sources

of societal evaluations were included:

teacher ratings,

parent ratings,

and sociometric ratings.

Self reports of

self concept provided insight into the subject's perceived
effectiveness of treatment,

and the professional's assess

ment involved determination of training success in the
clinic setting.

Unfortunately,

a consensus was not reached

by all relevant parties with regard to treatment outcome.
Employing standards outlined in the literature,

the profes

sional determined treatment to be effective on the basis of
clinic observations.

In addition,

limited peer support for

treatment effectiveness was offered in the form of decreased
rejection scores immediately following treatment.

However,

these improvements were not maintained by most subjects at
the four-month follow-up.

No substantial behavior changes

were noted by parents and a trend toward improvement was
evidenced in teacher ratings for only one of the five
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subjects.

This subject also enhanced her improvements on

peer rejection ratings at the follow-up probe.

Closer

scrutiny of this subject may well provide insight into
the direction social skills training must take in the
future to ensure external validity.

That is, only Subject

5 generalized improvements in social skills outside of the
clinic setting and maintained improvements at follow-up.
Thus, consideration of subject variables (e.g. nature of
presenting complaint, motivation level, e t c . ) may be
important in predicting success of treatment.
What then is the final interpretation of results when
relevant parties fail to agree in their assessments of
behavior change?

What factors account for discrepant

evaluations of treatment outcome?

Several theoretical

and methodological issues relevant to the present findings
must first be addressed in order to provide answers to
these questions.
One critical issue implicit in a tripartite model of
therapy outcome involves values.

In formulating their

definition of social skills, Combs and Slaby (1977)
discussed the need to consider such issues as how the
value of a particular social skill was to be assessed, by
whom, and for whose benefit.

They,

like Strupp and Hadley,

acknowledged the importance of assessing the diverse
perspectives offered by the several relevant adults in
the environment, the peers, the professionals,
individual client.

and the

Combs and Slaby (1977) maintain that
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in settings where multiple assessment agents coexist,
divergent value opinions must be expected.

For example,

the trained appropriate assertions of a previously retiring
child may elicit negative evaluations from peers who have
grown accustomed to his/her compliance and from teachers
who view assertion as a disruptive characteristic in the
repertoire of a child.

Thus, the same behavior may receive

favorable and unfavorable ratings from various assessment
agents, creating conflict.
On more than one occasion during clinic training,
subjects in the present study confronted the author with
expressions of their conflict in values.

For example,

when instructed in the social implications of giving
compliments, Subject 1 protested that "we don't do things
like that in my class"

(i.e. compliment a peer).

She

perceived that peers would view her as "weird" if she
responded in the requested manner once she returned to
the classroom.

Similar protests were voiced by Subjects

2, 3, and 4 as training focused on target behaviors of
verbal content and appropriate intonation.

In contrast,

Subject 5 remained cooperative throughout the sessions
and expressed her belief that training would favorably
enhance her performance of social skills in the natural
environment.

Nevertheless, the behaviors, expressed

attitudes and apparent levels of motivation of Subjects
1-4 observably altered by their own report as a result
of this confrontation of values.
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Bandura (1977) considers corapatability of values and
anticipated consequences of behavior change to be two major
factors which influence subject motivation to change.
Thus, the strong negative reactions displayed by the
subjects in the present study are consistent with predic
tions from Bandura's position.

He suggests that subjects

respond to conflicts in values by expending little energy
on devalued activities.

Similarly, if subjects anticipate

negative reactions from others in response to newly
acquired skills, little motivation is engendered to
maintain these skills.

Bandura (1978) also proposes

that the subject's choice of values and reaction to
anticipated consequences of behavior influence environ
mental factors in a reciprocal fashion.

Environmental

factors influence the subject's initial choice of values
and provide information regarding potential consequences
of behavior.

Bandura goes on to say that "while behaving,

people are also cognitively appraising the progression of
events.

Their thoughts about the probable effects of

prospective actions partly determine how acts are affected
by their immediate environmental consequences" (p. 347).
The reciprocal relationship between subjects' value
choice and anticipated feedback from peers was expressed
by subjects in the present study.

As subjects'

discontent

with training procedures intensified, subjects began to
express their criticisms of the training to peers.

In turn,

according to student and teacher reports, classroom cohorts
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began to ridicule the subjects for their participation in
the program, thus intensifying anticipated negative conse
quences of their behaviors.

Combs and Slaby (1977) caution

that "social skills acquired in a clinical setting would
not be likely to be maintained by a child who returned to
either a classroom or a city street where opportunities
for cooperation were limited, where peers were unresponsive
to her(his) newly acquired skills, and where negative
behaviors were modeled and rewarded" (p. 164).
Thus,
outcome,

it appears that when evaluating treatment

consideration must be given to factors of subject

motivation, his/her desire for behavior change, and the
choice of values such behavior changes will reflect.

These

issues are most frequently encountered when dealing with
children who often do not initiate treatment.

If children

do not accept values offered by the therapist and cannot be
persuaded to do so,
clinic results.

investigators cannot be confident of

Behavioral changes evidenced in the clinic

may represent dramatizations staged by subjects to secure
an end to "treatment".
On the other hand, a client may accept the values of
training but be reluctant to apply his/her new skills in
non-clinic settings for fear of rejection by peers.

It is

recommended that future skills programs be broadened to
include analysis of cognitive factors which operate in the
various social systems of a subject's life.
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Several methodological issues also bear upon inter
pretation of the present results.

Inspection of behavioral

measures of generalization revealed a high degree of within
phase variability during baseline.

Thus, with great vari

ability in criterion measures encountered in the present
study,

large treatment effects would have been necessary

to demonstrate generalization of treatment effectiveness.
Variability of this magnitude can emanate from a variety
of sources.
suggest;

Kazdin (1977) noted that variability may

1) the effects of cyclical events (both physio

logical and learned), 2) that behaviors are being controlled
in sequence by a variety of stimuli resulting in drastically
varying performances in their presence,
recordings of behaviors.

and 3) unreliable

Only factors 2 and 3 will be

addressed in the present discussion.
It is not difficult to imagine that a variety of
controlling stimuli do exist in the school and home settings.
The effects of environmental receptivity to new behaviors
have previously been discussed.

Consideration must now be

given to the notion of ecological validity.

Ecological

validity refers to the extent to which situations assessed
in the clinic setting represent settings to which treatment
is expected to generalize (Brocht & Glass,

1968).

The

’’universe" of the home and school settings, together with
concomitant interactions of persons, settings, and circum
stances, cannot be controlled to the extent practiced in
the clinic.

Neither should these variables be ignored.
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With the demands of daily life and the variety of
situational factors which influence behavioral expectations,
it is unwise for investigators to assume that teachers and
parents will automatically be alert to subtle behavior
change and be consistent in their responses to subjects
once a behavior change is noticed.

The effects of anti

cipated consequences of behavior previously discussed
suggest that subjects are not likely to maintain behaviors
in an unresponsive environment.

For these reasons there is

a need to include components of parent and teacher training
in treatment packages dealing with problem children.

The

importance of consistency of responding on the part of
responsible adults has been well documented in the litera
ture of behavior management (Patterson, Cobb 8s Ray,
Forehand 8s King, 1977).

1973;

Inconsistency of parent and teacher

responses may be one factor reflected in the high vari
ability of subjects' behavior ratings in the present study.
Thus, systematic scrutiny of environmental variables in an
effort to discover useful treatment variables should be
undertaken.
With regard to the issue of unreliable measures,

reli

ability checks could be obtained from independent raters in
the home and school settings.

In this manner,

investigators

would be more aware of the accuracy of parent and teacher
behavior ratings.

However, this procedure is not only

costly with regard to time and money, but it loses sight of
the original purpose of obtaining subjective assessments.
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As previously stated, the subjective ratings of "signifi
cant others" constitute critical input in the evaluation
of treatment outcome research,
ability.

regardless of their reli

If, following treatment, a parent or teacher

persists in their opinion that a child is a behavior
problem, there remains a problem.

In view of the reciprocal

relationship of events, problem behaviors regardless of
origin (i.e. whether originating in the child or relevant
adults) influence the adaptive functioning of all involved.
It will be necessary to address teacher and parental
expectations for and their awareness of behavior change
at the outset of treatment.
Another methodological issue of interest involves the
specificity of social skills discussed earlier in this
paper.

It was maintained that specific behaviors may be

judged appropriate in one situation, while these same
behaviors are considered inappropriate under different
situational circumstances.

At present,

analogue scenes

"judged" by investigators to be representative of situations
experienced by subjects are employed in assessment and
training procedures in the social skills literature.
Research has not provided an empirically developed taxonomy
of social skills.

Persons of different ages face different

tasks and respond differently.

There is a "need to develop

diversified and individualized measures of social effective
ness for use as criterion measures....

Such measures

should be used more widely for two important purposes:
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1) selecting children to be trained, and 2) carrying out
"discriminant-validity" research to determine which trainable social skills are In fact valuable with regard to
the criterion" (Combs & Slaby,

1977, p. 195).

In the present study, problem target behaviors in the
school and home settings were gleaned from interviews with
teachers and parents.

Perhaps in future investigations

these targeted problem behaviors should also be employed
directly in the training program,

Combs and Slaby (1977)

call for the training of skills "valuable" to subjects;
improvement of skills directly related to "problem areas"
as targeted by relevant adults should be of some value.
In addition, the external validity of treatment effects
may be significantly enhanced if subjects were trained
specifically to improve their performance on teacher and
parent targeted behaviors.
Finally,

issues related to internal and external

validity are necessary considerations of any research
endeavor.

Discussion of the relationship between the

two is particularly relevant in assessing the present
day status of the social skills literature.

Over-emphasis

on either internal or external validity within a research
project can serve to ensure one type of validity at the
expense of the other.

When internal validity is maximized,

quite rigid and excessive controls are frequently necessary.
Results obtained under rigid, laboratory-like controls may
not generalize to groups or settings where such controls
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do not exist.

On the other hand, it is meaningless to

'generalize results of internally invalid procedures.

Thus,

it is typically better to conduct research under more
highly controlled conditions,

sacrificing external validity,

and later to perform experiments in more natural settings,
establishing greater external validity.

In view of pre

viously discussed theoretical and methodological issues,
future research in the area of social skills training needs
to incorporate a more effective compromise of the two.
Thus, the results of this study suggest that while
social skills training results in substantial changes in
the clinic behavior of children, generalization of treatment
effects to subjects' natural environments is limited.
Specifically,

it was found that all subjects generalized

training-induced improvements to novel analogue scenes
administered in the clinic.

In contrast, only 20% of the

subjects improved behaviors in a non-clinic setting and
maintained improvements at a four-month follow-up probe.
The assumption, then, that improved performance on novel
analogue scenes in the clinic infers generalization of
improvements to the subject's natural environment was not
entirely supported.

Training effects appear to generalize

in some subjects and fail to generalize in others.
Theoretical and methodological issues have been
addressed in this discussion in an effort to account for
these findings and to offer directions for future research.
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If one criteria for treatment success is generalization
of improvements to the natural environment,

it is suggested

that modifications of the social skills training "package",
as presently employed, be considered.

As previously

discussed, it will be important for investigators to
explore more completely both the social implications
for the subject and the consequences experienced by the
subject as a result of his/her participation in a social
skills program.
social skills,

Normative, age-based data regarding
such as that compiled by Williamson, Moody

and Granberry (in preparation), will permit more knowledge
able decisions by investigators regarding who to train and
what behaviors to include in training.

Provisions to

incorporate "relevant others" in the environment (e.g.
parents, teachers, peers) into the intervention process
may also be necessary to enhance generalization of clinic
training.

Potential conflicts may be avoided and, thus,

chances of treatment success augmented by coordinating the
goals, expectations and responses of key individuals in
the subject's environment.

In addition, the training of

specific behaviors judged deficient by individuals in the
natural environment may enhance generalization of treatment
effects,

Only from consideration of the complex nature of

social interactions can we expect to understand social
behavior and to effect relevant change.

SUMMARY
The effects of social skills training on targeted
verbal and non-verbal behaviors in the clinic setting were
assessed in five children judged deficient in social skills.
Generalization of training effects to two natural settings
—

home and school —

were also evaluated employing a

variety of measures.

Generalization measures included

parent, teacher and peer ratings.

Self report measures

of self concept were obtained as indices of subjectperceived changes due to training.

Four-month follow-up

probes were conducted to determine maintenance of treatment
effects.

In addition,

a homework technique designed to

facilitate generalization was evaluated.
The results demonstrated that social skills training
substantially improved subjects'
setting.

However,

performance in the clinic

limited transfer of training effective

ness to the natural environment was noted.

All subjects

generalized treatment effects to novel, analogue scenes
within the clinic.

Following the onset of training, only

20% of the subjects were rated slightly improved by
teachers, with no substantial changes found in the home
ratings of subjects.

Significant reductions in the

frequency of peer rejection of all trained subjects
noted immediately following treatment were maintained
by only 20% of the subjects at a four-month follow-up
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probe.

In addition, no significant changes in subjects'

self concept were reported following treatment.

Finally,

the homework technique failed to facilitate transfer of
training effects to the home and school environments.
These findings support the notion that social skills
training dramatically alters subjects' behaviors in the
clinic.

However, they did not support the hypothesis that

treatment effects necessarily generalize to social behaviors
exhibited in the natural environment.

Finally, the data

were discussed in terms of theoretical and methodological
issues relevant to social skills training in general.

REFERENCES

Asher, S.
Coaching socially isolated children in social
skills.
Paper presented at the annual meeting of
the Association for Advancement of Behavior Therapy,
Atlanta, December, 1977.
Bander, K. W . , Steinke, G. V., Allen, G. J. & Mosher, D. L.
Evaluation of three dating-specific treatment
approaches for heterosexual dating anxiety.
Journal
of Consulting and Clinical Psychology, 1975, 43,
259-265.
Bandura, A.
Self-efficacy:
Toward a unifying theory of
behavior change.
Psychological R e v i e w , 1977, 84(2),
191-215.
Bandura, A.
The self system in reciprocal determinism.
American Psychologist, 1978, 33, 344-358.
Bandura, A., Ross, D. & Ross, S.
Transmission of aggres
sion through imitation of aggressive models.
Journal
of Abnormal Social Psychology, 1961, 6j3(3), 575-582.
Barbee, J. R. & Keil, E. C.
Experimental techniques of
job interview training for the disadvantaged:
Videotape feedback behavior modification and
microcounseling.
Journal of Applied Psychology,
1973, 58, 209-213.
Bellack, A. & Hersen, M.
Research and practice in social
skills training. New York:
Plenum Press, 1979.
Berenson, J. K.
Behavior and attitude change in emotion
ally disturbed children through the combined use of
modeling, roleplaying and reinforcement.
Disserta
tion Abstracts International, 1975, 36(2-B), 901.
Bornstein, M. R . , Bellack, A. S. & Hersen, M.
Social
skills training for unassertive children:
A multiplebaseline analysis.
Journal of Applied Behavior
A n a l y s i s , 1977, 10, 183-195.
B r a c h t , G. & Glass, G.
The external validity of experi
ments.
American Educational Research Journal, 1968,
5, 437-474.
Buttrum, S. M.
The use of behavioral rehearsal, modeling,
projected consequences and cognitive modification in
assertive training.
Dissertation Abstracts Inter
nat i o n a l , 1975, 35(12-B), 6087.

76

77

Calpin, J. P. & Cinciripini, P. M.
Social skills training
in children.
(Unpublished manuscript).
Calpin, J. P. & Kornblith, S. J.
Training aggressive
children in conflict resolution skills.
(Unpublished
m a n uscript).
Christenson, A . , Arkowitz, H. & Anderson, J.
Practice
dating as a treatment for college dating inhibitions.
Behavior Research and Th e r a p y , 1975, 1 1 3 , 321-331.
Cowen, E . , Pederson, A., Babigan, H . , Izzo, L. & T r o s t , M.
Long-term follow-up of early detected vulnerable
children.
Journal of Consulting and Clinical
P s y c h o l o g y , 1973, 41, 438-446.
Crowder, J.
Teaching elementary school children the
application of principles and techniques of applied
behavior analysis.
Paper presented at the Ninth
Annual Convention of Association for Advancement
of Behavior Therapy, San Francisco, Calif.,
December, 1975.
Curran, J. P.
Social skills training and systematic
desensitization in reducing dating anxiety.
Behavior
Research and T h e r a p y , 1975, lj3, 65-68.
De Giovanni, S. & Epstein, N.
Unbinding assertion and
aggression in research and clinical practice.
Behavior Modi f i cation, 1978, 2^(2), 173-191.
Doty, D.
Roleplaying and incentives in the modification
of the social interaction of chronic psychiatric
patients.
Journal of Consulting and Clinical
P s y chology, 1975, 4J3, 676-682.
Edelstein, B. & Eisler, R.
Effects of modeling and
modeling with instructions and feedback on the
behavioral components of social skills.
Behavior
T h e r a p y , 1976, 7, 382-389.
Eisler, R. M . , Hersen, M. & Miller, P. M.
Effects of
modeling on components of assertive behavior.
Journal of Behavior Therapy and Experimental
P s y c hiatry, 1973, 4, 1-6.
Falloon, I. R . , Lindley, P., McDonald, R. 8s Marks, I. M.
Social skills training of out-patient groups:
A
controlled study of rehearsal and homework.
British
Journal of Psychiatry, 1977, 131, 599-609.

78

Forehand, R. 8s King, H. E.
Noncompliant children.
Behavior M o d i f ication, 1977, .1(1), 93-108.
Freedman, B. J . , Donahue, C. P., Rosenthal, L. 8c Schlundt,
D. G.
A social-behavioral analysis of skill deficits
in delinquent and nondelinquent adolescent boys.
Journal of Consulting and Clinical Psychology, 1978,
46(6), 1448-1462.
Friedrich, L. 8s Stein, A.
Prosocial television and young
children:
The effects of verbal labeling and role
playing on learning and behavior.
Child Development,
1975, 46, 27-38.
Gentile, A. S.
The effects of symbolic modeling and
behavior rehearsal on assertive training with prison
inmates.
Dissertation Abstracts International, 1977
38(1-B), 357.
Gladwin, T.
Social competence and clinical practice.
Psy c h i a t r y , 1967, 30, 30-43.
Glass, G . , Wilson, V. 8s Gottman, J.
The design and
analysis of time-series experiments.
Boulder,
Colorado:
Colorado University Associated Press,
1975.
Goldsmith, J. B. 8s McFall, R. M.
Development and evalua
tion of an interpersonal skill training program for
psychiatric inpatients.
Journal of Abnormal
P s y c h o l o g y , 1975, 84, 51-58.
Gronlund, N.
Sociometry in the classroom.
Harper 8s Brothers, 1959.

New York:

Hartup, W.
Peer interaction and social organization.
In P. H. Mussen (Ed.), Carmichael *s manual of child
p s y chology, Vol. 2, New York:
Wiley, 1970.
Hersen, M. 8c Barlow, D. H.
Single case experimental
d e s i g n s : Strategies for studying behavior change.
New York:
Pergamon, 1976.
Hollandsworth, J. G . , Jr., Glazeski, R. C. 8c Dressel, M. E.
Use of social skills training in the treatment of
extreme anxiety and deficient verbal skills in the
job-interview setting.
Journal of Applied Behavior
A n a l y s i s , 1978, 11, 259-269.
Hymel, S. 8s Asher, S.
Assessment and training of isolated
children's social skills.
Paper presented at the
biennial meeting of the Society for Research in Child
Development, New Orleans, March, 1977.

79

Jenkins, L.
Behavior rehearsal for high risk freshmen.
Journal of P s ychology, 1976, 92, 147-152.
Jones, R . , Vaught, R. & Wainrott, M. Time-series analysis
in operant research.
Journal of Applied Behavior
A n a l y s i s , 1977, 10, 151-166.
Kagan, J. & Moss, H. A.
Birth to m a t u r i t y : A study
in
psychological development. New York:
Wiley, 1962.
Kazdin, A. E.
Effects of covert modeling and model
reinforcement on assertive behavior.
Journal of
Abnormal Psy c hology, 1974, 83, 240-252.
Kazdin, A.
Statistical analyses for single-case experi
mental design.
In M. Hersen & D. Barlow (Eds.),
Single-case experimental d e s i g n s : Strategies for
studying behavior change. New York:
Pergamon, 1976.
Kazdin, A.
Assessing the clinical or applied importance
of behavior change through social validation.
Behavior M o d i fication, 1977, 1(4), 427-451.
Kratochwill, T. & Brody, G.
Single subject designs:
A perspective on the controversy over employing
statistical inference and implications for research
and training in behavior modification.
Behavior
M o d i f ication, in press.
McDonald, M.
Teaching assertion:
A paradigm for thera
peutic intervention.
Psychotherapy: T h e o r y , Research
and P r a c t i c e , 1975, 12, 60-67.
McFall, R. & Galbraith, J.
in assertion training.

Two studies examining feedback
(in press).

McFall, R. M. & Lillesand, D. B.
Behavior rehearsal with
modeling and coaching in assertion training.
Journal
of Abnormal Psychology, 1971, 77, 313-323.
McFall, R. M. & Twentyman, C. T.
Four experiments on the
relative contributions of rehearsal, modeling, and
coaching to assertion training.
Journal of Abnormal
Psy c h o l o g y , 1973, 83., 199-218.
Manderino, M.
Effects of a group assertive training
procedure on undergraduate women.
Unpublished
doctoral dissertation, Arizona State University,
1974.

80

Margolin, G. & Weiss, R.
Communication training and
assessment:
A case of behavioral marital enrichment.
Behavior T h e r a p y , 1978, 9, 508-520.
Melnick, J. A.
A comparison of replication techniques in
the modification of minimal dating behavior.
Journal
of Abnormal Psy chology, 1973, 81, 51-59.
Moore, S. & Updegraff, R.
Sociometric status of preschool
children as related to age, sex, nurturance-giving,
and dependence.
Child D e v e l opment, 1964, 35, 519-524.
Oden, S . & Asher, S.
Coaching childr e n i n social skills
for friendship making.
Child Development, 1977, 48,
495-506.
Patterson, G. R . , Cobb, J. A. & Ray, R. S.
A social
engineering technology for retraining families of
aggressive boys.
In H. E. Adams & I . P. Unikel
(Eds.), Issues and trends in behavior the r a p y .
Springfield, 111.:
Charles C. Thomas, 1973.
Patterson, G . , Hops, H. & Weiss, R.
Interpersonal skills
training for couples in early stages of conflict.
Journal of Marriage and the F a m i l y , 1975, 37, 295-303.
Paulson, T.
The differential use of self-administered
and group-administered token reinforcement in group
assertion training for college students.
Dissertation
Abstracts International, 1975, 36(1-B), 453
Phillips, L. & Zigler, E.
Social competence:
The actionthought parameter and vicariousness in normal and
pathological behaviors.
Journal of Abnormal and
Social P s y c h o l o g y , 1961, 63, 137-146.
Prince, H.
The effects of covert behavioral rehearsal,
modeling and vicarious consequences in assertive
training.
Dissertation Abstracts International,
1976, 36(10-B), 5277.
Prout, M.
An analogue study assessing the effects of three
training procedures on non-verbal assertive behavior.
The American University, 1974.
Rathus, S. A.
Instigation of assertive behavior through
videotaped-mediated assertive models and directed
practice.
Behavior Research and Therapy, 1973, 11,
57-65.

81

Rehm, L. P. 8s Marston, A. R.
Reduction of social anxiety
through modification of self-reinforcement: An
instigation therapy technique.
Journal of Consulting
and Clinical P s y c h o l o g y , 1968, 32, 565-574.
Rinn, R. & Markle, A.
Modification of social skills
deficits in children.
In A. Bellack & M. Hersen
(Eds.), Research and practice in social skills
tr a i n i n g . New York:
Plenum Press, 1979.
Robinson, N.
Using social modeling and rehearsal in
assertive training.
Stanford University, 1974.
In C. Twentyman & R. Zimering, Behavioral training
of social skills:
a critical review.
Progress in
Behavior M o d i f ication, 1979, 7, 319-400.
Roff, M.
Childhood social interactions and young adult
bad conduct.
Journal of Abnormal Social Psychology,
1961, 63, 333-337.
Roff, M . , Sells, B. 8s Golden, M.
Social adjustment and
personality development in children. Minneapolis:
University of Minnesota Press, 1972.
Rotherman, C.
The effects of programmed generalization
in the treatment of compliment phobic subjects by
assertive training.
Dissertation Abstracts Inter
n a t i o n a l , 1977, 38(4-B), 1901-1902.
Schinke, S. 8s Rose, S.
Interpersonal skill training in
groups.
Journal of Counseling Psychology, 1976, 23,
442-448.
Shoemaker, M. 8s Paulson, T.
Group assertive training for
mothers:
A family intervention strategy.
In E. J.
Mash, L. C. Handy 8s L. A. Hamerlynck (Eds.), Behavior
modification approaches to p arenting. New York:
Brunner/Mazel, 1976.
Slaby, R. 8s Crowley, C.
Modification of ccoperation and
aggression through teacher attention to children's
speech.
Journal of Experimental Child Psychology,
1977, 23, 442-458.
Stevens, T.
The effects of varying covert reinforcement
and covert behavior rehearsal instructions of
friendly assertive behavior:
An automated selfcontrol procedure.
Dissertation Abstracts Inter
n a t i o n a l , 1974, J34(9-B), 4678.

82

Strain, P., Shores, R. & Kerr, M.
An experimental analysis
of "spillover" effects on the social interaction of
behaviorally handicapped preschool children.
Journal
of Applied Behavior A n a lysis, 1976, 9, 31-40.
Strain, P. & Timm, M.
An experimental analysis of social
interaction between a behaviorally disordered
preschool child and her classroom peers.
Journal
of Applied Behavior A n a lysis, 1974, 7, 583-590.
Strupp, H. & Hadley, S.
A tripartite model of mental
health and therapeutic outcomes:
With special
reference to negative effects in psychotherapy.
American Psy c h ologist, 1977,
, 187-196.
Twentyman, C. & McFall, R.
Behavioral training of social
skills in shy males.
Journal of Consulting and
Clinical P s y c h o logy, 1975, 43, 384-395.
Ullmann, C.
Teachers, peers, and tests as predictors of
adjustment.
Journal of Educational Psychology, 1957,
48, 257-267.
Ullmann, L. P. & Krasner, L.
A psychological approach to
abnormal b e h a v i o r . Englewood Cliffs, New Jersey:
Prentice Hall, 1967.
Van Sickle, D.
Anxiety and assertive training:
A program
evaluation and therapy outcome study.
Dissertation
Abstracts International, 1975, 36(5-B), 2487.
Voss, J . , Arrick, M. & Rimm, D.
Behavior rehearsal,
modeling, and coaching in assertive training.
Unpublished manuscript, Southern Illinois University,
1978.
Winship, B. & Kelley, J.
A verbal response model of
assertiveness.
Journal of Consulting Psychology,
1976, 2, 55-84.
Wolpe, J. & Lazarus, A.
Behavior therapy techniques.
New York:
Pergamon Press, 1966.
Ziegler, J.
The effects of video-taped modeling and
behavior rehearsal through group training on
assertive behavior.
Dissertation Abstracts Inter
national , 1973, 34(4-A), 1566.
Zigler, E. & Levine, J.
Premorbid adjustment and paranoidnonparanoid status in schizophrenia.
Journal of
Abnormal P s y c h o l o g y , 1973, 82, 189-199.

83

Zi gl e r , E. & Phillips, L.
Social competence and outcome
in psychiatric disorder.
Journal of Abnormal and
Social Psy c h o l ogy, 1961, 63, 264-271.

84

Appendix A
Role-Play Scenes
Training S c e n e s :
1.

2.

4.

5.

6.

N:

Pretend that you're watching your favorite TV show.
Your friend comes over and turns on something you
d o n ’t like and says:

P:

I ’m going to watch this instead.

N:

One of the girls is hurrying to get her things
together to leave on her schoolbus.
Her books
spill all over, and she says:

P:

Oh, no.’ I ’ll miss my bus.
this stuff up.

N:

Imagine that your teacher asked you to collect all
the folders and pencils.
A friend of yours comes
over to help and he s a y s :

P:

I ’ll help you pick up everything.

N:

Mary has been chosen to be the narrator for the
school's Christmas program.
She is very happy
and says:

P:

Golly,

N:

Imagine that y o u ’ve just finished working on some
math problems.
Michael looks at your paper and
says:

P:

You really did a good job on those math problems.

N:

Steven is on crutches and is having a hard time
getting through heavy double doors.
He says:

P:

How am I going to do this?

I ’ve gotta pick all

they picked me to be the announcer.
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7.

8.

9.

10.

11.

12.

13.

14.

N:

You're walking home from school, and you drop
your books all over the sidewalk.
Your friend
helps you to pick them up.
As he hands you the
things he has picked up he s a y s :

P:

Here are your books, _________________ .

N:

Imagine one of the girls in class makes a pretty
design.
She says:

P:

How do you like my picture?

N:

Imagine you're playing football with some of your
friends and you've made a good play.
One of your
friends says:

P:

Boy, that was a good play.

N:

Imagine that you are in line to go to lunch,
one of the boys pushes you and says:

P:

Get out of my way.

N:

You have dropped your paper on the floor, and it
flies under the table.
Stacy stoops down to pick
it up for you, and she says:

P:

Here's your paper.

N:

Imagine that a friend has just finished building
a very hard puzzle.
He says:

P:

Look,

N:

Imagine you've just finished drawing a Halloween
poster.
Kim says:

P:

Wow, you really did a good job.

N:

You're out on the playground at recess, and one
of the boys runs past you and bumps you.
He
laughs and s a y s :

P:

Too bad!

and

I want to stand there.

I've finished my puzzle.
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15.

N:

One of the kids dropped his pencil in class
is stretching to reach it. He says:

P:

I'm-trying to reach my pencil.

and

Generalization Scenes:
1.

2.

3.

4.

5.

6.

N:

Y o u ’re playing a game.
One of the girls comes
over and takes the dice.
She says:

P:

I need these.

N:

You are working with a brand-new set of colored
markers, but the kid working near you has only
a few old marks-a-lots that he brought to school.
He says:

P:

Oh, I can't make a good picture.
so dried out.

N:

Imagine you're working on a class project for
Thanksgiving.
One of the boys lends you the
crayon you need, saying:

P:

Sure, you can borrow this crayon.

N:

One of the kid's mothers brings some home-made
fudge to the class party.
You taste it and find
that you like it very much.
She says:

P:

I hope you enjoy the fudge.

N:

It's your birthday and one of your friends has
made a special surprise for you.
She says:

P:

Here's a present for you.

N:

You and one of the girls in your class are playing
catch with a frisbee.
She makes a great catch and
says:

P:

Wow,

I caught it.'

My markers are
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7.

8.

10.

11.

12.

13.

N:

Imagine that you got a star for finishing some
hard schoolwork, and a friend comes over and
says :

P:

It looks like you did a nice job.

N:

Imagine it's your turn to have a special library
book.
Your friend leaves it on the table for you.
But one of the girls gets there first and says:

P:

I'm taking the book.

N:

Imagine you're playing at recess, and one of the
girls is having trouble learning to play a new
g a m e . She s a y s :

P:

Can you help me with this game?

N:

One of the boys in the class has brought some
Star Wars cards to school, and he's sharing them
with his friends.
He hands you one and says:

P:

Here's a Luke Skywalker card for you.

N:

Imagine one of your friends is being picked on
You get the other kids to stop.
He says:

P:

Thanks for stopping them.

N:

You've brought your Star War men to school, and
one of the boys breaks off the head of one of
them.
He laughs and says:

P:

Hey,

N:

Your friend wants to ride his bike but it's
broken.
The chain has come off and he can't
get it back on.
He says:

P:

Oh,

look,

the head came off.

I don't know how to do this!
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14.

15.

N:

Imagine that the classroom got a new tape recorder.
You've been trying to get it to run, but it won't
start.
One of the girls says:

P:

Want me to show you how it works?

N:

One of the boys is wearing a new shirt.
up to you and s a y s :

P:

What do you think of it?

He comes
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Appendix B
Instructions

Hi there,

(s u b j e c t 's n a m e ).

My name is (n a r r a t o r 1s

n a m e ) and this is (p r o m p t 's n a m e ).
some pretend games today.
sometimes.

We're going to play

I'm sure you imagine things

For example, maybe you pretend you are playing

with a friend.

Today we're going to imagine lots of

different things with you.

Sometimes w e ’ll pretend you

are with a classmate in school; other times we may pretend
you are working or outside playing.

Each time we will

imagine that you are doing something with someone else.
When I describe each scene,

I want you to really try to

pretend that you are in that situation.
To make it even more real,
he is in the situation with you.

(p r o m p t ) will pretend that
I will describe the scene

and (p r o m p t ) will say something to you just as if he were
one of your classmates.

When he finishes talking,

you try

really hard to pretend that he is your classmate and say
to (p r o m p t ) exactly what you would say if you were in that
situation.

Do you know what I mean?

OK, let's try a situation.

Pretend....

Name of Child:
Week o f :

Monday

Tuesday

Wednesday

Thursday

1. Initiates
coopera
tive work
with
peers
2. Fights
with
peers

3.

Friday

O
P
c+
p
CG
P*
(D
<D
<r+
Hj
O
4
►d
P
4
(D
P
c+
M
P
P

>
•P
(D
P
P.
H-

X
o

a

Please use the following scale in charting behaviors.:
3 - performs behavior at least three times out of four.
2 - performs behavior about half of the time.
1 - performs behavior one time out of four.
0 - almost never performs behavior when given the opportunity.

t-3
(P
P
O
tr
a>
4
M

CD
O

APPENDIX D

Individual School and Home Behavior Ratings

Baseline

Treatment

Behaviors Rated__________________________________________ X_________SD__________X_________SD
Sub.j ect 1
School
1. Responds disrespectfully
2. Participates in class without dominating
classmates
3. Makes disparaging remarks to classmates

2.50
1.50

.57
1.73

2.27
2.27

1.00
.78

1.50

1.00

2.08

51.08

2.75
2.00
1.25

.50
.00
.50

2.41
2.60
1.62

.88
.78
.71

.60
.40
1.00

.89
.50
1.20

.62
.62
.75

1.18
1.06
1.16

Home
1. Immature reaction to frustration
2. Complies with parental requests
3. Attempts to verbally manipulate siblings

Subject 2
School
1. Verbalizes faults of classmates
2. Disrupts class with noises and/or remarks
3. Cooperates in work group

Baseline

Behaviors Rated

i

Treatment

SD

X

SD

Home
1. Argues/fights with sister
2. Immature reaction to frustration
3. Cooperates with parental directives

2.14
2.28
2.42

1.21
1.11
1.13

2. 30
2.33

2.66

.73
.73
.48

2.31
1.33
1.16

.51
1.21
1.47

1.88
.30
.66

.33
.48
.50

1.50
2.12
1.12

1.19
.64
1.12

2.57
1.42
.85

.78
1.27
.69

.80
1.87

.83
.99

1.40
1.80

.50
.67

Subject 3
School
1. Verbally/physically intimidates classmates
2. Cooperates with teacher directives
3. Acknowledges rule-breaking

Subject 4
School
1. Responds disrespectfully
2. Disrupts work-groups with antics
3. Cooperates with teacher directives
Home
1. Immature reaction to frustration
2. Cooperates with parental directives

co
to

Baseline

Behaviors Rated

X

Treatment

SD

X

SD

Sub.ject 5
School
1. Actively participates in work-groups
2. Volunteers/responds without overt
nervousness
3. Assertive with teacher and/or peers
4. Attends to verbalizations of teachers
and/or peers

1.25
.37

.46
.51

1.62
1.00

1.06
.92

.00
.37

.00
.51

.25
1.75

.60
.70

.62
1.87

.91
.35

.75
1.80

.71
.61

Home
1. Immature reaction to frustration
2. Cooperates with parental directives
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Appendix E

Peer Acceptance Ratings
Subjects

Peer Rejection Ratings

Pre

Post

Follow-Up

Pre

Post

Follow-Up

1

10

9

12

5

2

19

2

1

1

0

51

11

50

3

1

1

0

37

28

40

4

18

13

19

15

6

11

5

0

5

0

13

8

3

6

0

0

1

72

77

58

7

24

19

21

0

3

7

8

5

5

6

0

4

9

9

5

5

2

44

30

42

10

2

4

6

2

0

5
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