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Preface

Dear readers,

The purpose of this book is to present clinical behavior analysis for children as it 
has been carried out and to describe elements that we consider fundamental to the 
understanding and practical application of it. We understand that this is a dynamic 
field that is constantly evolving, which can lead to different views of the same aspect 
of therapeutic practice and also to the constant transformation of the elements that 
make up the therapy. As editors, we chose to preserve the heterogeneity of perspec-
tives among the authors, since such divergences are representative of the current 
state of the art of the therapy presented here.

We realize that our field has been constantly changing as theory and practice of 
clinical behavior analysis are transformed. We suggest to all who propose to work 
in this field to keep constantly updated, to keep up with these transformations, and 
be able to work better and better.

Cheers,
Adriana, Ila, and Luiza

São Paulo, Brazil Adriana Suzart Ungaretti Rossi
  Ila Marques Porto Linares  
  Luiza Chagas Brandão   
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Chapter 1
Introduction to Clinical Behavior Analysis 
for Children

Adriana Suzart Ungaretti Rossi , Ila Marques Porto Linares , 
and Luiza Chagas Brandão 

In the literature of behavior analysis, a considerable number of publications offer 
clinical strategies to more effectively conduct the intervention with certain diagno-
ses (e.g., de Mattos Silvares, 2000; Silveira & Vermes, 2014), but there is still a lack 
of consultation materials that address practical aspects of the performance of the 
child behavior analytic therapist. The writing of this book was motivated by the 
need for literature that discussed these practical aspects. Thus, this and the follow-
ing chapters compile material written by therapists who share their views on theo-
retical and practical aspects of the care of children and describe the stages and 
challenges of the child psychotherapy process. It is worth noting that the population 
whose care was sought to contemplate in this book is up to 12 years, taking, as the 
upper limit, the definition of childhood of the Statute of the Child and Adolescent 
(Estatuto da Criança e do Adolescente, 1990, p. 1).

The child behavior analytic therapist, as the name suggests, has his/her practice 
based on the assumptions of behavior analysis, which, in turn, can be subdivided 
into three interrelated areas in a continuous process of reciprocal influence, namely, 
radical behaviorism, experimental analysis of behavior, and applied behavior analy-
sis. Radical behaviorism is the theoretical, historical, and philosophical arm of a 
science that proposes to study behavior. Experimental behavior analysis, in turn, is 
the arm in charge of producing and validating empirical data, by manipulating vari-
ables in controlled contexts. The experimental analysis of behavior aims to identify 
behavioral patterns through the inductive method, seeking predictability and control 
over the object of study. And, finally, the applied behavior analysis is the 
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technological arm, related to the creation and administration of tools for social 
intervention. Maintaining the dialogue with radical behaviorism and experimental 
behavior analysis, the applied behavior analysis proposes to produce techniques that 
guide the practice of professionals working in various contexts, including the child 
psychotherapeutic context (Carvalho Neto, 2002; Skinner, 1974).

For behavior analysis, behavior is the interaction between organism and environ-
ment – be it biological, physical, or social – and behavioral problems can only be 
understood by identifying the context in which they occur (Skinner, 1953/2003)1. 
Since this individual is part of a social group, this group exercises ethical control 
over each of its members, through its power to reinforce or punish. Within the 
group, there are “controlling agencies”, which manipulate particular sets of vari-
ables, operating more successfully than the group in general in controlling the 
behavior of individuals. Still according to Skinner (1953), these agencies are divided 
into government, religion, economy, education, and psychotherapy. The latter exerts 
control over the behavior of individuals, proposing to deal with emotional by- 
products and operant behavior of the coercive control, exerted by the social group 
over the individual.

Thus, the behavior analyst therapist understands that many complaints that lead 
individuals (or family members) to seek psychotherapy are by-products of exces-
sive or inconsistent control of the environment (Skinner, 1953), primarily the family 
and/or school. Associated with biological predispositions to the emergence of cer-
tain behavioral characteristics, behavioral excesses or deficits may result from 
group control strategies on the individual. Therefore, to manage such forms of con-
trol that can bring harm to the individual and the group, the therapist needs to under-
stand and act on such environments.

 Relevant Repertoire for the Child Therapist

Working with children differs in many ways from working with adolescents and 
adults, so the therapist who proposes to work with children needs to study the idio-
syncrasies and characteristics of this universe, as well as develop specific reper-
toires for working with this age group. The different objectives and roles of the child 
psychotherapist are discussed in greater depth throughout the book, but it is impor-
tant to emphasize that when working with children, this professional offers models 
of appropriate behavior not only for the child but also for the parents, exposing 
alternatives on how to relate more effectively with the child. Besides acting in a 
remedial manner, i.e., when problem behaviors already exist, the child therapist also 
has the opportunity to act on mental health problems in a preventive manner, mainly 
because the child’s phase is of intense development. It is worth pointing out that, 

1 The first date indicates the year of the original publication of the work, and the second date indi-
cates the edition consulted by the author, which will only be scored in the first citation of the work 
in the text. In the following citations, only the date of original publication will be registered.

A. S. U. Rossi et al.
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regardless of the reason for the demand for therapy, the professional should always 
reflect on his interventions in the light of the Code of Ethics of the Psychologist 
(Código de Ética do Psicólogo, 2000), as well as in the light of the Skinnerian ethi-
cal system (Dittrich & Abib, 2004), considering the implications of his actions for 
the individual and for the groups of which he is part.

In conducting the psychotherapeutic process, regardless of the age of the client, 
the therapist has, as one of its objectives, to teach behavioral repertoires that allow 
the client to deal with the consequences of aversive control exercised by the envi-
ronment, which are disabling or producers of suffering. In the care of children, 
psychotherapy also aims to intervene directly on environments that exert control 
over their behavior and that are producing undesirable by-products. Some examples 
of these by-products are fear, anxiety, anger, and depression, as well as excessively 
vigorous or excessively restricted behaviors (Skinner, 1953).

The development of therapeutic repertoire often occurs through classes, supervi-
sion, and discussions with more experienced therapists. To work with children, the 
professional must develop technical knowledge, bonding skills, and management of 
the therapeutic relationship, which differ from those necessary to work with adults 
and adolescents. The child therapist also needs to develop skills to conduct the work 
with parents and the school (Gadelha & de Menezes, 2008; Prado & Meyer, 2004), 
as well as with other environments in which the child is inserted. In addition, the 
therapist should also consider peculiarities inherent to the moment of development 
of these people.

Currently, it is understood that the individual is in continuous development 
throughout life, but there is emphasis on the study of childhood, since it is a time 
marked by very rapid changes. Events that occur during this period may have a 
decisive contribution to the biopsychosocial development of the individual (Papalia 
& Olds, 2000). Thus, it is of great relevance that the therapist who works with this 
public knows behavioral milestones of the various stages of development in child-
hood and thus identifies particularities that an individual presents in relation to what 
would be expected in typical development, as well as different sensitivities that he 
or she has to the environment. In addition, since such characteristics can impact the 
possibilities of interaction of the subject with his environment, they should be con-
sidered, because they can facilitate or hinder the application of certain interventions, 
as well as the learning of new responses during the therapeutic process.

Also making up the broad repertoire required of the child psychotherapist are 
skills that allow access to private events and the management of operant behavior in 
ways different from what is done with adults. To this end, tools derived from some 
therapeutic systematizations, such as the third wave therapies – for example, accep-
tance and commitment therapy (Hayes et  al., 2011), functional analytic psycho-
therapy (Kohlenberg & Tsai, 1991), and dialectical behavioral therapy (Linehan & 
Dexter-Mazza, 2009) – may be useful to the professional.

In addition to the skills necessary to access private events, skills related to the 
proposition of playful activities may also be of great relevance for the child thera-
pist. It is not uncommon among beginning therapists to observe a thirst for informa-
tion on playful strategies, such as suggestions of materials and activities that provide 

1 Introduction to Clinical Behavior Analysis for Children
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good results in the therapeutic process. However, it is important to be clear that 
before selecting any technique or strategy, adequate functional analyses of the cli-
ent’s behaviors should be conducted to then select play, games, or activities that can 
serve as appropriate auxiliary tools. The play strategies adopted should be consis-
tent with the objectives of each stage of therapeutic work. When properly designed, 
the objectives of the work with play strategies, the use of toys, stories, and artistic 
material are successfully achieved.

 Stages of the Therapeutic Process

A therapeutic process, in general, begins with an interview with parents or guard-
ians, with the clinical evaluation of the child, and with the definition of therapeutic 
objectives. This initial stage consists of a few sessions and has, as its main objective, 
the establishment of a functional analysis that allows the understanding of the com-
plaint behaviors and the planning of therapeutic behaviors. Functional analysis is 
understood as a basic tool for clinical work and, according to Skinner (1974), cor-
responds to the investigation of external variables of which behavior is a function. 
The behavior of an individual is taken as the object of therapeutic analysis. When 
analyzing the behavior of children, whose main external environments are the fam-
ily and the school, these institutions are considered important variables for func-
tional analysis and, therefore, are also usually involved in the therapeutic process.

Also with regard to investigating and explaining the child’s behavioral patterns 
and functional relationships, it is sometimes necessary to turn to other adults who 
deal with the children, including grandparents, uncles, babysitters, and other profes-
sionals with whom they have contact, such as teachers, physicians, speech thera-
pists, psychopedagogues, etc. Thus, investigations of the individual’s development 
and of his/her current repertoire, associated with adequate data collection, allow the 
design of robust functional analyses to then define the appropriate therapeutic 
objectives.

After conducting the initial analyses, which allow the development of an action 
plan for the therapeutic process, the therapist begins the intervention process itself. 
At this stage, the clinician starts with a survey of behaviors that need to be more or 
less frequent – identified based on the functional analyses – and selects behavioral 
management strategies that will enable these changes. Through playful strategies, 
the clinician gradually teaches alternative responses and reassesses the client’s rep-
ertoire, aiming to develop behaviors that will allow the child to be more successful 
in the challenges posed by the environment.

The work with the family can occur in different ways, namely, through parental 
guidance, parental training, and family sessions. These works, in general, aim to 
help the family implement control strategies that are healthier for the child and the 
group. In parallel, the school can be involved in the therapeutic process as a comple-
mentary context for intervention in the performance of those professionals who 
work there.

A. S. U. Rossi et al.
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The achievement of the management of the child’s behavioral excesses and/or 
deficits, through the development of more effective repertoires, and the implemen-
tation of parenting strategies developed in therapy for behavior control are condi-
tions to consider discharge.

Thus, it is evident the need to understand more deeply some components con-
cerning child therapy, such as the particularities inherent to the stage of develop-
ment in which clients are, the work objectives, the assessment and intervention 
strategies, the groups involved throughout the development of the work (child, fam-
ily, and school), and the skills that the therapist of this audience should develop and 
improve. Because it is a context with so many peculiarities and because there is a 
considerable scarcity of literature on working with this audience, naturally, a num-
ber of myths and frequent questions about the child psychotherapy process gain 
space. Some of these myths will be discussed below.

 Myths or Truths?

1. The child cannot know about the purpose of the work.
Answer: Myth. Sharing (or not) therapy goals with the child requires a case-by- 
case analysis. However, it is often helpful for the child to understand the reasons for 
going to therapy. Sharing goals with the child may even allow him or her to engage 
more actively in developing the repertoire needed to achieve some therapy goals.

2. It is important for the child to believe that they are going to therapy to play.
Answer: Myth. Generally, this type of interpretation by the child can be decon-
structed from the beginning of the intervention. Once again, the development of 
therapy combinations will depend on the functional analysis of each case, but in 
general, it is important that the child understands that the therapeutic environment, 
like other environments, also has rules and that, during the session, there are some 
behaviors that are expected of him/her. If there is an understanding that this is a 
space only for playing, the theme may be addressed with the child to help him/her 
understand that, although some moments may be reserved for playing, that space 
also includes conversations, structured activities, and different forms of interaction.

3. All activities should be developed through play.
Not all activities are usually developed through play, considering that other behav-
iors need to be worked on and that there are different effective ways to build reper-
toires with children, such as encouraging the reporting of situations, role-playing, 
plastic or graphic activities (drawing, painting, modeling, cutting, folding, etc.), 
building materials, watching videos, reading books, playing with dolls, animals, and 
characters specially selected for some purpose, etc. The therapist’s creativity is the 
limit to the development of intervention strategies that respect the moment of devel-
opment of the child and the therapeutic plan.

1 Introduction to Clinical Behavior Analysis for Children
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4. A consistent theoretical training supplements the need for supervision.
Answer: Myth. This statement disregards a number of skills that are not covered in 
theoretical training. Supervision will allow a more individualized look at important 
therapeutic skills to be developed for each professional. And beyond the role of 
therapist training, supervision allows for support in the individualized analysis of 
each case and the management of the challenges that a therapist may face during 
sessions.

5. It is always necessary to talk to parents for a few minutes at the beginning 
of the session.
Answer: Myth. This type of practice can have a number of implications for the 
therapeutic work, mainly on the bond with the child. Once again, the decision will 
vary according to the particularities of each case, and, in the same case, the decision 
may be made differently at each moment of the work. If the request comes from the 
parents, it is also important to evaluate what the function of this conversation prior 
to the session is and, based on this, decide what would be the best format of exchange 
with them. Sometimes parents may request to share some recent episodes with the 
professional, and if professionals consider that the minutes at the beginning of the 
session may be prejudicial to the progress of the work with the child, they may also 
propose to send information by e-mail and/or schedule times only with the parents.

6. Therapy can only happen if the child wants therapy.
Answer: Myth. No, the child in his or her vulnerable condition does not have the 
power to choose whether or not to be in therapy. In spite of this, it is fundamental 
that, if the child objects, the bond and the importance of the intervention are the first 
points to work on.

7. Therapy can become a crutch.
Answer: True. For this reason, the therapist should be aware of the gains of the 
process as well as the need to maintain therapy. It is important that the therapy also 
have, as one of its goals, the development of the client’s (and/or family’s) autonomy 
in relation to the aspects being worked on. Therefore, it is part of the therapist’s 
work to plan the generalization of therapeutic gains so that, in the relationship with 
his groups, the client can sustain the repertoire developed and, thus, conquer auton-
omy and independence from the therapeutic environment.

8. It is only possible to promote change by acting directly on the environment.
Answer: Myth. Not always. Although access to the child’s direct environment is an 
important therapeutic route, there are other ways to produce changes without inter-
vening in the environment. Many times, in the relationship with the therapist, the 
child is able to develop repertoires that can help him/her operate more effectively 
over his/her world, producing more advantageous conditions for him/herself and for 
his/her group. Through direct work with the child, it is possible to teach him/her to 
produce the environmental changes that may promote generalization and mainte-
nance of the therapy gains, even if there is no direct intervention in the environment.

A. S. U. Rossi et al.
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9. Child behavioral therapy is just a set of techniques to address a behavior 
that needs to change, and the same symptoms can appear in other ways 
because this therapy does not access covert responses.
Answer: Myth. Clinical behavior analysis for children looks at the individual 
broadly, and analyses of complaint behaviors involve the individual’s repertoire as 
a whole. All behavior is understood within a context and maintained by certain 
functions. Thus, intervention should be sought both on the behavior that requires 
change and on its maintaining variables. As we know, covert responses are products 
of experienced environmental contingencies, and such responses can become stim-
uli that precede other responses (covert or overt) and therefore contribute to the 
emission of other responses. Thus, to identify and control the maintaining variables 
of a given behavior, it is important that the therapist access covert responses.

10. Therapy with children should have a fixed time frame, usually it should 
only last a year.
Answer: Myth. The duration of therapy should be based on the needs of the child 
in question. There is no minimum or maximum duration of a therapeutic process. 
Therapy should last as long as is necessary for each case.

11. If the therapist doesn’t have kids, he can’t understand what’s going on.
Answer: Myth. This type of statement is not compatible with the therapist’s train-
ing, work, and acting competence. Thus, having children (or not) does not impact 
on the technical capacity of the professional nor on his/her ability to adequately 
manage the relationship with the client and the environments in which he/she 
intervenes.

12. If therapeutic work is not done, the maturation that occurs with 
development allows different psychological issues to be resolved.
Answer: Myth. Sometimes, throughout an intervention process, parents question 
whether the gains achieved were a product of the intervention conducted or whether 
the passage of time, by itself, may have brought a solution in relation to the issues 
worked on, simply because the child has “matured.” Certainly, the passage of time 
is one of several variables that make up “maturation”; however, if variables that 
maintain a behavioral excess or deficit remain in effect without any intervention, it 
is possible that, conversely, the passage of time become a factor that contributes to 
worsening the problems in question.

The aspects discussed in this chapter offer a small sample of how the area of 
child care has many particularities in relation to care with the adult audience. 
Throughout the book, several of these characteristics that make up the psychothera-
peutic care of children will be addressed in more depth. Certainly, there are still 
several topics that need to be further explored and investigated, and, therefore, we 
hope that the knowledge brought by this book will be a propellant for new discus-
sions, as well as for the production of experimental research, and applied to the care 
of children.

1 Introduction to Clinical Behavior Analysis for Children
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Chapter 2
The Clinical Behavior Analyst for Children

Luiza Chagas Brandão  and Márcia Helena da Silva Melo 

Reflection upon the responsabilities and duties of the child-analytic-behavioral 
 psychotherapist brings us back to the very meaning of being a psychologist, forged 
in the evolution of societies, cultures and which was organized in undergraduate and 
graduate curricula. To some extent, the way in which this organization occurs dis-
tances this knowledge from people and from institutions, which leads them to have 
different impressions of our work. Within this reasoning, when asking about the 
purpose of the work of the psychologist, of the psychotherapist, a plausible answer 
might be “to solve problems.” When adding to the question the terms child-analytic- 
behavioral, perhaps the answer does not change much: “solve behavior problems of 
children.” Such an answer, however, seems too simple, too simplistic, and too 
mechanical. The idea that the only role of the psychologist is to solve behavioral 
problems is part of a binary logic, reductionist and hierarchical, that there is pres-
ence and absence of problems and that attending the office of a professional once or 
twice a week can make the problems disappear and, furthermore, that this profes-
sional, who holds a certain knowledge, will solve unknown problems that are mine 
that I know nothing about. None of this makes sense.

We feel called upon, for deeper reflection, to present our position on the purpose 
of the work of the child therapist. In reality, this is not a question that has one single 
answer, nor many simple answers. This is the context of this chapter that aims to 
discuss different characteristics of the work of the behavior analyst who works with 
children in the office. Since it is a little discussed theme, the content presented here 
will be based not only on the literature but also on our experiences as psychothera-
pists and supervisors of services in this approach. It is important to point out that all 
the proposed divisions of roles attributed to the psychotherapist are merely didactic, 
since these roles overlap and interchange at all times, varying from case to case and 
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modifying throughout the therapeutic process. To reflect on this, stages of the thera-
peutic process will be described in line with what is proposed in Vermes (2012). For 
those who wish to have a deeper understanding of how to structure child care, we 
recommend reading this material.

Analyzing the therapeutic process chronologically, the beginning may be consid-
ered the moment in which one of the persons responsible for the child contacts the 
therapist or the psychological institution with the aim of seeking help to deal with 
some situation that is related to the child’s behavior and that is negatively affecting 
the family dynamics. Reflecting on what leads parents to seek psychotherapy for 
their child allows us to begin to understand the multiplicity of roles that the child 
psychologist plays. Often, the demand for psychotherapy is raised by the school or 
by a doctor, who indicates that some behavior(s) of that child may be harming its 
development and that the support of a psychologist may be beneficial.

Other times, the family itself seeks help because it has difficulty in managing a 
child’s behavior, or because it perceives a difficulty in the child’s interaction with 
peers, or even because it notices a difference in the child’s development in relation 
to other children. Each situation demands different actions from the professional, 
since families come to the clinic with particular understandings about what they 
expect from the service they are seeking. The individual histories of each parent 
with therapy and psychologists in general also make the family’s expectations about 
the work differ. It is necessary at this early stage for the psychologist to clarify what 
their role is and what parents can expect from the therapeutic process. It is the thera-
pist’s role to explain about the functioning of the therapeutic process, which includes 
practical aspects of establishing a therapeutic contract, such as periodicity and fees1 
and theoretical aspects.

The role of parents in establishing and changing behaviors generates the need for 
their participation in the therapeutic process, when theoretical aspects will be 
worked with them. Theoretical contextualization of care for the family helps parents 
to understand the dynamics of the therapeutic process and can help increase their 
engagement. We are talking, here, about the need for a posture in the work of com-
mitment and collaboration with parents, which establishes an interaction between 
equivalent and aligned partners in decisions, sharing goals, responsibilities, and 
resources. In this direction, psychotherapist and caregivers work in a horizontal, 
nonhierarchical relationship to design and implement actions for relevant issues, 
defined in agreement.

Given the multiplicity of possibilities that the family-psychotherapist encounter 
brings, it is safe to say that one of the roles of the child therapist is to be a good 
listener and observer. Listening and observation skills are the main skills of the 
psychologist in general; it is no different here. At the beginning or during the thera-
peutic process, with the child or with the parents, the professional must always be 
attentive to what is said and what is not said, since a careful data collection provides 
rich material for further functional analysis. Based on the assumption that listening 

1 For more details on establishing the therapeutic contract, we suggest reading Pergher (2011).
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and observation are practical skills (learned behaviors), which are developed 
throughout life and improved during clinical performance, exposure is 
fundamental.

In this journey, theoretical knowledge is the compass that will guide the entire 
therapeutic process, because the professional needs to know where to focus his 
attention, in search of answers to the questions that will help in the development of 
the work. There is no useless information, so that paying attention and recording all 
the information that can be apprehended will allow the formulation of more hypoth-
eses and more functional analyses, whether molar or molecular.

What about working directly with children? To do so, it is necessary to plan the 
activities that will be proposed throughout the sessions (including planning when 
the play will be guided by the child), always seeking to evoke those behaviors that 
one wants to observe (in this first moment of therapy and, later, intervening in a 
more planned manner, guided by the information collected). Here we find another 
of the child therapist’s roles, which is to know the universe of play and to manage 
child behavior. Such skills are rarely developed during the psychologist’s under-
graduate education, and it is up to those interested in working with children to 
develop these repertoires individually. It is worth saying that, in this process, having 
the support of a supervisor is highly recommended.

In other words, if you are not comfortable or enjoying the exchange that is hap-
pening in session, there is a high possibility that the child is also perceiving the 
behaviors related to these feelings, and this can greatly harm the development of the 
therapeutic bond. Becoming familiar with children, with playing, and with talking 
to them in a way that respects their level of development may be good ways to 
develop as a child therapist.

Following chronologically the flow of care, the next important role of the child 
therapist is that of “functional analyst.” Doing functional analysis is almost never a 
simple task, but it is the path to be followed by the psychotherapist who needs to 
understand more clearly what is happening in the different environments of the 
child, especially in the family sphere, which consequently will enable him to con-
tribute to the work with the family in a more profoundly effective and more trans-
formative way. This posture is certainly antagonistic to the focus only on the 
resolution of specific problems. The whole intervention proposed by the clinical 
behavior analyst is based on functional analyses of the complaint behaviors or rel-
evant behaviors (initially presented by parents and children), as well as broader 
analyses of the functioning of the client’s environment in general. It is part of this 
process to select which, among the data collected, are interesting for the under-
standing of the phenomena in question and which are missing, as well as ways to 
obtain them.

Completing a case formulation may help in this task and may facilitate the next 
step in the therapeutic process. Although conducting functional analyses is some-
thing that is studied since the early years of college, in the initial disciplines of 
experimental behavior analysis, the beginning clinician may realize that it is quite 
challenging to perform analyses in the clinical context, when the experimental con-
trol of the laboratory practically does not exist. At this time, the importance of 
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careful and extensive data collection is relived, since the clearer the information 
available, the more material one will have on which to draw in order to create func-
tional hypotheses. With these data in hand, a good start is to create a triple contin-
gency analysis table (antecedent stimulus-response-consequence), placing the 
behavior-question as the response, and try to fill in the antecedent and consequence 
fields with all the information obtained via report or direct observation. Supervision 
can be of great value to broaden and deepen the analysis and to plan the next steps 
more clearly.

Initial analysis carried out, the therapist should be able to transform a set of func-
tional analysis into intervention planning, to be discussed with the child and their 
guardians within the principles of partnership and co-responsibility that sustain the 
psychotherapeutic process. Planning is a task of which little is said, but it is one of 
the most relevant elements in the development of psychotherapy. Planning interven-
tion is to program in which behaviors to intervene, in what way and in what 
sequence, and, finally, where one wants to get with the therapy. This planning is, and 
should be, flexible; since therapy is like “changing the tire of the car with the car 
running,” the child’s universe does not stop changing after the analyses are done, 
and new elements are presented as time goes by.

Hence, one of the reasons why the evaluation process should occur throughout 
the therapeutic process. Despite the possibility of altering the planning throughout 
the work, it is important to know where to start and what one wants to achieve. The 
transformation of analysis into planning demands good, initially, and as the thera-
pist becomes more experienced, excellent theoretical knowledge of behavior analy-
sis  – understanding modeling and differential reinforcement, among other 
concepts  – and also how to use them in practice. In conducting the session, the 
therapist needs to be guided by theory. Once again, supervision can help a lot in this 
process! It is worth noting that the intervention plan in working with children may 
include not only the objectives of the work in relation to them but also the parents 
and the school, as will be explained in later chapters of the book.

What exactly does “transforming a set of functional analyses into intervention 
planning” mean? The following situation will seek to exemplify: suppose a child is 
brought to the clinic for yelling at his parents “out of the blue.” The parents cannot 
understand what is happening, but they can no longer stand such verbal violence at 
home and feel that they are not managing to educate their child as they would like. 
The therapist talks to the parents, holds some sessions with the child, and gets a lot 
of information. The analyses he carries out lead him to the hypothesis that the par-
ents tend to deny the child’s requests when she asks in a polite and kind way and 
provide what she requests when she yells. With these analyses, it is hypothesized 
that the complaint behaviors here are being maintained, because shouting provides 
access to reinforcers, while talking does not. Only this functional understanding 
allows us to elaborate an intervention plan focused on replacing the complaint 
behaviors with others that positively  alter the family dynamics and that do 
not bring damages, or at least minimize them, to the child, her parents, and eventu-
ally other family members.
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In this case, the therapist may plan an intervention that includes, for example, 
guidance for parents and work with the child focused on differentially reinforcing 
responses to ask in a polite manner, to the detriment of aggressive responses. Such 
interventions and guidance should always be done taking into account specific fam-
ily dynamics and also functionally analyzing the parents’ behaviors to increase the 
likelihood that the proposed changes will be effective and long-lasting.

It is worth an addendum on the moment of intervention planning: in addition to 
functionally analyzing elements responsible for the maintenance of current problem 
behaviors, taking into account the broader objective of the therapeutic process, of 
human development, it is worth thinking of repertories that can be taught that are 
not necessarily linked to the resolution of current problem behaviors but that can be 
related to the prevention of future problems. Collaborating to care for the context in 
which the child is growing up, in the family, school, and community dimensions, for 
example, produces gains for the family and society. To the extent that, as therapists, 
we participate in the construction of nurturing environments for children and their 
caregivers, we are collaborating to promote health and prevent health problems.

The field of prevention studies broadly describes risk and protective factors for 
the development of mental health problems. That is, it describes elements related to 
the greater or lesser likelihood of a problem, so that it is possible to work to prevent 
or interrupt the escalation of problems relevant to the individual and society. Thus, 
it is up to the clinical psychologist who works with children to know risk factors for 
the development of the most prevalent psychological problems and know how to 
identify their presence in the child’s context. With this, it is possible to arrange con-
tingencies and teach behavioral repertoires that allow minimizing these risk factors, 
promoting protective factors. Thus, when planning an intervention, it is pertinent 
not only to evaluate the contingencies that promote current complaint behaviors but 
also to analyze issues that may arise in the medium term, for example, during ado-
lescence, and plan actions that can prevent or minimize damage.

Once the intervention plan has been designed, taking into account current and 
future developmental needs, the time comes to talk to parents again and to discuss 
with them what was observed and analyzed in the first contacts with them and with 
the child. Here arises another role of the child therapist, the role of communicator. 
Technical and hermetic  language does not invite parents to dialogue, to collabo-
ration (in that sense that we approached in the opening pages). This language estab-
lishes distance and perhaps serves to prescribe rules to parents about what they 
should do. In this sense, it distances us from the working posture we advocate here.

It is up to the therapist to develop a way of communicating that conveys the tech-
nical information involved in his evaluation, but without neglecting to establish the 
necessary partnership. This – very difficult – skill is necessary from the first contact 
with the parents, since from the interview the therapist shares with the family infor-
mation based on theories and research, generally available in dense language diffi-
cult for lay people to understand. Sharing analyses and descriptions of functional 
relationships is a task that can be difficult, since they may touch on sensitive issues 
for family members. The role of translator of “behaviorese” into Portuguese is per-
haps one of the most demanding activities of the office of child therapist. Doing this 
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with empathy and taking into account the feelings of all involved is an eternal 
challenge.

This moment requires an empathic and sensitive look from the therapist, as well 
as didactic. It is common for parents to blame themselves for the difficulties their 
children face. Therefore, the clinician should avoid a blameful tone when describing 
the establishment of problem behaviors. The use of analogies and metaphors, as 
well as examples that may have happened during the sessions, can help parents 
visualize the functional relationships to be presented at this time, increasing their 
understanding and their possibility of appropriation of the process. These and other 
resources can be used in the construction of the therapeutic alliance with parents, 
since, in the work with children, in addition to the bond with the client himself, the 
establishment of a good bond with the family is fundamental for the progress and 
maintenance of the therapeutic process, since, in addition to having a significant 
part of the contingencies that maintain the child’s repertoire, they are responsible 
for the decision to continue therapy. This means that the therapeutic alliance with 
the family is an important predictor for the success of psychotherapy. Collaborating 
to build an environment that favors parents’ understanding and appropriation of the 
dynamics of the therapeutic process and the maintenance of behaviors – desirable or 
not – may increase engagement in the therapeutic process and facilitate the general-
ization of therapy gains.

With the family and therapist opting to continue the therapeutic process, a stage 
with a mainly interventional character begins (highlight the term “mainly,” since the 
evaluation of behaviors continues to occur throughout the therapeutic process). 
During the therapeutic intervention, the role of teaching new behaviors to children 
through behavioral strategies to help them overcome current difficulties and act as 
active agents of change in the intra- and extra-consultant environment comes into 
play. It is important to note here that this role is very different from that proposed in 
the early days of behavioral therapy, in the behavior modification era. It goes beyond 
reducing the frequency of inappropriate responses. The application of behavioral 
strategies here is one part of a much more complex whole. Behavior modification 
only makes sense and does not produce all the complications criticized back then, 
as part of constant analysis, which takes into account not only the child but his envi-
ronment. The behavioral strategies used will be those defined at the time of inter-
vention planning, seeking not only the specific transformation of a given behavior 
but the change of a broader repertoire in a sustainable manner over time, always 
taking into account the child’s full development and interaction with the environment.

In practice, this role includes, for example, ignoring inappropriate behaviors and 
reinforcing appropriate ones during play or reinforcing each target behavior in a 
modeling procedure. So does asking a child to help put away toys and ensuring that 
he does so, followed by clear expressions of approval. It’s teaching the behaviors 
that you’ve concluded, after analysis, that the child needs to learn, doing so in a 
playful and – preferably – reinforcing manner. Paying attention to the child’s behav-
iors can help the therapist identify if the space provided is being welcoming. Good 
signs are the child’s cooperation, smiling, bringing up issues spontaneously, and 
interacting affectionately with the therapist. In the context of the session, always 
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taking into account the holistic repertoire of the individual, rather than “taking” 
responses from the repertoire, the therapist’s role is to be a facilitator of the child’s 
process. This means programming contingencies to teach new repertoires that allow 
the child to obtain important reinforcers, in a sustainable manner in the environment 
to which he or she belongs.

Taking into account the integral development of the child, as the therapist has 
access to the client’s behaviors, he can observe aspects of that repertoire. At this 
moment, he may identify demands that go beyond the psychologist’s scope of work, 
and one more of his roles comes to the fore: to be responsible for making referrals 
to other professionals, establishing working partnerships. This is a role of vital 
importance in the holistic understanding of health and development, since, in many 
situations, other colleagues will provide the changes that the family needs at that 
moment. To fulfill this role, it is necessary that the therapist knows the work of other 
professionals who work with children, such as psychiatrists, speech therapists, 
occupational therapists, and psycho-pedagogues, among others. It is also desirable 
that the therapist understands what behaviors suggest the need for assistance by one 
of these professionals. It makes sense to think of professionals who work in con-
junction with the psychologist’s work, since this type of partnership brings gains for 
the child and his family.

More than knowing the goals of the work and understanding the importance of 
developing these characteristics of the child, it is important to know when to refer 
and how to make this referral so that the family feels welcomed and cared for. The 
family may feel overwhelmed with the need for more therapeutic work and may 
also have the need to control financial costs of yet another treatment and stop seek-
ing help. There may also be, on the part of the family, prejudice and resistance to 
some treatments, such as psychiatric. Referral is more than just informing that there 
is a need to work with another professional but a discussion of the therapeutic strat-
egy with the family, listening to their fears and concerns and making sure that the 
family feels genuinely cared for and welcomed. At times when the referral is really 
necessary, the child is the greatest beneficiary, and the therapist should channel his 
efforts to support the family in the search for the requested professional. This situa-
tion signals to the therapist the need to work in a multidisciplinary team, making 
periodic contacts with colleagues to ensure comprehensive care to the child 
and family.

When a referral to other professionals is chosen, it is also important to inform 
and explain to the child the need for this additional work – once again making sure 
to treat the child as an active participant in her therapeutic process. Often, the new 
work will be with a professional in a specialty with whom the child has no previous 
experience, so that it is part of the therapist’s role to explain the reasons for the 
referral and who the person is whom the child will meet – always taking care to use 
a language compatible with the child’s development, so that the child understands 
this as additional care. It is always important to welcome any feelings that the child 
may express at this time – which may range from fear and opposition to excitement 
and curiosity – in order to facilitate the first contact with the new professional.
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Expanding the understanding beyond the health x illness binarism, seeking a 
more comprehensive view of human development and mental health, allows look-
ing at the role of the child therapist in a broader way. Health is more than the absence 
of disease, so that the child therapist can help families beyond the longing for the 
extirpation of a problem. In line with the premise presented, one of the important 
roles of this professional is to look at the child’s development as a whole, seeking to 
understand barriers to their full development, and, from there, to draw up a plan 
with the family aiming at the child’s full development. The end of the therapeutic 
process will ideally occur when therapist, parents, and child understand that the 
family’s repertoire gains are sufficient for the child to interact with his/her environ-
ment without the need for psychotherapy support. More details about the assess-
ment of the child’s behavioral repertoire and how to work with the topic will be the 
subject of a later chapter.

Contrary to what a simplistic view might assume, the child therapist has func-
tions beyond superficially resolving the complaint, generally of parents, firstly 
because resolving complaints by itself demands various professional skills. To do 
this with care, empathy, and respect for all the people involved in the therapeutic 
process is quite demanding, not only from the point of view of workload but also 
from the emotional point of view. It is difficult not to get involved with the situations 
and difficulties brought by families with whom you work so closely, with contact 
often more than once a week. It is difficult to find the line that separates the inter-
ested and available therapeutic involvement from the “over involvement,” in which 
the therapist exceeds his personal limits to meet the demands of the case. It is 
important that the therapist has well established his personal values and objectives, 
so that it is easier to place limits on the work and avoid establishing a work marked 
by exhaustion, anxiety, burnout, and excessive questioning. This time, not only 
supervision may help but mainly an individual therapeutic process, which may help 
the professional to (re)know his/her limits and balance.

Finally, it is hoped that this chapter has broadened the reader’s view of the differ-
ent roles of the child behavior analytic therapist, both from the practical point of 
view, in the different moments of the clinical process, and from the reflective point 
of view. Keeping a critical eye on this complex role allows us to treat each child and 
family with the respect and ethics that the profession requires, without neglecting 
our own health. Being a child therapist demands a lot of work, even more so with 
the level of involvement and attention proposed in this chapter. Helping families and 
children to develop in a healthier and more harmonious way is, however, worth all 
the cost.
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Chapter 3
Child Development from the Perspective 
of Behavior Analysis

Tauane Gehm and Adriana Suzart Ungaretti Rossi 

If you are a behavior analyst working with children, you may have wondered how 
Behavior Analysis deals with the issue of child development. Child development 
may be considered a secondary issue for some, since much of the observed phenom-
ena could be explained through the concept of learning. On the other hand, some 
point to the need to look at biological aspects and patterns that are repeated in most 
children. In any case, childcare settings are generally permeated by age norms, by 
expectations of skill acquisition related to different phases, and by conceptions based 
on maturation. Thus, it is important that the behavioral psychotherapist can under-
stand and describe development, or the phenomena grouped under this label, in a way 
compatible with the radical behaviorist philosophy. This chapter was designed to 
meet, at least in part, this need. Therefore, in the following lines, we will present the 
analytic-behavioral concept of development, interpretations consistent with the 
approach on terms related to this label, and some questions that still exist in the area.

 What Is Development for Behavior Analysis?

In the analytic-behavioral view, development can be understood as progressive 
changes in the interactions between behavior and environment (Bijou & Baer, 
1961). The focus is not exclusively on organic or environmental variables but also 
on how the interaction between these variables occurs and changes over time. The 
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interactions are always continuous, interdependent, and bidirectional – that is, in a 
cycle that begins in fertilization and only ends with the death of the individual, the 
actions of an organism impact the environment, and this impact has a feedback on 
the organism (Vasconcelos et al., 2010).

The “progressive” aspect indicates that each observed change in behavior occurs 
not only influenced by current environmental variables but also by interactions that 
preceded it (Rosales-Ruiz & Baer, 1996). Developmental analysis considers inter-
actions that immediately preceded the change as well as any relevant historical vari-
ables (Rosales-Ruiz & Baer, 1996). What is observed, in general, is that previously 
acquired behavioral competences can become facilitating or hindering conditions 
for the construction of new competences. Moreover, the functions acquired by stim-
uli throughout history will influence how the environment will affect the organism 
and its actions at the moment analyzed, changing the present relations and facilitat-
ing or hindering new learning. Considering that historical aspects may even hinder 
new learning, it is important to highlight that the progressive character has no rela-
tion to the notion of progress, improvement, or single direction of development 
(Vasconcelos et al., 2010).

The study of development is diachronic, i.e., it analyzes the phenomenon over 
time. It does not, however, remove the need for a synchronic analysis, i.e., a func-
tional assessment of the present conditions and processes that are relevant for an 
interaction to take place (Gehm, 2013).

 The Issue of Age and Developmental Milestones

Although the study of development necessarily involves a temporal cutout – after 
all, to notice any change in a phenomenon, it is necessary to observe it in at least two 
moments – the mere passage of time should not be considered as the cause of the 
observed change (Harzem, 1996; Pelaez et al., 2008; Rosales-Ruiz & Baer, 1996). 
Often, changes are correlated to certain ages, and, therefore, confusion is often 
noted that leads people to interpret age as the cause. In the analytic-behavioral view 
of development, it is understood that changes always occur as a function of interac-
tions, not as a function of the mere passage of time. For example, a child normally 
begins to walk between 11 and 18 months. This is the average time it takes to expe-
rience enough interactions with the environment to enable the acquisition of motor 
coordination, muscle strength, and balance, among other repertoires and physical 
conditions that usually make up the act of walking. If, instead of living these inter-
actions, the child remains bedridden and immobile for the first 18 months of life, it 
will be difficult to learn to walk in this period, even though it has reached the age at 
which learning normally occurs. From this, we conclude that a child not walk 
because he/she is 18 months old, but because, over 18 months, interactions were 
made possible that culminated in learning to walk.

Once this is elucidated, it is worth asking, then, what would be the relevance in 
doing age or temporal analysis and/or categorization. Gewirtz and Peláez (1996) 
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suggest that temporal units can be used as descriptive, classificatory, or summary 
variables that indicate sets of responses more likely to be found in groups of people 
of the same age. In other words, it is a way to systematize which repertoires are 
expected at specific times in life. An analysis of the early years allows us to eluci-
date, in parts, how age regularities are constructed.

It is noteworthy that early life is marked by environmental regularities that favor 
the construction of similar developmental histories among the members of a spe-
cies. From fertilization to birth, the environmental context (uterus) and the organic 
conditions of embryos/fetuses are relatively similar in different individuals with the 
same gestational age. This makes it highly likely that organism-environment/
behavior- environment interactions are also similar across all, resulting in traits, rep-
ertoires, and learning tendencies common to most individuals at birth (Gehm, 2011, 
2013, 2017). Although environmental influences present during intrauterine life 
(i.e., use of certain substances, maternal health conditions, and stress experienced 
by the mother during pregnancy, among others) may lead to interindividual differ-
ences, including at the epigenetic level, this is possibly the time of life of greatest 
environmental and organic similarity between members of the species.

During the first months of life after birth, a baby’s needs are largely related to 
maintaining survival. Different infants have common needs, and so they select simi-
lar care responses from their environment. Although some environmental variability 
is allowed, it is still a time in life of great similarity, even across cultures. For exam-
ple, it is possible to choose to feed the infant on demand or at specific times (vari-
able component), but the vast majority of infants will nevertheless be fed milk 
through suckling responses (similar component). As in the prenatal period, despite 
some environmental variability, common aspects promote similar interaction histo-
ries and thus similar repertoires among infants, justifying the description of devel-
opmental milestones.

The increase in the child’s history of interactions with the environment is accom-
panied by biological changes and by expansion of the repertoire of environmental 
control, which results in increased possibilities of choice on innumerous aspects. 
After a few months, the individuals, already less dependent on contingencies espe-
cially directed toward maintaining survival and with histories of increasingly indi-
vidualized interactions, present greater variability of interests, experiences, and 
behaviors, and, consequently, there is a reduction in age classifications and in the 
stipulation of developmental milestones specific for each age.

Based on this, cultural contingencies are possibly the main responsible for the 
regularity of repertoire among individuals of the same age group, especially those 
provided by the school context. At school, relatively similar contingencies are 
established for learning specific behaviors at each age (Gewirtz & Peláez, 1996). 
Such contingencies are usually planned according to a standardized curriculum 
matrix among educational institutions, correlated to school years (Gehm, 2013). In 
Brazil, for example, there is the Common National Curriculum Base (BNCC), 
developed by the Ministry of Education (Base Nacional Comum Curricular, 2017, 
2018), which aims to guide the pedagogical proposals of all public and private 
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schools, establishing what knowledge, skills, and abilities are expected throughout 
basic education.

Therefore, added to a similar genetic makeup among individuals, relatively stan-
dardized environments early in life and common cultural contingencies throughout 
ontogeny produce age similarities. But how important is it to know what is expected 
at each age? Knowing whether or not a child has reached a certain behavioral expec-
tation at the expected time is useful when it opens up more relevant questions. Faced 
with frequent delays in different developmental milestones, the behavior analyst 
may ask: Why has that milestone not been reached? Are there organic conditions 
that are hindering learning? Is the child’s environment adequate to develop that 
skill? How should the environment be changed so that certain skills can be estab-
lished? Generally, questions like these lead to useful information, both for formulat-
ing a functional analysis and for planning and implementing appropriate 
interventions.

The description of what is expected in each age group, ideally, should be sought 
in the child’s community (Bijou & Baer, 1961). If the child already attends school, 
for example, it would be interesting to visit the place and compare the child’s reper-
toire to that of his/her peers of the same class and/or age. If it is not possible to 
compare the child’s repertoire with peers, for the early years of life, we suggest 
consulting development guidelines or handbooks usually provided by health 
agencies.

In short, as described by Gehm (2013, p.19), “it can be said that the main role of 
time in the analytic-behavioral study of development is to characterize the dimen-
sion throughout a study is elaborated. Whereas age, as a temporal dimension, can 
act as a descriptive variable, with which certain changes are correlated, in order to 
summarize and systematize information. Still, it is critical to understand that age 
and time are not causal factors.” The most important aspect is to understand what 
occurs during the passage of time. Once discrepancies are found between what is 
expected for a given age and a child’s repertoire, further investigation should be 
conducted to seek functional relationships and/or physical conditions that may be 
contributing to that scenario.

 Prerequisites and Behavioral Cusps

As mentioned earlier, development is progressive, and it is pertinent to analyze how 
historical and current conditions impact new learning. In this line, developmental 
psychology has described prerequisites for the acquisition of specific skills, that is, 
skills that, once learned throughout the history of the individual, become conditions 
for the acquisition of specific repertoires.

The adoption of the concept of “prerequisite,” however, is not unanimous among 
behavior analysts who study development. In Baer and Rosales-Ruíz (1998) and in 
Rosales-Ruiz and Baer (1996), its use is criticized, and it is suggested that the term 
could bring the perspective that, for the learning of certain repertoires, there would 
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be a fixed sequence of development. That is, the learning of a prerequisite (behavior 
1) would be a necessary, although not sufficient, condition for another specific 
learning to occur (behavior 2). Thus, there could not exist any situation in which 
behavior 2 would be learned before behavior 1. But how to prove that a given 
sequence is the only possible way for the acquisition of a repertoire? In the impos-
sibility of proof, the aforementioned authors suggest that the use of the concept is 
unproductive.

Gehm, on the other hand, proposes that the term be adopted without associating 
it with an immutable sequence. According to her, “in practical terms, if we know 
that the acquisition of one behavior increases the probability of issuing a second, 
[…] we have useful knowledge. That is, the term prerequisite may be convenient to 
the behavior analyst if it is adopted probabilistically” (2013, p.33). Therefore, any 
repertoire that, when learned, increases the likelihood of learning another would be 
a prerequisite. An example can illustrate this point: Kuhl (2011) proposes that sen-
sitivity to social reinforcement and sensitivity to language influence each other 
reciprocally during development. From a probabilistic definition, we can under-
stand sensitivity to social reinforcement as a prerequisite for language learning, by 
significantly increasing the probability of its acquisition. Such a conception may 
help explain not only how typically developing children acquire language but also 
why children with autism spectrum disorder show deficits in both sensitivity to 
social stimuli and language. Yet, it is possible that for those children, language 
learning is established through reinforcers other than social stimuli. Therefore, it 
would not make sense to point to social learning as a condition that would need to 
be met for language development but rather as a condition that would increase the 
likelihood of its development.

Regarding language expression, another example can also be cited. The first 
words are usually uttered between 12 and 24  months of age, when the child is 
exposed to adequate stimulation. In turn, self-control, an ability related to the sup-
pression of a preponderant response (i.e., the inhibition of a response with high 
probability of emission  – which would be under control of immediate conse-
quences – in favor of a response under the control of delayed consequences) begins 
to be observed between 3 and 5 years of age (Best & Miller, 2010). Would language 
be, a prerequisite for the development of self-control? According to Best and Miller 
(2010), 3-year-old children can already understand verbal rules, and understanding 
descriptions of contingencies or verbal rules may be important for the sensibility to 
delayed consequences. Language could then be a prerequisite – a condition that 
increases the likelihood – for the development of self-control.

Still based on the understanding of development as progressive, some behavior 
analysts have proposed the concept of behavioral cusps (Rosales-Ruiz & Baer, 
1996, 1997; Bosch & Fuqua, 2001; Hixon, 2004; Oliveira et al., 2009). The term 
was first coined by Rosales-Ruiz and Baer, who defined behavioral cusps as an 
interaction or a complex of interactions “that allows access to new reinforcers, new 
contingencies, new reinforcement communities, and, as a consequence, new behav-
ioural cusps, which are not always positive or desirable” (1996, p.219). This is 
therefore a crucial developmental change, which has effects beyond the change 
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itself. For example, when babies begin to crawl, access to varied environments and 
contingencies increases. Thus, they can reach toys and family members more easily; 
they can crawl after dogs and develop new interactions with them; they may have 
their muscles strengthened by exercise, facilitating the acquisition of walking; and 
they may begin to receive sanctions for accessing more dangerous objects, among 
other changes. Crawling would therefore be a behavioral cusp.

Such concept enables a type of reasoning that is interesting to applied behavior 
analysis: “what are the interactions that I, as an implementer, need to plan so that a 
boom of changes (i.e., access to new contingencies, learning, and reinforcers, 
among other aspects) occurs in the life of that patient?” For example, what would be 
the first intervention goal when faced with the case of a 10-year-old child who can-
not read/write, has no friends at school, has a poor relationship with the teacher, and 
displays task-avoidance behavior? The answer to this should arise from a functional 
analysis. However, it would be plausible to assume that the researcher, based on the 
concept of behavioral cusp and a compatible functional analysis, would choose 
reading/writing as the first target of intervention, even if this aspect was not the one 
that produced most suffering to the child. Learning to read and write would possibly 
change all of the child’s interactions in the classroom, possibly because of the fol-
lowing reasons: (1) make it more likely that the teacher would praise his/her behav-
iors, (2) make task-avoidance behaviors less likely, (3) allow for greater integration 
into everyday classroom activities; and thus (4) make it more likely that the child 
would develop good interactions in group activities and, perhaps, friendships 
with peers.

It is important to note that the concepts of behavioral cusp and prerequisites are 
complementary, so that both can serve for developmental analyses. Whereas a pre-
requisite is understood as a behavior that favors the acquisition of another specific 
behavior, a behavioral cusp is seen as a set of interactions that largely modify the 
individual’s life. In other words, when behavior analysts question themselves about 
prerequisites, they are looking at specific learning, whereas when they question 
themselves about behavioral cusps, they are analyzing interactions that can generate 
global changes in the subject’s relationships. It is worth noting that there is no 
impediment for the same behavior to be considered, at the same time, a prerequisite 
for specific learning and a behavioral cusp.

 Maturation

Developmental psychology generally addresses not only analyses of the impact of 
past behavioral interactions on new learning and relationships but also how biologi-
cal components play a role in determining change. The fact is that there is no devel-
opment without a biological body, which is in constant transformation. In 
developmental psychology, the term “maturation” is used broadly to refer to these 
biological transformations that an organism undergoes during life. Importantly, 
while maturational aspects influence and integrate changes observed at the 
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behavioral level, behavior-environment interactions to which an organism is exposed 
throughout life also impact its biological components.

According to this conception, it would be salutary to consider maturational 
aspects in the behavior analysis’ perspective of development. The problem, how-
ever, lies in the way maturational explanations are sometimes employed. The term 
maturation has already been criticized (Gewirtz & Peláez, 1996; Schlinger, 1995; 
Skinner, 1974) for being frequently associated with genetically determined develop-
mental plans, which would define which transformations individuals should undergo 
during life, despite their lived experiences. Explanations like these generally ignore 
the influence of the environment in determining behavior, assuming an invariable 
sequence of changes, which would not be compatible with the analytic- behavioral 
view of development.

Another problem with some maturational explanations lies in the lack of biologi-
cal evidences (Gewirtz & Peláez, 1996). That is, many times, such explanations are 
not based on research or direct observations of the biological phenomenon but 
rather on assumptions derived exclusively from the observation of behavioral 
changes (Gewirtz & Peláez, 1996; Rosales-Ruiz & Baer, 1996). Efforts to seek bio-
logical bases for behavioral changes have been observed (Tau & Peterson, 2010), 
but, not infrequently, it is noted that the attribution to biological factors is made 
recklessly, without the necessary substantiation, attributing, generically, to biology 
everything that cannot be explained with existing psychological concepts. For 
example, there are behaviors and sensitivities that are often understood, in our area, 
as exclusively determined by biological components, when, in fact, they also depend 
on the history of interactions between the behavior and the environment to occur 
(Gottlieb, 1997; Held & Hein, 1963; Kuo, 1967). The study by Held and Hein 
(1963) can illustrate this issue by demonstrating how the emergence of reflex behav-
ior is influenced by previous behavioral interactions.

Held and Hein (1963) investigated some determinantes of a paw-placement 
response in cats, which is considered an unconditioned response similar to the para-
chute reflex in humans. In this research, cats were reared, from birth, in the dark 
(visual deprivation) and, from the eighth week of life, were exposed to visual stimu-
lation (stripes) only for a few hours a day. Half of the subjects had their movements 
enabled during stimulation (“active”), so that the stripes changed as they walked. 
The others (“passive”) were tethered to a box, being passively transported during 
stimulation – so for them, the visual change was not contingent on walking. After 
that, the paw-placement responde was tested, and it was found that only the “active” 
animals presented the expected response. Their visuomotor experience, understood 
as the change in visual field as a function of walking, was apparently crucial for the 
development of the response. That is, specific histories of interaction between 
behavior and environment were necessary for the development of a reflex repertoire, 
so that the cause cannot be attributed exclusively to biological factors.

Another example refers to how some “unconditioned” sensitivities are estab-
lished throughout ontogenesis. Research by Gottlieb (1997) found that the sensitiv-
ity of ducks to the call of their own species is established through prenatal exposure 
to vocalizations emitted by the embryo itself within the egg and/or to vocalizations 
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emitted by other members of the species, whose sound penetrates the intra-ovine 
environment and reaches the embryo. In the absence of such sound stimulations, the 
“unconditioned” sensitivity to the species call is not established. Similarly, in the 
human case, the reinforcing value of some stimuli is established while still inside 
the womb. More specifically, research suggests that frequent exposure to a stimulus 
during the prenatal or neonatal period may result in increasing its reinforcing value 
or decreasing its aversive value – a process known as learning by exposure or famil-
iarity (Gehm, 2011; James, 2010). This concept allows us to understand, for exam-
ple, how sensitivity to the human voice, considered an unconditioned reinforcer, is 
established through the prenatal ontogenetic history of exposure to this stimulus and 
not only by maturational aspects.

Within the discussion on maturation, there is a tendency to give excessive or 
unfounded weight to biological factors. Although, it is undeniable that changes in 
the organism impact behavior, as well as changes in behavior alter the organism. 
Considering this, behavior analysis perspective highlights the importance of consid-
ering maturational aspects in a judicious manner, based on scientifically grounded 
biological factors and their interaction with behavior.

As suggested by Rosales-Ruiz and Baer, “[w]e do not deny that biology is impli-
cated in development, that is beyond doubt, but for us the important thing is to dis-
cover biology, not to invent it” (1996, p.  229). To illustrate the importance of 
exploring the physiological factors correlated to behavioral traits, let us take as an 
example the stress hyporesponsive period (SHRP) – a typically observed develop-
mental phenomenon that occurs over the first 14 days of life in rats and over the first 
12 months in humans. During SHRP, the endocrine axis known as the hypothalamic- 
pituitary- adrenal (HPA) axis is shown to be relatively inactive, and circulating cor-
ticosterone/cortisol levels are low, even though some stressors are present (Callaghan 
& Richardson, 2013; Gunnar & Donzella, 2002; Levine, 2001; Sapolsky & Meaney, 
1986). At the same time, in behavioral terms, lower responsiveness of organisms to 
aversive stimulation is noted (Callaghan & Richardson, 2013; Gunnar & Donzella, 
2002; Levine, 2001; Opendak & Sullivan, 2016; Sapolsky & Meaney, 1986).

Studies with rats indicate that, in this phase, a neutral stimulus paired with an 
unconditioned aversive stimulus ends up acquiring reinforcing rather than aversive 
properties (Moriceau et al., 2010). Such functioning allows greater adaptation to the 
environmental context experienced by the puppy. More specifically, the duration of 
the SHRP coincides with a period in which the pup is more dependent on maternal 
care – a period in which biting, stepping, and the imposition of painful stimulation 
by the mother on the pups are also observed (Moriceau et al., 2010). If aversive pair-
ings were formed in the same way as observed in adults, the mother could acquire 
aversive properties, being avoided by the pup – which would clearly bring disadvan-
tages for its survival. The end of the SHRP is close to the period when rats and 
humans begin to move independently, and therefore it is necessary to protect them-
selves from potentially aversive stimuli present in the environment.

The organic characteristics of SHRP (inactivity of the HPA axis and low corti-
costerone/cortisol levels) seem to help explain why pups learn to approach rather 
than avoid stimuli associated with pain (for a more detailed explanation, see 
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Opendak & Sullivan, 2016). Delving into SHRP is beyond the scope of this chapter, 
but it is worth mentioning that the biological features described can be considerably 
altered under atypical environmental conditions, such as in the absence of the 
mother, in both humans and mice (see Gunnar & Donzella, 2002). Thus, it seems 
that (1) there is an agreement between biological development and behavioral pre-
dispositions of each phase and (2) this biological development depends on the envi-
ronment in which the individual is inserted, occurring in different ways in typical 
and atypical environmental conditions.

Through the discussion on SHRP and its effects on behavior, it is clear that there 
is an important interaction between physiological and environmental conditions, 
determining how the course of individual development will unfold. It is of great 
importance that the behavior analyst also seeks to know the physiological changes 
and sensitivities of the organism to the environment that are specific to each moment 
of development, to guide his intervention and to better guide parents on how to 
conduct certain situations. To unveil the harmony between the changes observed at 
the biological level and those observed at the behavioral level, it would be important 
to have more initiatives to integrate the data already produced from the different 
sciences involved.

 Sensitive Periods of Development

As illustrated by the SHRP, there are organic and environmental characteristics that 
are more common in certain periods of ontogenesis. In these cases, it is not the age 
that determines the emergence of such features, but age descriptions become useful 
by allowing the systematization of phenomena common to most individuals at spe-
cific moments of ontogenesis. Among these phenomena, it is observed that certain 
periods of ontogeny are more favorable for the acquisition of specific repertoires, so 
that learning is highly likely in the face of appropriate stimulation. On the other 
hand, once this period has passed without the repertoire having been acquired, its 
learning may be hindered. Developmental psychology has called these moments 
sensitive, critical, or privileged periods.

Oral language can be used as an example to illustrate this issue. There is an accu-
mulation of evidence to suggest that exposure to appropriate stimulation during 
early childhood differentially favors oral language learning (Kuhl, 2011). Evidence 
from cases of extreme environmental deprivation, child neglect, congenital deaf-
ness, acquired brain injury, or learning a second language suggests that the lack of 
such stimulation in this age group, for most individuals, may result in greater diffi-
culty in acquiring oral language. Undoubtedly, for each of these conditions, there 
are intervening variables that should be considered in the analysis, but in general, 
compiled data indicate that when acquisition occurs later in life, learning may be 
deficient in some aspects, especially regarding phonetic and syntactic aspects (Kuhl, 
2011; Morgan, 2014). Therefore, it has been suggested that early childhood is a 
sensitive period for learning this repertoire.
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But what makes certain periods of time be more favorable for the acquisition of 
certain skills? Some authors have suggested that as life interactions occur, organic 
plasticity and behavioral potentialities become more limited – a phenomenon known 
as “canalization” (Kuo, 1967; Gottlieb, 1991). Once canalization occurs, contingen-
cies that could return the organism to its initial potentialities are unknown (Gehm, 
2017). Therefore, early life would be a time of lower accumulation of interactions, 
of less channeling, and, therefore, of greater potentiality for different learning. In 
addition, as already pointed out, some age groups correlate with specific environ-
ments (uterine environment for fetuses and intense maternal care environment for 
newborns, for example). Such environments are unlikely to be repeated in the same 
way later on. Thus, some stimuli are restricted to certain periods of ontogenesis. 
Finally, it is important to note that culture has norms based on age groups, in order 
to deal differently with individuals of different ages – for example, people use sim-
pler commands, articulate more phonemes, and play sonorous games with words 
with a 1-year-old baby who doesn’t speak, which would not happen with a 13-year-
old teenager who couldn’t speak. In other words, the verbal community is prepared 
to teach specific skills in certain age groups and not in others.

Based on this, it is considered that sensitive periods are multidetermined by mat-
urational and environmental variables. This is possibly a time in life when there is 
an optimal match between organic characteristics and environmental stimuli rele-
vant to the acquisition of a given skill. What should be emphasized here is that the 
behavior analyst should program teaching contingencies that are compatible with 
the individual’s development. One should take into consideration the existence of 
optimal moments for teaching certain skills, when organic characteristics and natu-
ral contingencies can be taken advantage of without further environmental arrange-
ments. On the other hand, once such settings are no longer available, it is up to the 
behavior analyst to think about how to arrange the environmental contingencies for 
teaching the specific skill, considering the history of that organism and its biological 
characteristics at the time of the intervention.

 Risk Factors in Early Childhood

The first years of life are usually considered critical for children’s development, 
with studies showing that early childhood experiences may have more significant 
influences on how the individual develops at molecular, brain, and behavioral levels 
than those observed in other moments of life (Meaney & Szyf, 2005; Pisani et al., 
2018; Szyf et al., 2008). Some conditions, when present early in life, seem to make 
individuals more vulnerable to the development of emotional, social, cognitive, and 
motor skills and competencies that deviate from what is desirable or expected in our 
culture. Such conditions or variables, named here as risk factors, may include bio-
logical and genetic attributes of the child and/or the family, as well as community 
factors that influence both the child’s environment and his/her respective family 
(Maia & Williams, 2005).
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Exposure to extreme stressful situations (e.g., early separation from caregivers; 
sexual, physical, and/or psychological abuse; maltreatment; childhood neglect or 
social deprivation) is considered to be one such risk factor for child development 
and, in conjunction with other factors, can negatively impact on the acquisition of 
language, cognitive skills, and on the ability to attach affectively and to regulate 
oneself emotionally (Carpenter & Stacks, 2009; Kreppner et al., 2007). A historical 
example that also illustrates how negative early experiences can be risk factors for 
development is the case of orphans in Romania. From 1966 to 1989, political 
maneuvers instituted by the then Romanian political head, Nicolae Ceausescu, put 
strong pressure on birth rates to rise in Romania. Births increased sharply, but fami-
lies could not afford to raise the children, who were then sent to shelters. Conditions 
in the shelters were extremely hostile, with poor hygiene, malnutrition, and a severe 
lack of emotional or verbal interaction. A year after the deposition of the Romanian 
leader, the case of the Romanian orphans gained international repercussion, and 
many families from other countries adopted the abandoned children. Several 
researchers approached the subject, and studies followed the development of these 
children, who were then adopted and placed in much more favorable living 
conditions.

Data obtained through longitudinal studies identified that children who were 
adopted, i.e., placed in favorable environments when they were still young, showed 
greater gains, in relation to several parameters assessed, than children who remained 
in institutions. Children adopted before 24  months, for example, tended to have 
more secure attachments with their caregivers than those adopted after this period 
(Smyke et al., 2010). Children adopted before 24 to 26 months also showed better 
stress response, better mental health, and better language development than children 
adopted later (Black et al., 2017). Still comparing different environmental condi-
tions to which Romanian children were exposed to and their implications, Wade 
et  al. (2018) assessed indicators of psychopathology among Romanian orphans 
aged 8 to 16 years. Data obtained through assessment conducted when all partici-
pants were 16 years old showed that those who remained institutionalized showed 
higher indicators of psychopathology when compared to those who were adopted at 
age 8. In addition, the group that was adopted at age 8 showed lower rates of exter-
nalizing problems.

But how do risk factors impact on development? To answer this question, it is 
important to look both at the conditions that resulted in the risk factor and at the 
cascade of events that occurred between the specific factor and the observed devel-
opmental outcome. It is worth asking, for example, what happened between the 
maltreatment experienced at the age of 2 (risk factor) and the difficulty in becoming 
affectively attached at the age of 20 (observed outcome). It is unlikely that some-
thing that happened in the first 2 years can, in isolation, explain an outcome observed 
in adulthood. It is necessary to look at a complex and individualized network of 
interactions to understand this relationship. For example, maltreatment may have 
continued throughout the individual’s history in all relationships experienced by the 
person, so that he or she may never have had the opportunity to be in a secure care-
giving relationship and thus learn to attach more adequately.
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The research on risk factors brings correlations between the events “risk factor” 
and “developmental outcome,” not committing to inform directly about causes. In 
other words, it is not possible to state that the risk factor caused a particular out-
come. However, correlational data allows the behavior analyst to be aware of some 
events that have a greater probability of influencing the establishment of certain 
conditions and to look at this in intervention planning. For example, when faced 
with the fact that maltreatment is a risk factor for attachment difficulties in adult-
hood, some aspects should be considered: (1) when faced with a child who suffers 
or has suffered abuse, the behavior analyst should ask himself how to organize the 
environment in such a way as to promote an adequate and secure attachment history 
from then on, since there is an increased probability that this child will become an 
individual with attachment difficulty; (2) when faced with an adult with attachment 
difficulties, it would be interesting to investigate the existence of a history of mal-
treatment, given that in the general population there is an association between the 
two; and (3) when faced with a community that presents child maltreatment, one 
should ask about the impact of preventing maltreatment in the family context on the 
later development of social bonds and, based on this, evaluate the relevance of pre-
ventive strategies.

Knowing risk factors has, therefore, practical relevance, allowing, among other 
things, a collection of data oriented toward their identification in the individual’s 
history, the elaboration of preventive strategies that prevent risk factors from becom-
ing established in the individual’s life and the elaboration of interventional strate-
gies in case prevention is no longer possible. In addition, one can encourage the 
creation of conditions that favor the development of protective factors. Protective 
factors can be defined as those factors that modify or change the individual’s 
response to some environmental condition that predisposes to an undesired out-
come, such as repertoires that improve or change the response of individuals to 
hostile environments, for example, problem-solving skills (Maia & Williams, 2005). 
In this sense, studies show that early interventions designed to remove or mitigate 
the effects of exposure to unfavorable conditions during specific periods of develop-
ment can prevent negative sequelae (Tarabulsy et  al., 2008; Welsh et  al., 2007), 
opening an important space for the behavior analyst.

 Final Considerations

In summary, development, understood as progressive changes in the interactions 
between behavior and environment, should be the object of attention of behavior 
analysts, especially those interested in the behavior of infants, children, and adoles-
cents. It is noteworthy that, in behavior analysis, most studies with humans have 
been carried out with individuals in adulthood, with little emphasis on the organic 
and environmental specificities of other age groups. Such knowledge could be 
directly transposed to children only if children were considered as mini-adults, 
rejecting the existence of particularities peculiar to this period. On the other hand, 
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the study of child development may allow the development of more adequate func-
tional analyses that consider the characteristics of individuals at different moments 
of ontogenesis, as well as more effective prevention and intervention strategies.

If, on the one hand, the study of development can be useful to the behavior ana-
lyst, on the other hand, the behavior analysis’ perspective can be useful to the devel-
opmental sciences. The history of developmental psychology is marked by age 
categorization and expectations about child behavior, often defining developmental 
milestones without clarifying how the environment should be arranged for such 
milestones to be reached. Perhaps one of the greatest contributions of behavior anal-
ysis is to denaturalize such standardization, elucidating the interactions that under-
lie the regularities observed among different individuals with regard to development, 
as well as assisting the planning of effective contingencies for the development of 
new skills.

In this sense, as mentioned earlier, changes observed throughout ontogenesis are 
often attributed exclusively organic causes, ignoring behavior-environment interac-
tions that may, in a complementary way, help explain the phenomenon. In this 
respect, it is also possible to see contributions of behavior analysis, by fostering 
explanations that consider the role of the environment in determining change. Such 
a proposal does not mean to diminish the value of organic variables in the analyses 
but to include them as long as they are scientifically grounded, also expanding the 
view to other variables that may influence the phenomenon. The limits, possibilities, 
and paths of development for different repertoires should, in an ideal world, be 
defined from scientific evidence coming, preferably, from different fields of knowl-
edge (such as biology, psychology, anthropology, and pedagogy, among others).

Finally, we highlight the importance of building new research that will allow, 
perhaps in the future, the construction of a compilation on the most important pre-
requisites for specific repertoires, on the behavioral cusps most relevant for healthy 
development in given contexts, on sensitive periods of development and their 
causes, as well as on the integration between maturational, cultural, and behavioral 
aspects in determining the regularities observed in the development of most indi-
viduals of a species. With this knowledge, the behavior analyst can assume a very 
important role in planning contingencies that ensure favorable conditions for child 
development, both at the individual level, for example, in the therapeutic context, 
and at the collective level, in educational institutions or in the construction of public 
policies.
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Chapter 4
Biological Influences on the Development 
of Child Behavior

Caio Borba Casella and Mauro Victor de Medeiros Filho

One of the definitions of human child development related to behavior analysis is 
the set of progressive changes in the interaction between organism (child) and its 
environment, in an interdependent and bidirectional process (Bijou, 1993). In this 
sense, this chapter aims to look at the organism, that is, at the genetics and biology 
of the individual as inheritance of the species and as individual characteristics for 
development in interaction with the environment. Along the chapter, it will be 
described phylogenetic aspects of the human species, the brain biology with empha-
sis on the prefrontal cortex, the interaction of the organism with the environment 
through the transactional model, and the temperament as biological base for the 
constitution of the individual’s personality.

 Phylogenetic Aspects

Charles Robert Darwin was a British naturalist who lived in the nineteenth century 
(Ayala, 2009). In 1831, he started a trip around the world aboard the HMS Beagle, 
which lasted until 1836. During this trip, he came into contact with different animal 
species in the Galapagos Islands and with fossils of extinct animals in Argentina, 
among other events that contributed to the elaboration of the theory of natural selec-
tion. The book On the Origin of Species by Means of Natural Selection was pub-
lished in 1859 (Ayala, 2009) and had a great impact on the way we see the emergence 
of the current animal species, including humans. An important point in Darwin’s 
work is that he considered behaviors and instincts biological characteristics, as 
much as physical characteristics. Thus, they would also be subject to natural 
selection. To help prove this idea, he studied certain behaviors in current species and 
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their evolutionary stages, trying to find behavioral traits common to different spe-
cies. Among the aspects analyzed were hive construction patterns and the enslave-
ment of one species of ant by another species, for example (Burghardt, 2009).

Darwin also argued that humans would not be the only animals to exhibit emo-
tional responses (Hess & Thibault, 2009), which is in line with the current view. 
Although more complex emotions are associated with the greater complexity of the 
cerebral cortex, which is phylogenetically more recent, more basic responses seem 
to be associated with structures such as the brainstem, which are evolutionarily 
more “ancient” (Damasio & Carvalho, 2013). Decety and Svetlova (2012) propose, 
for example, that empathic behaviors would be present in mammals, evolved from 
parental care behaviors. Parental practice, of great importance for mammals, already 
presupposes, to some degree, attention and response to the needs of the other, such 
as relief from pain or emotional stress.

Several brain structures are related to emotional behaviors in humans, such as the 
brainstem and limbic system, including the hypothalamus, parahippocampal cortex, 
amygdala, and interconnected areas (such as the basal ganglia and anterior insular 
cortex), as well as projections to the orbitofrontal and anterior cingulate cortex 
(Decety & Svetlova, 2012). However, the basic affective states and their corre-
sponding neural structures would be analogous in all mammals (Decety & Svetlova, 
2012). Even nonmammalian animals have responses that can be interpreted as emo-
tional behaviors (Damasio & Carvalho, 2013).

 The Prefrontal Cortex

The neocortex, the evolutionarily most recent cortical part associated with more com-
plex cognitive functions, showed an increase in volume, relative to overall body size, 
throughout evolution (Fuster, 2002). Among its structures, the prefrontal cortex 
(CxPF) can be highlighted, which was one of the last areas of the neocortex to develop 
and, proportionally, showed an even greater growth than other cortical regions (Fuster, 
2001). It is estimated that it would correspond to about 3.5% of the cat’s cortex, 12.5% 
in the dog, and 17% in the chimpanzee, until reaching its highest proportion in the 
human cortex, corresponding to about 30% of it. This increase in CxPF would be 
strongly related to the evolution of cognitive functions, such as language.

The CxPF is connected to several sensory and motor cortical areas, as well as to 
subcortical structures, receiving information and being able to influence these areas 
(Fuster, 2001; Miller, 2000). Thus, it constitutes a necessary framework for the per-
formance of more complex behaviors. This cortex is associated with activities that 
require greater integration and cognitive control, such as memory, planning, 
decision- making, inhibitory control, and execution of actions (Carlen, 2017; 
Fuster, 2001).

According to Emond et al. (2009), it can be subdivided into three smaller areas: 
ventro-orbital, medial, and dorsolateral. The first two, with connections to the brain-
stem and limbic system, have a role in the control of instincts, impulses, and 
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emotional behaviors (Fuster, 2001). The dorsolateral CxPF, on the other hand, 
would be associated with temporal organization functions of behavior, such as tem-
porally integrating the necessary information to achieve a certain goal. For this, it 
uses the operational memory and the preparatory set for action, articulating reten-
tion and protension, which is necessary for the various spheres of behavior, such as 
speech (Fuster, 2001).

As occurred in the development of the species, the CxPF is also one of the last 
structures to complete its development throughout the life of the individual, accord-
ing to parameters such as cortical thickness, white and gray matter volume, synaptic 
density, and degree of development of dendrites (Fuster, 2001; Teffer & Semendeferi, 
2012). Brain areas associated with sensory functions develop first, followed by the 
temporal and parietal cortex, which act in the association of these sensory stimuli. 
Areas associated with more complex cognitive functions, such as the CxPF, will 
develop only later (Hsu & Jaeggi, 2014). In this cortex, the volume of gray matter 
reaches a peak between 4 and 12 years of age, with a decline after that age, while 
the volume of white matter is only expected to peak in early adulthood, later mile-
stones than those reached by other cortical areas (Fuster, 2002). The increase in 
white matter volume is mainly due to the myelination of cortical-cortical axons, 
which seems to be strongly associated with cognitive development in childhood, by 
increasing the speed of information conduction (Fuster, 2002). Throughout devel-
opment, the child acquires greater ability to focus attention on a task, inhibit 
impulses, and improve self-control. This is impaired in some conditions, such as 
attention deficit hyperactivity disorder (ADHD). In this condition, there is a deficit 
of inhibitory control, manifested by distractibility, impulsivity, and hyperactivity. 
Some associate it with a delay in CxPF maturation (Fuster, 2002; Shaw et al., 2007), 
but in most cases, many changes persist even in adulthood, such as hypoactivation 
of brain circuits involving CxPF (Faraone et al., 2015). In activities that test inhibi-
tory control, for example, there is hypoactivation of fronto-striatal, frontoparietal, 
and ventral circuits (Faraone et al., 2015).

Another psychiatric condition that is associated with changes in CxPF is the 
autistic spectrum disorder (ASD) (Teffer & Semendeferi, 2012). In the first years of 
life, the brains of individuals with ASD are larger than those of typically developing 
children. This increased growth occurs mainly in the frontal lobes, including the 
CxPF, and temporal lobes (Teffer & Semendeferi, 2012). However, the brain growth 
rate of children with ASD slows down later, so that it ends up reaching a size similar 
to (or even slightly smaller than) that of individuals without ASD (Teffer & 
Semendeferi, 2012). In a study by Carper and Courchesne (2005), for example, a 
10% growth in the volume of the dorsolateral CxPF was documented in children 
with ASD between 2 and 9 years old versus 48% in controls. Alterations in neuro-
genesis and neuronal migration have already been identified in the development of 
these individuals, which could be associated with these changes in volume increase 
(Teffer & Semendeferi, 2012). It is assumed that this increased growth would be 
related to the establishment of abnormal patterns of intracerebral connectivity, 
which in turn would be related to the characteristic behaviors of this disorder, such 
as changes in socialization and repetitive behaviors.

4 Biological Influences on the Development of Child Behavior
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 The Organism and the Environment

Darwin played a very important role in identifying the theory of natural selection to 
help understand the emergence of the various animal species that exist today, as well 
as the evolutionary patterns. Another very important step was taken by the studies 
in genetics by Mendel, also in the nineteenth century, which were “rediscovered” 
and gained greater emphasis in the early twentieth century (Boero, 2015). Aristotle 
believed that the environment was responsible for the formation of the individual 
phenotype, which would be transmitted to their descendants (Burggren & Crews, 
2014). Currently we know how important genetics is in this aspect, including when 
we are dealing with human behavior (Burghardt, 2009). It is through the interrela-
tionships between genetics and environment that these patterns are established.

Thinking about the importance of these exchanges between organism and envi-
ronment, Sameroff and Chandler proposed the transactional model of development 
in 1975 (apud Sameroff, 2009), based on concepts of dialectical philosophy and the 
“nature x nurture” debate, i.e., the debate between what would be innate and bio-
logically determined and the environmental influences (Sameroff, 2009). According 
to this model, child development would be based on reciprocal and dynamic interac-
tions between the organism (the child) and the environment, placing great emphasis 
on the bidirectional influence between these two aspects (Sameroff, 2009). The rel-
evance of this model lies in considering both the importance of the individual and 
the environment for development and in recognizing how one is an agent of change 
for the other, both being interdependent. Thus, development is not the product of 
only one (individual) or another (environment) in isolation but the interaction 
between both. An example that Sameroff and MacKenzie (2003) bring:

Consider a generally calm mother who has become a little anxious after a complicated 
labor. Her anxiety in the first few months of the baby’s life influences her to be fickle and 
less appropriate in her interactions with the child. In response to this inconsistency, the baby 
may develop some irregularities in her eating and sleeping patterns that give the appearance 
of a difficult temperament. This difficult temperament diminishes parenting pleasure, so the 
mother spends less time with the child. If she or other caregivers are not actively interacting 
with the child and especially not talking to the infant, the child may score poorly on later 
language tests in preschool and be less socially mature. (Sameroff & MacKenzie, 
2003, p.17).

This example shows how a difficulty can arise from the interaction between organ-
ism and environment, which may not adapt to each other. This interaction between 
parenting and more innate characteristics of the individual (temperament) will be 
further explored later in the chapter.

The study of the reciprocal influences between organism and environment also 
deepened with the studies of epigenetics. This was a term originally proposed in 
1942 by embryologist Conrad Waddington to describe the processes that lie between 
the genotype (gene sequence) and the emergence of the phenotype (appearance of 
the organism, including not only physical characteristics but also behaviors). 
Subsequently, its use came to refer more precisely to changes in gene transcription 
that would not be tributary to alteration in the sequence of DNA bases, with the 
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early twenty-first century seeing a major advance in research in this field (Deichmann, 
2016). These changes can be transmitted by mitosis and/or meiosis and are extremely 
frequent – they are the epigenetic processes, for example, that lead to the differen-
tiation of all cells of the organism from the zygote (Gonzalez-Pardo & Perez 
Alvarez, 2013). Through knowledge of these epigenetic processes, we can better 
understand the effect of the environment on our behaviors from genetic modifica-
tions. Our gene expression and, consequently, our brain development and behaviors 
come from our genetic sequence. On the other hand, our behaviors and our experi-
ences end up altering, through epigenetics, the gene expression, thus having an 
impact on our brain development (Nigg, 2016), according to the transactional model.

Different epigenetic mechanisms have already been described. The most studied 
currently are DNA methylation, histone modification, and synthesis of small RNA 
fragments that interfere with DNA transcription (Gonzalez-Pardo & Perez Alvarez, 
2013). DNA methylation consists of the binding of a methyl group on certain parts 
of its molecule (cytosine), which generally causes the corresponding gene to be 
“silenced” (i.e., not transcribed) (Bani-Fatemi et al., 2015). Histones are proteins 
around which DNA molecules coil for clustering on chromatin. Histones can 
undergo different processes (such as methylation, acetylation, and phosphoryla-
tion), which alter the structural conformation of DNA, thus influencing gene tran-
scription. In the case of acetylation, for example, an acetyl radical is attached to the 
histone, which makes the DNA less “condensed” and, therefore, can be transcribed 
more easily – that is, the corresponding gene is “activated.” The opposite occurs 
with histone methylation (Bani-Fatemi et al., 2015). The third method occurs by 
producing small molecules of noncoding RNA (which is not transcribed into pro-
teins) that interfere with the production and action of messenger RNA (i.e., the RNA 
that would be “read” for protein production) (Bani-Fatemi et al., 2015).

These epigenetic influences may occur throughout the life span, but are more 
marked in the developmental period, especially in the prenatal period. Factors such 
as maternal stress, diet and substance use by the mother during pregnancy, and age 
of the parents, among others, can cause epigenetic changes in the cells of the devel-
oping embryo, with a potential impact for the rest of its life (Nigg, 2016). Postnatal 
epigenetic changes can occur in neurons, potentially having a major impact on the 
individual’s behavior. These changes are involved both in physiological processes in 
the body, such as changes in brain protein production necessary for memory forma-
tion and learning, and in mental disorders such as schizophrenia or substance addic-
tion (Gonzalez-Pardo & Perez Alvarez, 2013). There is even the field of “behavioral 
epigenetics,” which focuses on this influence of the environment on behavior 
through epigenetic changes (Gonzalez-Pardo & Perez Alvarez, 2013).

An important study in this field was that of Weaver et al. (2004), which demon-
strated epigenetic changes in the brains of rats according to the behavior of the 
females that raised them, whether “adoptive” or not – the offspring raised by moth-
ers with fewer “maternal” behaviors, such as licking, had a different degree of DNA 
methylation of the glucocorticoid receptor gene promoter, which leads to lower 
production of this receptor. As a result, they become less sensitive to the negative 
feedback by corticosterone, so that their serum levels in stressful situations end up 
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being higher than those of mice raised with mothers with caring behaviors. This was 
an important demonstration that the psychosocial environment present early in life 
has an impact on the stress response in adulthood. These methylation effects could 
also be reversed with intracerebral administration of certain substances, showing 
that these changes were not definitive.

 The Temperament

Temperament is a well-established concept in child and adolescent psychology and 
psychiatry for decades from studies by Thomas et  al. (1963). These researchers 
described temperament as the child’s “style” of behavioral response to different stimuli 
in different environments (Thomas & Chess, 1977). Rothbart and his team (Rothbart 
& Ahadi, 1994) extended the concept of temperament, describing it as the unique set 
of constitutional characteristics that describe the difference in individual reactivity 
and self-regulation in the face of external and internal stimuli. These characteristics 
(a) are innate and biological in that they are present from birth (with both genetic and 
intrauterine environmental etiology with epigenetic influence), (b) tend to be stable 
over time in different environmental situations, (c) suffer both biological and environ-
mental influences throughout development, and (d) interact with the environment, hav-
ing a primary function in the individual’s adaptation (Rothbart & Ahadi, 1994).

Temperament, then, is the emotional basis of the individual for continuous and 
complex interaction with the environment, until the consolidation of personality in 
adulthood, from temperamental core traits. As the child grows up, it is a challenge 
to separate temperamental traits from his or her personality built by learning in 
interaction with the environment, even more so considering that the same tempera-
mental dispositions may express themselves in different ways depending on age. 
For example, prospective studies have shown that 4-month-old children with intense 
negative motor and emotional responses of fear and frustration to novel stimuli had, 
at age 3, a greater chance of introversion and, at school age, greater shyness and 
social isolation (Fox et al., 2005). Although there is a temporal continuum between 
emotional responses, it is a challenge to infer the weight of both temperament, as a 
biological constitution, and the environment in the observed traits to maintain or 
change behavioral patterns. Next, we detail temperament concepts based on the 
concepts described by Rothbart and his team (1994).

Reactivity is defined by the pattern of emotional, motor, and attentional responses 
(or excitability) of the individual to an internal (the body itself) or external stimulus 
(Rothbart & Ahadi, 1994). These responses have a significant biological compo-
nent: the changes are physiological both in the brain (central nervous system) and in 
other organs of the body (such as heart and respiratory rate, gastric sensations and 
satiety, body temperature, and sweating) regulated by branches of the nervous sys-
tem, called the peripheral nervous system. Thus, reactivity as a biological and 
somatic experience (of body sensations) is one of the primary elements for the con-
stitution of emotional and, therefore, behavioral responses.
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Reactivity is divided into activity (intensity of motor and verbal activity) and 
emotionality (intensity of emotional experience and expression). Emotionality can 
be divided into “positive” (e.g., joy) and “negative” (e.g., anger or fear) (Rothbart & 
Ahadi, 1994). Imagine a simple situation: a 12-month-old child facing a novel 
external stimulus (such as a noisy toy). This child’s reactivity would be defined by 
the pattern, in front of the toy, of (a) attentional response (ability to perceive the new 
stimulus), (b) emotional response (physiological reactions with expressed charac-
teristics that we name as “joy,” “enthusiasm,” “fear,” or “anger,” for example), and 
(c) motor response (walking, running, moving or standing still, talking, or 
being quiet).

The quantitative measures used in research to investigate the described compo-
nents of reactivity are reactional threshold and latency, intensity, time to peak reac-
tivity, and time to recovery from the individual’s baseline state (Rothbart & Ahadi, 
1994). Reactivity, therefore, comprises characteristics that help differentiate the 
quality and quantity of children’s behavioral responses. Imagine two 12-month-old 
children with the same fear reaction, with crying and motor agitation with running 
away from a scary toy. Even with similar reactions, the two children’s reactivity 
may have markedly different characteristics, with distinct thresholds (the amount of 
noise made by the toy to activate fear with crying and agitation), latencies (the time 
until crying begins), intensities (the amount of screaming and motor activity associ-
ated with crying), times to peak reaction (time to the most intense crying), and times 
to recovery (to return to baseline described as “calm”).

Self-regulation refers to the modulation of reactivity, that is, the individual’s 
own capacity to interfere and control innate reactions through regulatory brain pro-
cesses (Rothbart & Ahadi, 1994). These processes include focus and attentional 
persistence, attentional alternation, and inhibitory control. Thus, in the face of ini-
tial emotional reactions, it is possible to observe self-regulation through a child’s 
ability to return to its baseline state and control its reactivity. The self-regulatory 
capacity emerges from the first months of life and continues to develop for years, 
with a strong influence of environmental learning (Posner & Rothbart, 1998).

 Measures of Temperament

Rothbart’s temperamental model, initially developed to describe behavioral 
responses in infants, was expanded and today describes and quantifies, by means of 
validated questionnaires with dimensional measures, from newborns to adults 
(Rothbart et al., 2001). Factorial analyses of the different age groups show three 
dimensions that aggregate different temperamental factors, common to all ages: 
negative affect (reactivity related to negative emotionality), extroversion/positive 
affect (surgency, reactivity associated with motor activity, and positive emotional-
ity), and effort control (self-regulation) (Rothbart & Ahadi, 1994).

Thus, all children at birth would have an already inherited system for reactive 
responses of negative and positive affect and the biological basis of a system to 
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control this reactivity. On Rothbart scales (Bosquet Enlow et al., 2016), negative 
affect items measure the tendency and intensity of negative emotional experiences, 
such as discomfort, fear or distress at novelty, anger and frustration, sadness, and 
low ability to remain calm. Extroversion/positive affect measures positive anticipa-
tory response (curiosity and enthusiasm in the face of novel stimuli), high intensity 
pleasure, smiles and laughter, motor activity level, impulsivity, and degree of extro-
version. Effort control measures attentional focus, inhibitory control, and low inten-
sity pleasure (maintenance of pleasure when facing quieter and calmer activities).

It is interesting to note that, besides Rothbart, other authors have studied tem-
perament and arrived at dimensions similar to those described to describe the con-
stitutional differences studied in individuals (De Pauw & Mervielde, 2010). Thus, 
these dimensions that describe both emotional and behavioral reactivity and regula-
tory capacity seem to have consistency shown through different developmental 
theories.

 Temperament: Adaptation and Psychopathology

The clinical importance of studying temperament lies in its relationship with mental 
health and psychopathology. Research shows that behaviors associated with differ-
ent temperament components present from early development to later stages of 
childhood and adolescence, such as negative affect, extraversion/positive affect, and 
effort control, are related to both positive and socially accepted adaptations and 
“maladaptive” accommodations, i.e., behavioral adaptations seen as socially unac-
ceptable or inappropriate (De Pauw & Mervielde, 2010).

Studies indicate that high levels of negative affect are associated with psychopa-
thology (De Pauw & Mervielde, 2010). Throughout development, temperamental 
traits of intense emotional and motor reactivity of fear (more immediate response of 
alertness and vigilance, distress, and avoidance) and anxiety (slower response of 
apprehension and vigilance) are associated with symptoms of anxiety (including 
different diagnoses such as generalized and social anxiety), loneliness, low self-
esteem, and depressive symptoms (De Pauw & Mervielde, 2010). Traits of intense 
emotional reactivity of sadness are associated with depressive symptoms at differ-
ent ages of the child, while traits of intense reactivity of anger are associated with 
disruptive symptoms with associated diagnoses of aggressiveness and irritability 
(De Pauw & Mervielde, 2010). Temperament related to negative affect appears to be 
protected or exacerbated depending on individual self-regulation (De Pauw & 
Mervielde, 2010). For children with symptoms of anxiety or depression, the low 
attentional control capacity generates a difficulty in attentional shifting of sensa-
tions and feelings experienced, with potential exacerbation of symptoms. In other 
words, the low attentional capacity would be an aggravating factor of the negative 
emotional reactivity related to psychopathology.

Medium to high levels of extroversion and positive affect are associated with 
competence and social adaptation, although high levels of extroversion may be 
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linked to psychopathology of impulsivity and potentially problematic social behav-
iors (De Pauw & Mervielde, 2010). On the other hand, significantly low extrover-
sion traits, with low motor activity and little positive affect towards novel stimuli, 
are associated with depressive symptoms and dissatisfaction as well as anxiety and 
social isolation during different developmental stages (De Pauw & Mervielde, 2010).

Greater effort control with greater ability to perceive and direct attention and 
control reactive impulses is longitudinally related to adaptive behaviors in different 
contexts (Kochanska et  al., 2010), whereas low regulatory capacity is associated 
with symptomatic behaviors such as inattention, impulsivity, and aggressiveness 
(Eisenberg et al., 2009), in addition to being an aggravating factor related to psycho-
pathology. Low regulatory capacity may also be associated with pathological gam-
bling and experience of social exclusion (Agrawal et al., 2012).

Although effort control is generally related to greater control of negative affect 
and greater well-being, when there is discrimination of the roles of “attention” and 
“inhibitory control” components, the findings may be paradoxical. For children 
with high rates of introversion, studies point out that high attentional levels could 
protect against anxious symptoms throughout development, while high inhibitory 
control would increase the risk for anxious symptoms (Moser et al., 2013). This 
paradox can be seen and explained by different studies that show that individuals 
with more fear and anxiety traits are more sensitive to control threats, being this 
exaggerated control a trigger to exacerbate anxious symptoms (Moser et al., 2013). 
This example shows the complexity of the interaction between subcomponents of 
reactivity and self-regulation, with multiple arrangements that can generate negative 
and positive outcomes.

 Temperament and Parenting

The reciprocal interactions between parents and children are essential for the child’s 
healthy development. One of the potential effects of these interactions is the care-
giver’s help in adjusting temperamental reactions and regulatory capacity with a 
greater chance of environmental child adaptation over time (Kiff et al., 2011). Thus, 
both temperament and parenting quality are distinct predictors of individual’s 
adaptation.

For parenting to exert a healthy influence on temperamental characteristics, par-
ents must primarily be sensitive to recognize and connect to their children’s unique 
temperamental characteristics; the quality of this fit, called goodness-of-fit by 
researchers Thomas and Chess (1977), is a strong predictor of healthy psychologi-
cal development. On the other hand, children’s temperament generates parental 
emotional responses and consequently diverse behaviors, in a bidirectional and 
therefore transactional system, as already exposed in the chapter.

This bidirectional system can organize positive cycles (such as infant tempera-
mental reactions that contribute to appropriate parental behaviors, which in turn 
adjust and shape the child’s temperament in a positive way) or, on the other hand, 
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negative cycles. Observing the dance between temperament and parental care, tem-
peraments with greater vulnerability for psychopathology (as described in session 
above) also have greater susceptibility to suffer negative consequences in the face of 
inadequate parental care (Kiff et al., 2011). Children with more traits of negative 
affect (such as higher frustration intensity), impulsivity, and low effort control are 
more vulnerable to the adverse effects of inadequate parental care (such as negative 
monitoring, low affectivity, and strong intrusive control), while inadequate parental 
care may perpetuate or increase these described traits (Kiff et al., 2011). On the 
other hand, these same child temperamental characteristics are more likely to 
worsen the quality of parental care, precipitating or exacerbating intrusiveness, hos-
tility, low affectivity, and parental neglect, in a negative bidirectional cycle (Kiff 
et al., 2011). Therefore, in clinical practice, it is essential to understand the bio-
graphical history linked to the child’s temperamental characteristics, their effect and 
representation on parental care, and the quality and attunement of parenting to the 
specified child temperament of the observed child.

 Conclusions

In this chapter, we describe, from a review of phylogenetic concepts and other fields 
of biology and developmental psychology, some aspects of the human organism that 
play a relevant role in determining its behaviors. We also emphasize the relevance 
of the reciprocal interactions between organism and environment in this process, 
including, as part of the environment in which the child develops, the parenting 
style exercised by its caregivers. The analysis of all these aspects is fundamental for 
a comprehensive and contextual clinical evaluation that takes into account the his-
tory of both individual biological characteristics and the interactions of these char-
acteristics with the environment.
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Chapter 5
Clinical Assessment in Clinical Behavior 
Analysis for Children and Definition 
of Therapeutic Goals

Ila Marques Porto Linares , Adriana Suzart Ungaretti Rossi , 
Maíra P. Toscano, and Verena L. Hermann

As described in previous chapters of this book, child intervention from an behavior 
analysis’ perspective is composed of different stages, including the initial assess-
ment, which aims to collect data through interviews with parents and professionals 
involved, as well as through assessment sessions of the child’s behavior. This evalu-
ation seeks to gather the largest amount of information in order to help the therapist 
in the formulation of the case and intervention. Thus, the more information col-
lected at this stage of clinical care, the broader the understanding of the case and the 
greater the chance of formulating complete functional analyses.

The conduct of the initial assessment may take several paths, to be chosen by the 
clinical behavior analyst. The literature in the area presents different positions on 
what the initial assessment (or diagnostic assessment) encompasses. After a non- 
systematic bibliographic survey, no consolidated model was found to perform this 
relevant stage of child care. Among the models in the literature, for example, 
Silvares (2000) proposes that the diagnostic assessment comprises four phases, 
namely, (1) identification of problems, concluding their nature and possibility of 
treatment, (2) functional analysis, (3) treatment selection, and (4) treatment evalua-
tion. In turn, for Kanfer and Saslow (1976), the assessment comprises seven steps: 
(1) initial assessment of the problem situation, (2) clarification of the problem situ-
ation, (3) motivational analysis, (4) developmental analysis, (5) self-control 
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analysis, (6) analysis of social relationships, and (7) analysis of the socio-physical- 
cultural environment.

Regra (2012) describes in detail each step of the initial assessment and makes the 
following division: (1) data survey with description of the undesirable behaviors; 
(2) survey of hypotheses that may be favoring the occurrence of the target behav-
iors; (3) survey of the most likely hypotheses about the variables that may be hin-
dering the occurrence of the desirable behaviors; (4) presentation of the work 
proposal; (5) initial guidance of selected simple situations, to expedite the process 
of change; and (6) closing of the therapeutic contract.

In Naves and Ávila’s (2018) text on case formulation, the behavioral assessment 
requires the therapist to consider behavioral patterns and functional relationships 
established in the child’s current and past history. Investigations regarding client 
data; child development; life, family, academic, medical, and psychological histo-
ries; as well as therapeutic routine and goals are the main steps that make up the 
assessment in case formulation.

From theory to practice, there seem to be different positions on the form of 
assessment to be developed in the clinic by the child behavior analyst. Del Prette 
et al. (2005) assessed 20 Brazilian studies of clinical behavior analysis for children 
and concluded that, in general, initial assessments with parents and child, as well as 
interviews with parents during therapy, predominate. As for the method of data col-
lection, the main one is the observation in session, before, during, and after the 
interventions (without reference to systematic record). In addition, in less than half 
of the cases, there was reapplication of instruments initially applied or of assess-
ment at the end.

Still referring to the way the initial assessment is conducted, some authors high-
light the relevance of using different playful strategies (e.g., drawings and make- 
believe games) that facilitate the therapist’s access to relevant information. This is 
because, in general, children are not always able to accurately report daily events. 
Thus, in addition to accessing information by observing the child’s behavioral pat-
terns while playing, the clinician can also collect data on the daily life through ques-
tions during play (Del Prette & Meyer, 2012; Del Rey, 2012).

The difference between the stages of assessment and intervention is not a con-
sensus in the area. Bertolla and Brandão (2017), for example, argue that assessment 
and intervention are not formally differentiated in the literature and, in practice, 
both take place simultaneously throughout the therapeutic process. Thus, there is 
not a set number of sessions for this initial period of information collection. In all 
stages of the progress of the case, the therapist gathers information that may be 
relevant to the functional analysis.

Converging with the abovementioned authors, Conte and Regra (2012) state that, 
from the initial contact with the family, data are collected and interventions possibly 
leading to changes are implemented. Thus, it is not characterized a moment of 
assessment and another of intervention throughout the child care. For them, these 
moments happen intertwined during the sessions.

The authors who advocate the non-differentiation between assessment and inter-
vention explain that waiting for the completion of an assessment to then start the 
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intervention becomes unfeasible, given the urgency required by many cases. There 
are also situations in which a complete assessment is not always necessary for the 
intervention to take place (Conte & Regra, 2012). In these situations, intervention 
and assessment go hand in hand.

Despite the distinct positions between the moments of assessment and interven-
tion, it is understood that the structuring of the stages of an initial therapeutic assess-
ment, with defined phases and specific objectives, can be of great use for the 
therapist and for the family who seeks therapy. For the therapist, a good clinical 
practice requires the ability to gather data to build consistent functional analyses 
and to define therapeutic objectives. For the family, this structuring facilitates the 
understanding that there is an outline to be followed during the work, also combat-
ing possible myths that the therapeutic process would be unstructured.

Finally, it is clear that there are several difficulties faced in the evaluation process 
and, more specifically, in the delimitation of an initial evaluation moment, given the 
breadth of possibilities. In order to systematize and contribute to the construction of 
the evaluation process in the clinical behavior analysis for children, a material pre-
pared by the authors of this chapter will be presented, consisting of different ele-
ments that are described in the literature of the area.

 Proposal for Evaluation

Based on some needs observed by the authors during the initial assessment process, 
a critical analysis of the literature already produced so far was conducted, leading to 
the proposition of an initial assessment framework.

As a fruit of this work, the proposed initial evaluation framework lasts 5 to 
7 weeks and consists of the following steps:

 1. Initial interview and therapeutic contract.
 2. Application of complementary instruments.
 3. Child observation.
 4. Assessment of child-caregiver interaction.
 5. Contact with school and other professionals.
 6. Feedback to parents.

Below is a brief description of each of the steps that make up this process.

 Initial Interview and Therapeutic Contract

The initial interview is conducted with parents (or caregivers) and lasts from one 
to two sessions. In line with the model proposed by Regra (2012), the initial inter-
view with parents can be divided into a unstructured interview – when parents 
freely report their concerns – and, subsequently, a structured interview, in which 
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the therapist asks questions to guide the parents’ discourse, thus helping profes-
sionals build a functional analysis.

The questions asked by the therapist aim to investigate aspects related to the 
main complaint and the contexts in which it manifests itself, i.e., possible anteced-
ent and consequent variables that may be contributing to the maintenance of the 
problem behavior (Vermes, 2012). It also seeks to investigate aspects of the child’s 
environment, such as the educational practices adopted by parents, family structure 
and dynamics, relationships with peers, educational performance, etc. At this time, 
possible reinforcing stimuli for the child are also investigated to assist in planning 
the initial sessions with the child.

It is essential that the therapist considers that the reports brought depend on the 
parents’ capacity of observation and description and are often a cutout of the behav-
ior. Thus, environmental variables that may be contributing to the maintenance of 
the problem are not always described. Thus, it is up to the therapist to select relevant 
information from the report in order to build functional analyses.

After gathering this data, a summary is made for the parents of the main points 
that were discussed, and, whenever possible, initial orientations are also offered in 
relation to some of the problems presented. Such orientations, although certainly 
not covering all the possible solutions to the complaints presented, may offer relief 
to the most immediate difficulties. In addition to having the purpose of producing 
small changes in the environment, they may contribute to the engagement of parents 
in the therapeutic process. Next, the theoretical approach from which the therapeu-
tic process will be conducted is presented, as well as the structure of the assessment 
to be performed with the child and parents.

It is worth remembering that, still in the initial session, it is verified if the parents 
have already discussed with the child the beginning of the therapeutic work. If this 
has not yet occurred, guidance is offered on ways to do so. For example, the parents 
may tell the child that he will start seeing a psychologist, who is someone who stud-
ies feelings and behavior, and that this professional will help him better understand 
what he feels, as well as receive help to better deal with what is happening. Then, 
with the psychologist, he will talk, play, draw, and do various activities (Vermes, 
2012). Alternatively, it is possible to suggest that parents make a parallel between 
the therapist and another professional by whom the child has already been seen 
(e.g., psychiatrist or pediatrician), relating the psychologist to someone who works 
together with the professional with whom they already have some kind of bond 
established. In this same context, Bertolla and Brandão (2017) suggest telling the 
child that he/she will meet a friend of the psychiatrist, doctor, or other professional 
who made the referral. It is worth pointing out that each therapist will gradually find 
his own way of presenting his work to the child and may, of course, present himself 
in different ways, considering the particularities of each case.

Finally, it is important that the therapeutic contract is established, covering issues 
related to the format of the work. At this moment, therefore, agreements are made 
about the duration and frequency of sessions, absences, delays, joint and individual 
sessions, how the contact by phone is made, payment, vacations, orientation session 
and parent training, and family session, among others (cf. Regra, 2012).
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 Application of Complementary Instruments

The initial interview is a moment when parents usually feel distressed about the dif-
ficulties they are experiencing and are sometimes anxious to meet the professional 
who will conduct the work. In this stage of the process, the therapist, in addition to 
listening and welcoming the parents, also has a series of other objectives, such as 
those discussed in step 1. In practical terms, these are objectives that require consid-
erable time, and, in this context, it is very useful to use other means to complement 
the investigation.

Data collection can also occur through the completion of supplementary materi-
als, questionnaires, or inventories delivered to parents as a way to investigate impor-
tant information. Such documents can be filled out by parents in between sessions 
and aim to investigate areas related to the child’s behavior, parenting practices, and 
the main caregiver’s mood, for example.

Evidently, it is up to the therapist to evaluate which material or instrument best 
suits the case and the data they seek to know. However, for the investigation of data 
on clinical history, psychosocial and health aspects, school life, routine, and family, 
among others, the delivery of the Initial Assessment form (Annex I) is suggested. In 
addition, some other questionnaires and materials related to areas of investigation 
recurrently present in the child’s clinic are recommended, which can be useful for 
the collection of complementary data.

Registration form – particular to each professional.
Routine description – material for filling in the activities of the child’s routine.
Inventory or questionnaire screening for child problem behaviors. Example: Child 

Behavior Checklist (CBCL) (Achenbach, 1991; Bordin et al., 1995).
Frequency map of problem behaviors (Regra, 2012) – document for recording situ-

ations referring to the complaint and the times when they occur.
Questionnaire/assessment developed by the therapist to investigate autonomy in 

relation to activities of daily living – when pertinent.
Questionnaire for the investigation of the main caregivers’ mood. Example: Beck 

Depression Inventory (BDI-II) (Gorenstein et al., 2011).
Questionnaire for research on parenting practices. 
Questionnaire for collecting data on the child’s behavior at school. 

 Observation of the Child

For this stage, two sessions with the child are planned, which have, as one of their 
main objectives, the beginning of the establishment of the therapeutic bond (Regra, 
2012). Other objectives include building, together with the child, an understanding 
of what the therapeutic process is and how it takes place, presenting confidentiality 
as an element of the therapeutic relationship, establishing agreements in relation to 
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the sessions’ structures, and conducting observation, which will allow for the iden-
tification of target behaviors for intervention and the child’s general repertoire 
(Vermes, 2012).

To identify target behaviors, playful activities and games appropriate to the cli-
ent’s age are used. Through these resources, we seek to produce antecedent stimuli 
that evoke responses from the child associated with the clinically relevants behav-
iors. It is understood that the emission of clinically relevant behaviors during the 
session allows the therapist to observe responses that will potentially be targets of 
intervention, as well as important data for the construction of the functional analysis 
and the establishment of a baseline for the intervention.

During the initial sessions with the child, aspects related to compliance with 
rules and sociability with the interlocutor, among other skills, are also observed, 
with the objective of evaluating the child’s total repertoire. We seek to identify 
behavioral deficits and excesses, as well as desirable responses already installed, 
which may become important resources in the development of alternative responses 
to problem situations or even serve as intermediate responses to be reinforced in a 
modeling process.

In this stage of the evaluation, the “Support material for the child therapist” 
(Annex II) is suggested as support material for the therapist, which offers a descrip-
tion of items to be evaluated during contact with the child. This material guides the 
therapist’s observation, directing the recording of several classes of responses that, 
in general, are important in a child’s repertoire. It becomes an antecedent stimulus 
for the therapist to reflect on the stage of development of various abilities of the child.

Through this material, the following items are investigated: identification of pos-
sible reinforcers, rule-following, self-knowledge, frustration, self-control and emo-
tional expressiveness, civility, empathy, assertiveness, problem-solving, and 
academic skills. This material also includes the record therapist’s mediation for the 
items in which the child does not demonstrate autonomy of execution. Thus, it is 
evaluated and recorded whether, with a certain level of help, the child would be able 
to perform the investigated behavior.

Thus, based on the child’s observation sessions, the therapist will build a kind of 
panorama regarding the child’s current difficulties and potential, which will serve as 
a baseline for the target behaviors. This baseline will be followed throughout the 
therapeutic process in order to assess the impact of the intervention and possible 
progress in the child’s behavior.

 Assessment of Child-Caregiver Interaction

At this moment of the assessment, activities are proposed with the objective of 
evaluating the dynamics of interaction of the child with the primary caregiver. Since 
the individual’s behavior varies according to the context and the reinforcement 
scheme in place, it is relevant to observe how the child behaves in the presence of 
his parents. As part of the variables that will determine the emission and 
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maintenance of certain behaviors, it is especially important to observe how parents 
react to some behaviors. That is, through child-parent interactions, one seeks infor-
mation on how parents deal with the child’s difficulties, that is, whether they exer-
cise some form of punishment or help the child to develop the repertoire for the 
emission of an appropriate response. With the same degree of relevance, the par-
ents’ reaction to the child’s appropriate behaviors is observed, that is, if they offer 
some form of description and appreciation or if they present some consequence in 
order to increase the probability of future occurrence of such classes of responses.

The second part of the “Supporting material for the child therapist” (Annex II) is 
proposed to be used to record the data obtained in relation to the parents, which can 
also contribute to the collection of relevant data for the formulation of the case. The 
data can be obtained (1) through the parents’ report and observation of the child, (2) 
through observation during the child’s session with the parents, and (3) through 
contacts with the parents in the waiting room and scheduling situations. The items 
of this support material are related to the following aspects: parenting practices, 
parents’ social skills, family, parental motivation, and concerns.

 Contact with School and Other Professionals

After the previous steps, it is suggested to establish contact with the school and 
other professionals who accompany the child. In the contact with the school, gen-
eral perceptions of the teachers and coordinators regarding the child are investi-
gated, both in relation to the concerns brought by the parents and to general aspects 
of the child’s behavior, including student attitude, academic performance, and 
socialization. Also in the “Support material for the child therapist” (Annex II), there 
is a specific section about expected behaviors in the classroom context and in the 
relationship with peers and teachers, which can serve as guidance for the therapist. 
More specifically regarding problem behaviors, it is important to ask how these 
responses occur in the school context, investigating antecedent and consequent 
stimuli that may be contributing to their maintenance.

Sometimes the school’s report on the child’s problem-behavior may be different 
from the family’s report. This difference, among other factors, may be related to 
behavioral changes that may occur according to variations in the environments in 
which the child is inserted. This is important data for the therapist to evaluate envi-
ronmental specificities favorable to the appearance of the complaint. When perti-
nent, it is possible to offer guidance to professionals who work with the child at 
school, in order to favor the initial management of the problem issues.

In addition, it is valid to establish what will be the best channel of communica-
tion between professionals (e.g., email and/or telephone), so that the exchange of 
information and guidance can occur continuously, as needed. In addition, the need 
for contact with other professionals who accompany the child, such as learning 
specialist, speech therapist, occupational therapist, psychiatrist, and neuropediatri-
cian, among others, is reinforced. Such contact can help the professional to gather 
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important data on the history and also allows an aligned performance among profes-
sionals, offering an interdisciplinary approach.

 Feedback to Parents

With all the data collected in the previous steps and through the analysis of the 
complementary instruments, the therapist should develop the case formulation. This 
process includes functionally analyzing the complaint-behavior, establishing the 
target behavior(s) of the intervention, and defining the form of action (cf. Eells, 2007).

For the feedback session, only the presence of the caregivers is required. 
Feedback is given on the clinical observations, the initial hypotheses, the initial 
intervention plan, and the structure of the work to be performed. Next, the aspects 
that the therapist believes should also be the target of the intervention should be 
presented. It is worth noting that not always what is put forward by the parents as a 
complaint covers what the therapist observed as clinical demand during the evalua-
tion process. Thus, it is recommended that in the feedback session the therapeutic 
objectives be aligned with those of the parents so that they can adjust their expecta-
tions in relation to the therapeutic work. In this way, parents can also actively par-
ticipate in the intervention, increasing engagement and therefore the possibility of 
successful therapy. Objectives are usually related to aspects that should be managed 
throughout the therapeutic process, both in relation to the child’s repertoire and to 
the manipulation of environmental variables. Such objectives must obey a priority 
criterion, since covering all issues at the same time may cause the intervention to 
lack the solidity required for change. Therefore, the relevance of a given objective 
should be verified at each moment of the progress of the case, as well as the possi-
bility of reaching the goal and the intermediate steps necessary for the long-term 
objectives to be achieved (Eells, 2007).

Regarding the structure of the work to be done, each case has its own particulari-
ties. In some cases, the intervention occurs more directly with the child. For exam-
ple, one may aim to develop repertoires of naming feelings and ability to tolerate 
discomfort, which will allow the child to be more successful in dealing with the 
challenges posed by the environment. In other cases, a more intense parental partici-
pation may be crucial for the clinical intervention to allow the rearrangement of 
environmental contingencies through parental guidance and/or training or family 
sessions. Many times, the active participation of school professionals is also 
requested, as they constitute an important part of the child’s environment.

The request for parents’ participation, either more distantly or more closely, 
often faces some barriers. Some parents are unwilling to engage directly in the 
therapeutic process, justified by lack of time, low motivation to review their parent-
ing practices, or by the expectation that the issue will be solved without the family’s 
involvement. When these and other difficulties are observed, it is important that the 
parental motivation to participate in therapy is investigated and that the need for the 
parents’ active partnership is clarified for the development of the work.
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In addition to the points raised, the need for periodic monitoring of therapeutic 
objectives both for verification of the effectiveness of the process and for the estab-
lishment of the following objectives is also emphasized. That is, despite the infor-
mation obtained and the objectives outlined in the initial assessment, it is understood 
that the assessment process needs to be maintained throughout the psychotherapeu-
tic care. Additionally, it is understood that the verification of the effectiveness of the 
process should be composed by the report of the parents, the child, and other people 
of the acquaintanceship, as well as by the clinical observation of the therapist in 
session.

 Conclusion

This chapter aimed to present a proposal for an initial structured assessment that 
includes an interview with the parents, observation of the child and of parental prac-
tices, and contact with the school and other professionals involved in the case. A 
proper delineation of the case may contribute to more targeted and effective inter-
ventions, increasing the likelihood of success in therapeutic intervention. Finally, it 
is worth pointing out that this is a specific proposal for a comprehensive topic, 
which is not restricted to a single model. Thus, it is expected that a continuous 
improvement of this model will occur.
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 Annex-I

INITIAL ASSESSMENT FORM 

IDENTIFICATION
Date:

Patient's name: 

Age: Date of birth:

Questionnaire completed by:

Address:

Neighborhood: City: ZIP CODE:

Home phone:

With whom does the patient reside?

Mother's name:

Training: Occupation:

Mother's contact phone number:

Father's name: 

Training: Occupation:

Father's contact phone number:

Name and age of siblings:

School name: 

Coordinator: Professor:

Year lass:

Other professionals accompanying the case (name, profession and contact telephone number):

ISSUE
Reason for seeking therapy (describe):

 

: C
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ANALYSIS

How and how long ago did the problem appear?

Cite which contexts increase the problem:

Name the contexts in which the problem does not appear or

appears less frequently:

How does the family currently deal with the child at times when

the problem manifests itself?

CLINICAL HISTORY

PREGNANCY

Planned pregnancy:  ( ) yes ( ) no

Complications (in pregnancy or delivery):  ( ) yes ( ) no 

Id:

Use of substance: ( ) yes ( ) no 

Specify which and the frequency of use:
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HEALTH CHANGES

Any change in health: ( ) yes ( ) no ( ) do not know

Id:

Any developmental delay? ( ) yes ( ) no ( ) I do not know

Id:

Hospitalization for diseases or accidents?

( ) yes ( ) no ( ) I do not know 

What happened and when it happened:

Have you ever had neuropsychological evaluation?  ( ) yes ( ) no

When:

NEUROPSYCHOMOTOR
DEVELOPMENT

Age when he walked without support: 

Age when he spoke his first words:

Age of defrosting:

-Daytime:

-Evening:

PSYCHOSOCIAL AND HEALTH ASPECTS
Stressful events prior to the current symptoms: ( ) yes ( ) no 

Id:

Important changes in life: ( ) yes ( ) no 

Id:

How was the family's life at the time of the onset of the

difficulties?

Changes:
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PSYCHOSOCIAL AND 
HEALTH CONDITIONS

Financial situation:

Marital difficulties:

Difficulties with other children or family members:

Diseases:

Diagnoses and comorbidities: ( ) yes ( ) no 

Identify (note age at onset):

Use of regular medications?  ( ) yes ( ) no

Name, dosage and time of administration:

Follow-up with other health professionals: ( ) yes ( ) no

Specify:

Cognitive development (compared to peers):

( ) equivalent ( ) above ( ) below

Specify:

Emotional development (purchased in pairs):

( ) equivalent ( ) above ( ) below

Specify:

When faced with new or stressful situations, he tends to have a

posture: ( ) withdrawn ( ) exploratory

Self-regulation in the face of stressful situations (from preschool

to the present): 
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Perceived skills, abilities and potentials (list and describe):

PEER RELATIONSHIPS

Relationship with peers (from preschool to the present):

Acceptance among peers:  ( )high ( )medium ( )low 

Specify:

Make friends easily?   ( ) yes ( ) no

What are the name of his closest friends?

Have you ever been a victim of bullying, including

cyberbullying: ( ) yes ( ) no 

What happened:

SCHOOL LIFE
Age of school entry:

Adjustment to school start (describe):
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SCHOOL LIFE

Which schools has he studied?

Name of the school Period

Reason for exchange(s):

Child's current school experience:

- School schedule: 

- Period:

- Academic performance (compared to peers): ( )equivalent

( )above ( )below

Specify:

- School support - Does the school support and collaborate with

family positions and requests? ( ) yes ( )no

Describe:

Extracurricular activities: ( ) yes ( ) no 

Identify (note frequency and when they occur):

Participation of the child in other out-of-school groups:

( ) yes ( ) no 

Id:

ROUTINE
What is the child's study routine like at home?

Does the child do his homework on his own or with others?
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STUDY ROUTINE
Does the child have free time to play? At what times?

Does the child help with household chores? Which ones?

FOOD ROUTINE

Eating routine (describe time and what is consumed):

The times of meals are regular?  ( ) yes ( ) no

Does he accept well a variety of foods or are there any

restrictions?

Explain:

Are meals taken at the table? ( ) yes ( ) no

If yes, does the child remain at the table until the end of the

meal? ( ) yes ( ) no

Are meals taken separately or together with others?

( ) separate ( ) joint

Does the child use any device (mobile phone, TV, tablet) during

the meal? ( ) yes ( ) no

Which ones:

SLEEP ROUTINE - Usual bedtime:

- Usual time to wake up:

- Does the child take naps during the day? How many and at

  what time?

- Does the child have pre-sleep routine?  ( ) yes ( )no

EXERCISE ROUTINE - Type and frequency of exercise:

 

I. M. P. Linares et al.



61

FAMILY

MEMBERS

Siblings: ( ) yes ( ) no

Name and age:

FAMILY HISTORY

History of mental illness in the family: ( ) yes ( ) no

Which (note the relationship):

RELATIONSHIPS

Long-lasting separations from those responsible: ( ) yes ( ) no

Running time:

Relationship between mother and child: ( ) assertive ( )

 passive ( ) aggressive

Describe:

Relationship between parent and child: ( ) assertive

( ) passive ( ) aggressive

Describe:

Relationship between siblings and child:( ) assertive

( ) passive ( ) aggressive

Describe:

Handling done in situations of conflict with siblings (describe):

Other family conflicts (list the main ones):

Do you carry out activities together? Which ones? 
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CULTURAL/RELIGIOUS
ASPECTS

Family identification with some cultural or religious tradition:

( ) yes ( ) no

Specify:

Cultural/religious practices: ( ) yes ( ) no Which ones:

FINAL ASSESSMENT
FINAL ASSESSMENT How do you understand/explain the difficulties that the child

currently presents?

Describe:

Is the child aware of his/her own difficulty?

Describe:
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Support material for the child therapist

Items to direct observation in session with the 
child

Does Does with 
mediation

Does not OBS

Survey of 
reinforceers

Appropriately describes preferred 
activities
Describes preferred foods
Names friends, family activities, tv 
shows, games, preferred sports

Following 
rules

Accepts to interrupt ongoing 
activities during the waiting time at 
the reception
Respects the proposed session format
Follows the rules of activities and 
games
Accepts when prompted about 
session termination
In fantasy activities, demonstrates 
knowledge of social rules

Self-
knowledge

Appropriately speaks of lived 
experiences (those heard, felt, seen, 
and thought about)
Describes your behavior patterns
Orally describes contingencies 
related to the complaint
Describes contingencies of your life 
through playful resources
Describes characteristics that you 
consider qualities
Describes characteristics that you 
consider difficulties/defects
Describes characteristics that you 
consider important to develop/work
Can understand the relationship 
between experienced events and their 
emotions

Frustration Accepts when you are denied 
something you ask/would like to do
Asks for help/persists when he/she 
perceives difficulty in performing 
some activity
When he loses, he seeks alternative 
answers to achieve the proposed goal 
(asks for rematch, tries in other ways, 
etc.)
Shows proper competitiveness during 
the game
Has a regulated emotional response 
when losing in the game

 Annex-II
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Support material for the child therapist

Self-control 
and emotional 
expressivity

Knows how to name their own 
emotions and those of others
Can you describe your feelings in 
situations experienced
Tolerates frustrations
Demonstrates appropriate anger 
management
Demonstrates proper voice 
modulation
Expresses other emotions (e.g., fear/
joy/sadness) appropriately

Civility Greets and says goodbye properly
Uses expressions of gratitude
Waits for your turn to speak
Asks and answers questions
Gives and accepts compliments
Respects hierarchy
Calls the interlocutor by name or 
nickname (e.g., aunt)

Empathy Shows interest in others
Observes
Pays attention to each other
Demonstrates listening to the other, 
responding to requests
Shows interest in others
Infers feelings from the interlocutor 
and demonstrates putting himself in 
their place
Expresses understanding of the 
other's feelings
Shows respect for differences
Offers help
Shares something you have

Assertivity Expresses negative feelings
Talks about strengths and weaknesses 
(of the other and of oneself)
Can maintain a dialogue initiated by 
the interlocutor
Agrees and disagrees opinions
Makes and declines orders
Deals with criticism and mockery
Asks for behavior change
Negotiates conflicting interests
Defends your own rights
Resists peer pressure
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Support material for the child therapist

Problem-
solving

Remains calm in the face of a 
problem situation
Recognizes and names different types 
of problems
Thinks before making decisions
Identifies and evaluates possible 
solution alternatives, chooses
Chooses, implements, and evaluates 
an alternative
Evaluates the decision-making 
process

Academic 
skills

Follows rules or oral instructions
Observes and pays attention to what 
is said
Ignores peer interruptions
Imitates socially competent behaviors
Waits for your turn to speak
Asks and answers questions
Offers, requests, and appreciates help
Seeks approval for performance 
performed
Praises and appreciates compliments
Recognizes the quality of the other's 
performance
Fulfills orders
Cooperates and participates in 
discussions
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Items to direct observation of the environments in 
which the child is part

Observed data

Parenting 
practices

What disciplinary techniques do or 
do not work well?
Parents converge in parenting 
opinions and practices
What is the child's reaction to the 
parents' practices?
Quality of the commands 
(topography and what is produced 
with the commands)***
Parents are effective in describing 
and valuing desirable behaviors
Physical abuse
Inconsistent punishment (parents 
punish or reinforce the child's 
behaviors non-contingently)
Relaxed discipline (non-compliance 
with rules set by parents)
Negative monitoring (excessive 
supervision / large number of 
repetitive instructions)
Neglect (not attentive to the needs of 
their children)
Positive monitoring (parents' 
attention and knowledge about where 
their child is and the activities carried 
out)
Moral behavior (transmit values)
Parents demonstrate self-knowledge 
about the parenting practices used

Social skills 
of parents

Follow parents' rules
Reaction to frustration (in the 
relationship with the child)
Self-control and emotional 
expressiveness
Civility
Show empathy with the child
Assertiveness when expressing 
yourself
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Family Relationship with siblings
Mediation made by parents in the 
relationship between children
Relationship with mother
Relationship with father
Relationship between parents
Relationship with another caregiver
Family dynamics
Parents' report on compliance with 
ADLs
Does it help with household chores?
Who gives more attention to the 
child? Why?
Do you spend a lot of time away 
from your parents?
Who in the family group does the 
child most identify with? Why? What 
are the identification points?

Parental 
motivation

Parents understand that solving the 
problem will also depend on changes 
in their own behavior.
Parents are available to attend 
treatment
Parents are available to be involved in 
treatment (albeit remotely)
Parents are willing to learn and apply 
the guidelines given in the session at 
home
Parents are willing to review their 
parenting practices to help their child

Complaint What are the attempts made by the 
parents to resolve the complaint and 
what are the results obtained?
How did the complaint evolve, was 
there a change in frequency and 
intensity?
What are people's current reactions to 
complaint behaviors and why?
Does the child agree or disagree with 
the parent's complaint?

School Academic achievement
Relationship with peers
Is the school aware of the complaint?
Child self-regulation at school
Any school adaptation for the child?
Child's relationship with teachers

Items to direct observation of the environments in 
which the child is part

Observed data
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Friends Do you make friends easily? 
Who are the child's friends?
Is it very requested by the group of 
friends?
How are the relationships with 
colleagues, neighbors, etc.?

Relevant data 
from the 
questionnaire

Items to direct observation of the environments in 
which the child is part

Observed data
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Chapter 6
Evidence-Based Psychotherapy 
in Childhood and Adolescence

Jan Luiz Leonardi and José Luiz Dias Siqueira

In the early 1990s, a task force of Division 12 of the American Psychological 
Association (Society for Clinical Psychology) developed a set of criteria to establish 
a psychological intervention as an “empirically sustained treatment” (Chambless, 
1993). This required that it meet two criteria: (1) it had to be described in a manual, 
to standardize procedures (the independent variable in question), and thus enable 
therapists to replicate what had been previously tested, and (2) there had to be 
experimental evidence proving its efficacy, which could come from two or more 
randomized clinical trials or from a set of single-case experiments1 (Chambless & 
Ollendick, 2001; Task Force on Promotion and Dissemination of Psychological 
Procedures, 1995).

The first report of the Division 12 task force, published in 1995, listed 18 empiri-
cally supported treatments and was updated several times in subsequent years (e.g., 
Chambless et  al., 1998).2 The focus, however, was on the adult population, with 
only a few of these treatments targeting childhood and adolescent disorders. In light 
of this, the Child Clinical Psychology section of Division 12 organized a new task 
force aimed at identifying empirically sustained psychological interventions for 
children and adolescents (Lonigan et al., 1998). Using similar criteria as the first 
task force, the result of this new task force culminated in a list of 27 empirically 
supported psychosocial interventions for depression, anxiety disorders, attention 

1 For a brief explanation about different research method in psychotherapy, please refer to 
Leonardi  2017).
2 Currently, a list of empirically supported treatments, their respective manuals, the clinical research 
on which they are based, and information on training in these therapies can be found at <www.
div12.org/psychological-treatments>. It is worth noting, however, that Division 12 has been 
replacing the assessment of clinical trials or single-case experiments with systematic review with 
meta-analysis (Tolin et al., 2015), a method used to synthesize clinical research, explained later.
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deficit hyperactivity disorder, oppositional defiant disorder, and autism was pub-
lished in 1998 in a special issue of the Journal of Clinical Child Psychology (which 
was later renamed the Journal of Clinical Child and Adolescent Psychology).

The impact of this work was enormous, which can be seen by the fact that the 
articles published in this special issue were cited 1140 times in less than 10 years 
(Silverman & Hinshaw, 2008). In 1999, the Clinical Child Psychology section of 
Division 12 became its own division  – Division 53, currently titled Society of 
Clinical Child and Adolescent Psychology – and since then has been contributing to 
the development of evidence-based interventions for the prevention and treatment 
of mental health problems in children and adolescents (Erickson, n.d.).

After a long struggle between various theoretical, conceptual, methodological, 
and practical perspectives on empirically supported treatments (cf. Leonardi & 
Meyer, 2015), the American Psychological Association (2006) defined the concept 
of evidence-based practice in psychology as an individualized clinical decision- 
making process that occurs through the integration of the best available evidence 
(i.e., therapeutic procedures that are proven to produce positive outcomes and mini-
mize negative outcomes) with clinical expertise (i.e., the ability to formulate the 
case, apply techniques, monitor progress, establish therapeutic relationship, etc.) in 
the context of the patient’s characteristics, culture, and preferences (i.e., their goals, 
values, beliefs, context, and clinical status). From this perspective, the three ele-
ments of the definition – empirical evidence, professional repertoire, and patient 
idiosyncrasies – are fundamental in clinical decision-making, so that a professional 
practice that does not consider the interrelationship between the three components 
cannot be seen as evidence-based practice in psychology.

Waschbusch et al. (2012) point out five characteristics in common in evidence- 
based interventions for children: (1) they are systematized, extensively studied treat-
ments, described in manuals; (2) they are based on reinforcement programs, both in 
sessions with therapist and at home and school, to strengthen appropriate behaviors; 
(3) they involve training of several types of skills, with the main agents of change 
being parents, teachers, or both; (4) they are behavioral or cognitive behavioral inter-
ventions, directed mainly to specific target behaviors; and (5) they typically include 
procedures to facilitate generalization and maintenance of gains over time.

Implementing evidence-based practice in everyday clinical practice may seem 
like hard work or even unfeasible, mainly because of the vastness of studies and the 
heterogeneity among them. In addition, often the therapist has little time available 
to devote to fundamental questions of critical consumption of research, such as the 
characteristics of the sample (if it was representative, randomized, and generaliz-
able), the integrity of the procedure (i.e., if the intervention was really executed as 
planned), the definition of the dependent variable and the way to measure it, the 
experimental control (if it was adequate and replicable and has clinical meaning), 
and data analysis (if it assessed intention to treat, if it used appropriate statistical 
tests, and if it calculated clinical significance), among others. In this sense, it is dif-
ficult to know which evidence is reliable and, therefore, which should support the 
clinical practice, which prevents therapists from reaching a conclusion on the best 
conduct on each occasion (Norcross et al., 2008).
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Many authors (e.g., Schlosser, 2006), taking into account all these difficulties, 
began to consider the systematic literature review as the first step toward evidence- 
based practice. This type of study has achieved such relevance because it is a rigor-
ous and replicable protocol that allows comparative analysis of the results of many 
studies and thus obtains a synthesis of the effects of a certain intervention. Currently, 
most systematic reviews include meta-analysis, a statistical method that allows 
mathematically grouping clinical research that used different statistical tests and 
obtained discrepant results, giving rise to a set of data that represents a summary of 
the totality of experimental studies (clinical trials or single-case experiments).

Despite the immense prestige it enjoys in evidence-based practice, systematic 
reviews also present a risk of bias. An example of this is in the process of selecting 
the research to be included. An article (Kicinski et al., 2015) that examined this type 
of bias identified that statistically positive results are 27% more likely to be included 
in review papers in the health area. In addition, the same study found that, in sys-
tematic reviews on the safety of drug use, studies that point to a lack of evidence of 
side effects are 78% more likely to be included in the systematic review than those 
that reported side effects. To avoid this and other biases, it is essential that the entire 
data selection and analysis procedure be established and described before the review 
is conducted. Systematic reviews that respect standardized criteria for the selection 
and analysis processes of experimental researches may offer essential information 
about the quality of evidence of a given intervention (Atallah & Castro, 1998). 
Nevertheless, all this methodological rigor is not necessarily sufficient for the best 
clinical decision-making.

In 2000, the Grading of Recommendations, Assessment, Development and 
Evaluation (GRADE) working group was created with the purpose of developing a 
system to assess the quality of evidence and the strength of health recommendations 
through several factors, such as the methodological quality of the studies, the vari-
ability of the results, the balance between desirable and undesirable effects of the 
intervention, etc. (Guyatt et al., 2011). Currently, GRADE is considered the gold 
standard in the development of clinical guidelines.

Clinical guidelines are recommendations for clinical decision-making that are 
systematically developed and updated by experts in a given health area, which aim 
to help professionals offer the best available intervention based on research evi-
dence (Graham et al., 2011). The system proposed by GRADE classifies the quality 
of evidence into four different levels: high (future research is unlikely to change the 
confidence in the effect estimates), moderate (future research may have an impact 
on the estimates), low (future research is very likely to change the estimates), or 
very low (any effect estimate is very uncertain). Evidence based on randomized 
clinical trials starts out as high quality, but can be revised if it shows factors such as 
inconsistencies in results, methodological problems, imprecision, or publication 
bias (Guyatt et al., 2008).

As for the strength of the recommendations, the GRADE system offers two cat-
egories: strong (desirable effects clearly outweigh the undesirable ones or clearly do 
not) or weak (there is no certainty about the relationship between desirable or unde-
sirable effects). Other factors taken into account when evaluating recommendations 
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are patient preferences and values, as well as estimates of the appropriate use of 
health system resources, such as cost-effectiveness studies (Guyatt et al., 2008).

The set of clinical guidelines of the UK public health system, the National 
Institute for Health and Clinical Excellence (NICE), is considered one of the most 
consistent in the world, consisting of more than 120 clinical recommendations 
based on cost-effectiveness. In 2006, NICE abandoned its traditional classification 
system to adopt the GRADE system. With this, it began to adopt the practice of 
assessing confidence in effect estimates for each outcome, weighing both desirable 
and undesirable outcomes and costs, then generating a judgment on the strength of 
the recommendation (Thornton et al., 2013).

The NICE guidelines establish recommendations for the most appropriate ser-
vices for most people with a particular diagnosis, condition, need, or belonging to a 
particular social group. It also recommends ways to promote and protect health and 
prevent illness and ways to configure health and social services. Finally, it also 
establishes how public organizations can improve the quality of health services3. 
With regard to child and adolescent health, NICE currently offers a total of 73 
guidelines, covering everything from cochlear implants to fevers in under-5s.

This chapter aims to present a synthesis of the guidelines of NICE and Division 
53  – Society of Clinical Child and Adolescent Psychology  – of the American 
Psychological Association regarding psychological intervention practices in child-
hood and adolescence. In this sense, the text does not describe the elements and 
techniques that make up each intervention but offers a kind of guide so that the 
reader can more easily locate the empirically supported treatments for different 
clinical pictures.

 Depression

The NICE clinical guidelines for depression in children and adolescents adopt a five-
step model. The first step establishes that primary care health professionals are 
trained to identify symptoms of depression and assess risk factors, referring the child 
to mental health services when necessary. The second step refers to the abilities of 
health professionals specialized in depression to assess the referred children, using as 
tools interview instruments such as Kiddie Schedule for Affective Disorders and 
Schizophrenia [K-SADS] or Child and Adolescent Psychiatric Assessment [CAPA] 
and also nonverbal mood assessment in younger children. Of the two tools, only the 
K-SADS was translated and validated for the Brazilian population (Brasil, 2003).

For children with mild depression (step 3), NICE recommends a “watchful wait-
ing” of 4 weeks after the first assessment. If symptoms have not remitted, nondirec-
tive supportive therapy, cognitive behavioral therapy (CBT) group, or guided 
self-help are offered as options for a limited period between 2 and 3 months.

3 At: <www.nice.org.uk/process/pmg20/chapter/introduction-and-overview>
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Children with moderate to severe depression (steps 4 and 5) should be offered 
specific psychological therapy for at least 3 months. NICE does not indicate a spe-
cific psychological approach and proposes that, in the initial period of treatment, it 
should be explained to the child and family members that there is no superiority 
relationship between psychological therapies. If the child is unresponsive to treat-
ment after six sessions, referral for multidisciplinary assessment is considered to 
consider alternative treatment for the child or additional therapy for the parents. In 
children 5 to 11 years old who are unresponsive to psychotherapy, one may cau-
tiously consider the use of an antidepressant (National Institute for Health and Care 
Excellence, 2019).

The American Psychological Association’s Division 53 differs from NICE in that 
it places the major psychological approaches for depression in children at different 
ranks regarding the level of evidence4. Group CBT (comprehensive or technology- 
assisted) and behavioral therapy are classified as might work. Individual CBT, psy-
chodynamic therapy, and family intervention are classified as “experimental,” that 
is, one level below on the scale (Weersing et al., 2017).

Despite the high prevalence rate and devastating effects of depression in chil-
dren, there is little research regarding empirically supported treatments and issues 
such as comorbidity, family involvement, type of treatment (group vs. individual), 
and relapse prevention (Cummings & Fristad, 2008). A recent systematic review 
article (Weersing et al., 2017) concluded that the evidence for depression treatments 
for children is notably weaker than interventions for adolescents, with no treatment 
reaching “well-established” status.

There are numerous differences between the studies included in the systematic 
reviews that support the guidelines. Cummings and Fristad (2008) identified behav-
ioral and cognitive techniques present in most of them. Among the behavioral tech-
niques, exposure, contingency management, scheduling of activities, and relaxation 
training are highlighted. Among the cognitive techniques, the authors mention self- 
monitoring, identification of beliefs, and cognitive restructuring. In addition, such 
interventions seek to help the child in social relationships, offering training in social 
skills, verbal and nonverbal communication, and problem-solving. Most interven-
tions also work with children’s family members.

 Attention Deficit Hyperactivity Disorder (ADHD)

The NICE clinical guidelines for treatment of ADHD are divided between children 
under 5 years and above this age. For children under 5 years, a parent coaching 
focus group is recommended as a first line of treatment. If symptoms are still having 

4 Division 53 classifies the interventions into five categories, according to their respective levels of 
effectiveness. The categories are (1) works well, (2) works, (3) might work, (4) experimental, and 
(5) tested and does not work.
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a major impact on the child’s life after coaching, consultation with a physician spe-
cializing in childhood ADHD is suggested.

For children older than 5 years, the recommendation is to provide information 
about ADHD as well as additional support for parents, including education and 
information about the disorder, advice on parenting strategies, and linking to school 
(with consent). The recommendation is that both parents participate. Medications 
are only recommended if symptoms are still significantly impacting the child’s life 
even after environmental changes. For children who have benefited from medica-
tion but still have significant difficulties, CBT for children with ADHD is consid-
ered (National Institute for Health and Care Excellence, 2018).

In the clinical guidelines of the American Psychological Association Division 
53, the interventions with the highest level of scientific evidence (level 1: works 
well) are behavioral interventions. Interventions with combined medication training 
and behavioral therapy are one level below (works), and neurofeedback training is 
classified as level 3 (might work) (Evans et al., 2014).

The most frequent empirically supported interventions in ADHD are behavior 
change strategies through parent training and school-based interventions (Pelham 
Jr. et  al., 2017). Both typically include ADHD psychoeducation for parents and 
teachers to teach them to identify and praise appropriate behaviors and consistently 
use appropriate consequences for disruptive behaviors, as well as to help parents 
and teachers structure the school and home environment and generate realistic 
expectations (Hoza et al., 2008).

Other empirically supported treatment resources for ADHD are summer pro-
grams. Such programs are geared toward children ages 3 to 16 and generally last 7 
to 8 weeks, 8 to 9 hours per day. Some of the strategies used are a scoring system 
for appropriate behavior, social reinforcement in the form of public praise or recog-
nition, daily record cards, “prudent punishment,” medical assessment, and school 
skills training (Pelham Jr. et al., 2017).

 Autism

According to NICE guidelines, children with autism and their families should 
receive detailed information about autism and its treatment from the time of diagno-
sis, in a manner appropriate to their stage of development. Some interventions are 
not recommended under any circumstances: neurofeedback, auditory integration 
training, secretin, chelation therapy, and hyperbaric oxygen therapy.

Regarding problem behaviors, the initial recommendations are to anticipate and 
prevent them by identifying the factors that increase the likelihood of occurrence, 
for example, communication difficulties, body conditions (such as gastrointestinal 
problems and pain) or emotional conditions (anxiety, depression, etc.), noise levels, 
or lights, among others. The next step is to offer some possible interventions.

If specific aspects that cause the problem behaviors are not identified, a psycho-
social intervention based on functional behavior analysis is recommended as the 
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first line of treatment. The interventions should, among other things, clearly identify 
the target behaviors, focus on quality of life outcomes, and access and modify envi-
ronmental factors, taking into account the child’s developmental stage (National 
Institute for Health and Care Excellence, 2013a). When psychosocial interventions 
are not effective, the use of antipsychotics is considered.

In relation to the American Psychological Association’s Division 53 classifica-
tions of empirically supported treatments, applied behavior analysis (commonly 
referred to as “ABA”) has resources divided into three different levels of evidence. 
Classified as level 1 (works well) are tailoring interventions according to IQ or 
developmental level and joint engagement in playful activities with caregivers and 
teachers. Among the interventions indicated as level 2 (works well) are the use of 
figures and symbols to make requests, imitation, language, and cognitive skills, 
among others. Among the interventions classified as level 3 (might work) are train-
ing in social skills rated by the teacher and training in the use of spoken words to 
engage or make requests and engagement with objects in the interaction with teach-
ers and others (Smith & Iadarola, 2015).

It is important to note that, from this perspective, the term ABA refers to a philo-
sophical, theoretical, and technical basis from which different interventions derive, 
such as DTT (discrete trial training), IT (incidental training), and PRT (pivotal 
response training). Among the common characteristics are the constant measure-
ment of operationally defined behaviors, the systematic use of reinforcers, the basis 
in functional analysis, and the emphasis on generalization of learned skills (cf. 
Cooper et al., 2007).

 Obsessive Compulsive Disorder (OCD)

The NICE guidelines for OCD present different recommendations depending on the 
intensity of symptoms and the degree of impairment experienced. When there is a 
mild level of impairment, guided self-help for children is recommended, as well as 
support and information for parents and caregivers. When the impairment caused by 
the disorder is greater, the recommendation is CBT, including exposure with 
response prevention, involving family members and caregivers, and adapted to the 
developmental stage of the child.

According to NICE, treatment should include a good therapeutic alliance, main-
tain optimism in the child and family, identify key treatment targets, engage the 
family and caregivers especially in exposure with response prevention (encouraging 
the return of the technique if new symptoms appear after the end of treatment), and 
involve teachers and other health professionals (National Institute for Health and 
Care Excellence, 2005).

Among the psychotherapeutic treatments listed by the American Psychological 
Association Division 53, individual CBT is categorized as level 2 evidence (works). 
Group CBT is one level below that (might work). At level 4 (experimental) is 
technology- based CBT, such as treatment through online social networks (Freeman 

6 Evidence-Based Psychotherapy in Childhood and Adolescence



76

et al., 2014). The main resources used in CBT for OCD are exposure with response 
prevention, cognitive techniques, and family involvement.

Thus, it can be concluded that treatment is based on behavioral and cognitive 
conceptualizations of the disorder, combining exposure and response prevention 
techniques with cognitive restructuring (Franklin et al., 2017; Storch et al., 2008).

 Anxiety

In recent decades, several treatments have been developed specifically for the treat-
ment of anxiety in children. These have varying levels of evidence for efficacy 
(Silverman & Pina, 2008). However, NICE does not have a more comprehensive 
category for anxiety in children, although there are guidelines for social anxiety. As 
general principles for the treatment of this diagnosis, regular clinician supervision, 
use of outcome measures, engagement in monitoring, assessment of treatment 
adherence, and clinician competence are recommended. Regarding the approach, 
NICE recommends CBT focused on social anxiety for children as the most recom-
mended, always considering the active involvement of parents and caregivers in 
treatment (National Institute for Health and Care Excellence, 2013b).

In the clinical guidelines of Division 53 of the American Psychological 
Association, six interventions were included in level 1, that is, in the category of 
treatments with the highest level of scientific evidence (level 1: works well): CBT, 
exposure techniques, modeling, CBT with parents, patient psychoeducation, and 
CBT combined with medication. One level below (works) are family psychoeduca-
tion, relaxation, assertiveness training, attention control, CBT for parents and chil-
dren, cultural storytelling, hypnosis, and stress inoculation (Higa-McMillan et al., 
2016). It is worth noting that most CBT-based treatments for anxiety include psy-
choeducation, somatic symptom management skills, cognitive restructuring, grad-
ual exposure to feared situations, and relapse prevention plans (Kendall et al., 2017).

 Disruptive Disorders

In this category, there are mainly two diagnoses: oppositional defiant disorder 
(ODD) and conduct disorder. NICE guidelines initially recommend selective pre-
vention, where children at higher risk (low school performance, impulsivity, paren-
tal contact with criminal justice, abuse, low education, and low family income) are 
identified and offered preventive interventions such as emotional learning in the 
classroom and problem-solving programs.

The second point discussed in the guidelines is evaluation at two levels. The first 
level takes place in diverse settings, such as general health and social care systems, 
educational settings, and the justice system, among others. The second level is a 
comprehensive assessment conducted by a mental health or social care professional, 
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which should take into account factors such as patterns of negativity, hostility or 
challenging behavior, functioning at home and school and with friends, parenting 
quality, and history of some other mental or physical problem. It should also inves-
tigate learning difficulties, disabilities, neurodevelopmental conditions such as 
autism or ADHD, neurological disorders such as epilepsy or motor impairment, 
substance abuse, or communication disorders. The assessment should also make use 
of instruments and include an interview with parents/carers.

As for interventions for ODD or conduct disorder, the main NICE recommenda-
tion is parent training programs. The groups should have 10 to 12 parents and are 
composed of 10 to 16 sessions of 90 to 120  minutes duration. Interventions are 
based on social learning, using modeling, behavioral rehearsal, and feedback to 
improve parenting skills. Ideally, both parents should be involved in the program 
(National Institute for Health and Care Excellence, 2017).

In the American Psychological Association’s Division 53 evaluation of empiri-
cally supported treatments, the interventions with the highest level of evidence 
(works well) are the combined treatments of behavioral therapy, CBT, and family 
therapy, such as multisystemic therapy or Treatment Foster Care Oregon (TFCO). 
Treatments that involve CBT or behavioral therapy alone or even skills training all 
have lower levels of evidence of effectiveness (Kaminski & Claussen, 2017).

 Final Considerations

This chapter has presented a synthesis of the research evidence-based recommenda-
tions offered by NICE and the American Psychological Association’s Division 53 
on the best psychological treatments for some clinical conditions in children and 
adolescents. It is up to the reader interested in implementing these interventions to 
appropriate each of them in their respective manuals (books that describe step by 
step how to perform them). In addition, we suggest reading compendia that deepen 
the topics covered in this chapter and describe empirically supported interventions 
for other problems (posttraumatic stress, enuresis and encopresis, eating disorders, 
self-mutilation, chemical dependence, suicide, etc.). Some examples are the follow-
ing books:

• Weisz, J. R., & Kazdin, A. E. (Orgs.). (2017). Evidenced-based psychotherapies 
for children and adolescents. Guilford.

• Theodore, L. A. (Org.). (2016). Handbook of evidence-based interventions for 
children and adolescents. Springer.

• Sturmey, P., & Hersen, M. (Orgs.). (2012). Handbook of evidence-based practice 
in clinical psychology: Child and adolescent disorders. Hoboken: Wiley.

In summary, it is hoped that this chapter has impelled the reader to act according 
to the model of evidence-based practice in psychology in the prevention and treat-
ment of mental health problems in children and adolescents.
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Chapter 7
Functional Play: Ways to Conduct 
and the Development of Skills 
of the Clinical Behavior Analyst 
for Children

Ana Beatriz Chamati and Liane Dahás

 Introduction

The beginning of the work of the child behavioral psychologist raises many ques-
tions. A considerable part of psychology courses do not teach relevant guidelines for 
the treatment of children. One of the main differences between adult and child psy-
chotherapy is the constant search for alternative procedures to verbal reporting to 
access the child’s world and for information about the variables that control their 
behavior.

One of the prerequisites of child care is the use of play as a clinical care tool, a 
practice also known as play therapy. Thus, psychologists who start attending chil-
dren end up identifying the importance of play, as well as its effectiveness in the 
psychotherapy session as one of the most explored tools in psychotherapeutic con-
text to evoke clinically relevant behaviors (CRB1) as described by Kohlenberg and 
Tsai (1991). In addition, it also plays a key role in clinical intervention and manage-
ment, which makes it worthy of careful analysis.

According to Rule (2000), child psychotherapy is unique because (1) the child 
may have difficulty talking about his or her own feelings when they are unpleasant, 
since his or her behavior has likely been punished, (2) the child may have been 
poorly taught to name his or her covert behaviors, since the verbal community itself 
has difficulty establishing this training, (3) the child may fear being disapproved of 
by the therapist when reporting certain feelings, and (4) the child may fear that what 
he or she says to the therapist will be reported to his or her parents.

A methodology that has been shown to be effective for children to produce 
reports is the use of fantasy, games, and drawings. In this way, data collection in 
child therapy differs greatly from that of therapy with adults, since not only 
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drawings and games are indispensable but also reports from adults with whom the 
child interacts, such as parents and teachers.

According to Moura and Venturelli (2004), the use of play is also effective for the 
therapy and the therapist to be paired with enjoyable activities, as well as for the 
therapist to plan situations in which the client explains antecedents and conse-
quences of observed behaviors. Furthermore, the use of play can be useful to thera-
pist and child analyze together the feasibility of more adaptive behaviors, which 
could even give the opportunity to practice them within the session.

For gestalt psychotherapist Violet Oaklander, “How she plays tells a lot about 
how she is in her life” (1978, p. 160). In her book, the author describes various 
techniques she has used in child care, including play, drawings, storytelling, etc. 
The psychotherapist can, in fact, use these techniques as a way of collecting data 
about his client, as well as teaching and training him (behavioral rehearsal) to have 
more appropriate behaviors in the environment, through activities such as fantasiz-
ing that he is another person, drawing, or playing in general.

 Concept of Play

If, on the one hand, this chapter presents the possibility of using play with a thera-
peutic purpose, the most commonly used concept in the Portuguese language for 
playing means precisely doing something without any practical purpose. According 
to the definition of Dicionário Aurélio (2018), to play is “(...) [d]ivertise. To amuse 
oneself with something childish. To joke; to jest. To agitate in a mechanical way. To 
proceed lightly. To agitate (it is said of the waves).”

We then understood that, in a certain way, using play for psychotherapeutic pur-
poses would make it lose its most central characteristic, that of being the result of 
spontaneity and lack of teleological biases. This theoretical discussion loses its 
importance, however, when we rely on a basic premise of radical behaviorism, 
which is that all behavior has function, even if the person behaving does not know 
how to describe it (or is not aware of it). Thus, if all behavior has function and if 
playing is something done spontaneously, we understand the phrase “children do 
not play at playing, they play for real” (Quintana, 2005, p. 805).

When a child plays house freely, it does not say that she does it to learn how to 
behave when she is older, in her profession, or when caring for her children; how-
ever, it is known that this turns out to be an important function of “imitating adult 
play” (Papalia et al., 2009, p. 292). Similarly, when children play freely represent-
ing the daily activities of their own routine, they tend to reproduce what they live in 
everyday life. Thus, this chapter presents, explains, and defends functional play, 
which would be nothing more than to maintain, in psychotherapeutic context, the 
typical spontaneity of play that occurs outside the office, provided that the psy-
chologist knows how to conduct and describe for himself the functions that the 
actions of the players are presenting and how to use them for psychotherapy 
purposes.
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 Play in Child Development

Play is believed to be a way to develop skills, or in other words, to build knowledge. 
In several mammalian species, play during the first years of life has survival value. 
The game of hide-and-seek is common in several cultures around the world (Fernald 
& O’Neill, 1993), for example. The adult draws the child’s attention with exagger-
ated gestures or sounds, hides behind a cloth or hands, and then reappears emitting 
specific, usually high-pitched, sounds. In the first 6 months, play primarily involves 
the adult’s attempt to draw the child’s attention to the start of play, which becomes 
less necessary as the months pass; until by age two, the infant is able to initiate play 
by covering himself or herself or by covering a doll (Rome-Flanders et al., 1995).

Papalia et  al. (2009) describe the changes in the hide-and-seek play over the 
months involving more and more anticipatory responses of the infant to what is 
expected from the adult, indicating that the experience taught that child to react to 
what we call expectation. It is also possible that this play teaches him/her skills such 
as alternating turns during verbal episodes, responding attentively to the action of 
others, regulating emotions when facing the disappearance of the adult, or even 
developing the ability to deal with the permanence of objects, as pointed out by the 
Piagetian theory.

In addition to establishing a bond, play such as “Follow the leader” allows chil-
dren to learn to coordinate their actions with those of other children, a behavior that 
enables the development of even more complex games such as “Police and robbers” 
and “Pike and hide,” common in the preschool years (Eckerman & Didow, 1996). 
Make-believe play allows children to explore different social roles, identify other 
children’s perspectives, and sometimes get in touch with emotions considered 
uncomfortable.

Culture strongly influences the content and partners of play: in Eastern cultures, 
for example, make-believe tends to be more cooperative and frequent with caregiv-
ers, who use this moment to teach behaviors perceived as appropriate (such as coop-
eration), while Western children tend to do imaginative play among their peers, 
developing autonomy and sometimes creating conflict situations, placing less 
emphasis on group harmony than Eastern children (Farver et  al., 1995; Haight 
et al., 1999).

Gender typification is also, in part, a consequence of childhood play, in which 
boys and girls learn how their culture expects them to behave: mothers encourage 
their daughters to talk to them more than their sons (stimulating socialization and 
the expression of feelings), while fathers play more roughly with their sons than 
with their daughters (stimulating competition and aggression) (Leaper et al., 1998; 
Leaper & Smith, 2004). Gender specificities in peer play are also common across 
cultures and, from an evolutionary perspective, seem to promote training for later 
developmental periods in which appropriate behaviors for reproduction and survival 
of that gender should be emitted (Papalia et al., 2009).

As the examples above illustrate, for developmental psychology, children’s play 
leads to the acquisition of skills, from the most basic, such as sensorimotor skills 
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(Papalia et al., 2009), to more complex ones, which involve verbal behavior, such as 
predicting the future, describing past events, mathematical concepts, planning, self- 
control, and cooperative responses. Although permeated with mentalistic explana-
tions, the consumption of this literature allows behavior analysts to understand the 
importance of play and, therefore, to assume it as a psychotherapeutic practice.

 Functional Play

The use of games and toys in clinical behavior analysis for children is relatively 
recent. The relationship between the child and the toy in psychotherapy has evolved 
since the child behavior modification (Krumboltz & Krumboltz, 1977), when the 
child was not considered part of the psychotherapy process and only the parents’ 
complaint was treated without direct and frequent contact with the child (Gadelha 
& de Menezes, 2004). The behavioral assessment materials were inventories that 
assessed behaviors and symptoms present in anxiety, depression, aggressiveness, 
and shyness (Watson & Gresham, 1998). The therapist worked with parents to iden-
tify the child’s problem behaviors, and their private events were not part of the 
complaint analysis (Conte & Regra, 2000). Experimental practices from laborato-
ries were also used to modify the child’s problem behaviors (Conte & Regra, 2000). 
Since the psychologist had no contact with the child, it was not possible to assess 
whether the parents’ verbal report about their children corresponded with what the 
child presented in clinical context. Thus, play was far from being a tool for behav-
ioral assessment and intervention, since the child was not even part of the psycho-
therapeutic process.

In 1960, child behavior therapy became a psychotherapeutic model (Gadelha & 
de Menezes, 2004). The child became the protagonist in the psychotherapeutic pro-
cess, and his behavior began to be analyzed functionally in relation to his environ-
ment, such as parents, school, and peers (Gadelha & de Menezes, 2004). With these 
changes in the configuration of child therapy, the psychologist began to have direct 
contact with the child, and this relationship then became the target of functional 
analysis (Conte & Regra, 2000).

Thus, the need arose to accurately describe the behavior of the child psycholo-
gist, who identifies antecedents, responses, and consequences that make up a class 
of responses through what we call play. He also identifies variables that guide 
decision- making about the path to be followed. It is through play that the therapist 
evaluates the child’s behavior and intervenes to modify what is presented as a 
complaint.

Although the definition of play is not precise within behavior analysis, it cannot 
be neglected that children play (De Rose & Gil, 2003). Playing requires spontaneity 
and pleasure and, whether done in a planned or free manner, is part of child develop-
ment, presenting itself as one of the child’s ways of communicating. In play, the 
child expresses feelings, wishes, and desires that often are not expressed verbally 
(De Rose & Gil, 2003).
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Exploring the possibility of understanding what play behavior is, we cannot con-
sider only the topography of the response. To this end, behavior analysts take into 
account the notion of reinforcing contingencies, which allows exploring the func-
tion of playing in child development (De Rose & Gil, 2003). Our behaviors are 
selected by the consequences produced in the environment (Skinner, 1953). Children 
need to learn to play, and, to do so, a wide variety of operant behaviors are necessary 
(De Rose & Gil, 2003). A baby lying in the crib, when swinging his arm, hits the 
hanging mobile and produces the sound of a song. This sound is a reinforcing con-
sequence for the baby’s behavior, so the probability that he will again swing his arm 
to produce the noise may increase. We then say that the baby is playing in his crib. 
We call this whole contingency play.

Toys can be discriminative stimuli, models, instructions, and consequences, and 
with them, from the child’s initial repertoire, it is possible to refine behaviors and 
learn new ones. Thus, we use play and toys as an evaluation and intervention 
method, since it is possible to evaluate problem behavior and install new behaviors, 
modifying the child’s relationship with the environment. Therefore, once the child 
has acquired a minimum repertoire to participate in play, it opens wide perspectives 
to refine and diversify the individual’s repertoire in its motor, cognitive, affective, 
social, and verbal aspects (De Rose & Gil, 2003).

It’s common to see children spontaneously playing with something that we don’t 
necessarily call a toy. A class of stimuli can be called a toy if, in the presence of 
these stimuli, the child emits a single play response. When, in front of an object, the 
child manipulates, touches, handles, explores, stacks, looks, and puts in the mouth, 
among other actions, that’s when we say she is playing. Thus, a toy is an instrument 
of the learning process, and playing is also a possibility to learn new behaviors in 
the face of certain stimuli. When recording the observation of playing behavior, we 
should pay attention to the most accurate behavioral description possible. It is worth 
remembering that in trying to propose a format for using play as a working tool in 
child therapy, we must never forget the individual analysis of each peculiar situation 
involving play, because two children may present the same topography in a given 
play, having different functions in each case.

When playing, free from any punitive audience, the child presents a behavioral 
repertoire related to his life story and expresses his feelings, values, secrets, and 
intimacy. Playing is a class of responses subject to functional analysis and behav-
ioral management just like any other class of responses. Through play, children 
develop their ability to observe and describe what happens around them, increasing 
their knowledge of themselves and of others. When she plays, she shows her world 
and the behaviors she learned to relate to others. When she plays, the child is herself.

In general, playing freely, without demand, may be easy for some. On the other 
hand, functional play as a resource for the behavior analyst is a more complex skill 
that requires learning, training, study, supervision with more experienced therapists, 
and exposure to the universe of children, among others. All this brings more security 
in clinical performance for the use of any playful tool, forming an important bag-
gage over the years of work.
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Thus, we understand that functional play in the assessment phase involves the 
emission of responses typical of the behavioral repertoire of the child under analy-
sis, allowing clinical behavior analysis for children to analyze the functions of such 
responses, and can also be used as an aid in the installation of new repertoire during 
the intervention phase1. Let’s list some functions of play for the psychotherapist: (1) 
to bond with the child so that he/she will want to return for future sessions; (2) bring 
up themes possibly paired with aversive situations and that, therefore, elicit feelings 
such as anger, sadness, anguish, jealousy, etc.; (3) access the child’s relationship 
with his environment, whether private or public; (4) evaluate the complaint; (5) 
install a new response; and (6) teach the child to observe antecedents and conse-
quents of his responses, to help him identify the occurrence of similar behaviors in 
the natural environment.

 Play as a Method of Assessment and Intervention

It is common for beginning therapists to report the feeling that they are just playing, 
without a clear objective, and that they are not using the tool of play as a method of 
assessment and intervention. Therefore, one must always keep in mind the follow-
ing question: why and for what purpose am I doing this now? Whenever we use 
functional analysis structuring sessions, in an attempt to manage the target behavior, 
we are directing the play with psychotherapeutic function. We should always use 
play as part of this logic.

We will highlight two objectives presented above: playing as an assessment 
method and playing as an intervention method. At the beginning of the therapeutic 
process with the child, after the initial interview with the parents, the behavioral 
assessment phase begins. It is suggested that the first sessions be almost entirely 
intervention-free on the part of the psychotherapist. Obviously, if a child is about to 
hurt himself, take a risk, or break some material in the room, one should assess how 
safe and necessary it is to leave the child free to explore the environment. The 
behavioral assessment phase is most intense in the first four or five sessions, but is 
present throughout the psychotherapy process, since we are always evaluating the 
effect of interventions and clinical management strategies, as well as the mainte-
nance of new behaviors.

In the first sessions, we should expose the child to different materials and situa-
tions. The focus is on observing how the child relates to the treatment room and 
therapist, rather than manipulating variables. What are the correspondences between 
the behavioral repertoire presented by the child and what the parents described? 
What is different from what the parents described? It is necessary that the therapist 
has knowledge of child development to evaluate any and all behaviors that the child 

1 It is possible that understanding the concept of a higher order (or second order) class of behavior 
may help the clinical behavior analysis for children in training to generalize their functional play 
repertoire. For further exploration, we suggest reading the ninth chapter of Catania (1999).
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presents and that together may indicate some alteration in the development typically 
observed.

Some examples of behaviors to be evaluated are eye contact with the interlocu-
tor; greeting when arriving for the session, verbally or with hug or kiss on the cheek 
gestures; literality; rigidity/flexibility; ability to play individually and with others, 
competing or cooperating; way of organizing the room, the game, and objects; 
drawings; appropriation of the therapeutic space; way of sitting; verbalizations 
about the room; preferences for activities and games; and if he tries new games. 
Everything the child does should be evaluated, and everything in the room can be a 
discriminative stimulus that evokes and/or elicits responses relevant to the clinical 
context.

After the evaluation phase, the intervention phase begins. This phase is planned 
to structure games that allow the child to learn alternative responses to the problem 
behavior presented, such as hitting, swearing, yelling, crying, difficulty expressing 
what they are feeling, and breaking rules, among others. When playing, the child 
exhibits the problem behavior and, through the therapist’s intervention and manage-
ment, learns alternative responses more adapted to the social context. The therapist 
should teach the child to understand that the problem is not feeling the emotions that 
the context elicits but how he/she experiences and expresses these emotions in the 
world. Thus, learning alternative ways of expressing emotions is a key goal of the 
psychotherapy process.

Listed below are some variables that should be taken into consideration by the 
therapist when choosing the play activity to be used:

(1) Target behavior selected for intervention and (2) its possible controlling vari-
ables (identification of antecedent and consequent that control the child’s behavior): 
the initial sessions with the parents already bring numerous hypotheses about vari-
ables that maintain the complaint to be checked in the sessions with the child. 
Listing these responses is the first step to thinking of games capable of evoking 
them. It is also important to vary the play contexts to verify in which the problem 
behavior is more frequent. Children who arrive with a previous psychiatric diagno-
sis or if it is possible to identify in the symptoms described by their parents the 
possibility of a psychiatric diagnosis already bring the hints about the behaviors to 
focus on in child therapy. For example, children diagnosed with attention deficit 
hyperactivity disorder (ADHD) or oppositional defiant disorder (ODD) need to 
have their self-control and rule-following repertoires evaluated.

In this sense, any game with rules can be very effective in establishing both natu-
ral, winning the game, and arbitrary, therapist praise for having obeyed pre- 
established rules, consequences of behavior. Another function of a game may be to 
bring the child closer to an aversive theme, for example, using a game that contains 
the picture of a dog to evoke behaviors of a child who the parents described as 
someone who is afraid of dogs.

Baking a cake at home or making Jell-O can be medium-term consequence 
teaching contingencies, teaching the child to wait (the consequence of trying to eat 
them ahead of time tends to be aversive). Another possibility is to guide parents to 
make allowance available, educating children to think with spending categories 
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such as short, medium, and long term, associating them with the child’s reality 
spending and desires. To do so, three boxes can be built (in session or at home with 
the parents) to help separate spending criteria, establishing the notion of monetary 
values, magnitudes of reinforcing value, and importance for the delay of the conse-
quence. In session, it is possible to have a surprise box whose contents are only 
revealed at the end of the session.

(3) Activity appropriate to what is previously known about the child’s repertoire 
and developmental stage: when presenting any activity to the child, it is important 
to know previously if it is appropriate for his/her age. A 12-year-old child will 
hardly wish to play with dolls and a house in session. In the same way, a 4-year-old 
child will hardly sit on the couch in the treatment room and discuss with linear 
speech and relevant details about possible complaints for treatment during the thera-
peutic process. It is necessary to take into consideration what the literature describes 
about what is appropriate for each age.

(4) Preferences and tastes of each child: the therapist should seek to know the 
children’s universe for each age group: characters, sticker albums, movies, toys, etc. 
When not aware of something brought by the client, it is expected that the clinical 
behavior analyst for children will show interest, seeking to understand during the 
session or, even outside it, the context in which the toy/personage appears in the 
child’s imaginary, and thus be able to use it for analysis or even intervention 
purposes.

(5) Degree of aversiveness of the activity: it is common that some activities, 
although unpleasant or unwanted by the child, are important for intervention, such 
as the presentation of a new game or a book with longer texts. In these cases, it is 
suggested to establish the fade-in procedure of the activity, i.e., that it be suggested 
and inserted gradually, allowing habituation of unpleasant responders and pairing 
the activity with some motivational stimulation (characters, costumes, songs).

The Premack principle (Catania, 1999) can also be used: it consists of presenting 
to the patient the possibility of engaging in an aversive activity with the possibility 
of engaging in another highly reinforcing activity. One can propose a hunt for pic-
tures previously hidden in the office, a subsequent session involving a high- 
magnitude reinforcer, such as one outside the office to meet the therapist’s pet, or 
even arrange for the child to borrow a toy from the office, which generates the teach-
ing of trust, responsibility, and care, among others.

(6) Division of session time between the moment when the therapist proposes an 
activity and the moment when the client can propose what will be done: this is usu-
ally done in order to establish a routine for the therapeutic environment, usually 
beginning with an activity proposed by the therapist with a specific objective (which 
may be orally explained to the child, depending on the function) and ending with 
something chosen by the client. It is important to remember that the need for this 
division (or even this order) should be related to the management/intervention in 
each case. In some cases, it will be necessary to develop autonomy and decision- 
making in some children and especially in adolescents. In this case, it would be 
more advisable to allow them to have a more active participation in the choice of 
activities. In cases where the child shows natural motivation for the activities 
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presented by the therapist, as well as talking about the complaints related to the 
problem behavior, this division is not necessary.

(7) Availability of resources (material, time, space): there are several possibilities 
of materials for the development of play. We can use games, dolls, and play dough, 
create activities applied to therapeutic objectives, adapt the material according to 
the client’s demand, and change the rules of games for specific purposes modifying 
the initial proposal, such as repeated album pictures used as a memory game.

(8) Unforeseen events during the session: one of the greatest difficulties of thera-
pists, especially the less experienced, is to deal with unforeseen events during the 
session. Understanding that functional analysis guides our interventions and guides 
our decisions may assure the beginning therapist the possibility of experimenting 
with creating a playful situation adequate to the new context, maintaining the initial 
objective of the session or even changing it to another that emerges. All this is some-
times done in the company of the child itself. If the planning to read a book that will 
explore social skills repertoire does not make sense because the child came to the 
clinic crying after learning that the dog is sick, for example, the therapist should be 
sensitive to the demand brought, accept the suffering, and redirect the course of the 
session (e.g., to tasks of expressing emotions, and problem-solving). Many times, 
the therapist plays with the attachment function, and, if this is clear in the functional 
analysis, the therapist, beginner or experienced, will feel safe.

Below are some play resources for the child therapist and their clinical manage-
ment possibilities:

 (a) Board and card games: allow teaching obedience to pre-established rules, mod-
ifying rules to adapt to the needs of the case, evaluating the ability to cooperate, 
and using parts of the game with another function, for example, making the pins 
into interacting characters. We should be careful with games that teach theoreti-
cally about social and socioemotional skills, because children may not be inter-
ested. We also run the risk of the child verbalizing correctly what empathy or 
cooperation is, but the verbal discourse does not correspond with the child’s 
doing/living outside the clinic.

 (b) Fantasy: it is one of the richest resources with infants and toddlers. An imagi-
nary friend allows bringing direction to some problem behavior in session, 
explores the capacity of creativity and problem-solving, and stimulates the 
development of social repertoire. The “fairy door”2, which can be made by the 
therapist and introduced into the treatment room, functions as a possibility to 
train social repertoire and to talk about feelings and problems to the therapist in 
an indirect manner, as the child can write and draw for the fairy. Waiting for the 
fairy’s response, which may occur in the following week’s session or 2 or 

2 The fairy door is a small wooden door (or other material, like EVA, for example) that is used by 
the first author to connect the real world with an imaginary world of the child, bringing several 
possibilities of intervention. The child can write to the fairy about something they have difficulty 
with, which may or may not be part of the complaint, and they can share with the fairy some situ-
ation they have experienced. The child’s drawing or letter is answered by the fairy when she passes 
by to pick up what the children leave for her, without having a certain day or time.
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3 weeks later, also allows the child to develop his/her self-control and waiting 
repertoire.

Cloth dolls also stimulate fantasy: through interaction between the characters, 
we teach children to make functional analysis of the behavior of the characters and 
of themselves, and we can represent roles of difficult situations for the child assess-
ing and creating new social repertoire. Playing with dolls involves exploring the 
natural environment in a non-aversive way and also emotional expression, repre-
senting the child’s real environment, such as two houses in the case of separated 
parents. Many children speak through the dolls what they cannot speak directly to 
the therapist. It is possible for both the therapist to visualize the way the child 
manipulates the dolls in order to reproduce the home environment and for the thera-
pist to represent situations from the child’s life that he/she has knowledge of in order 
to analyze how the child reacts. The therapist can stimulate the child’s critical think-
ing by asking what he thinks about the way the doll acted or how he is feeling.

The activity of playing at being the “problem detective,” another possibility 
using the resource of fantasy, stimulates problem-solving step by step and also cre-
ativity, because the child asks himself questions, as if he were a detective, and, with 
each answer, creates a new question in an attempt to reach the final objective. It is 
noteworthy that it is even possible to have a magnifying glass in the office and inter-
pret with the child as a detective.

 (c) Children’s books: these are rich tools and allow countless possibilities, such as 
observing the child’s reading of both words and images, presenting an impor-
tant theme for the psychotherapeutic process, exploring the attitude of the char-
acters, and reflecting if the child knows someone who resembles a character in 
the book, among others.

 (d) Play dough: allows exploring basic motor skills, fantasy with the construction 
or creation of objects, characters, food, identification, and naming of feelings in 
front of the material represented by the dough.

 (e) Activities with paper, crayons, and markers: the possibilities are endless. It is 
possible to make free drawings, family drawings, and family drawings repre-
senting an animal for each family member or a goal, based on the individual 
characteristics of each family member; create stories from the drawings; and 
build comics with the children, decreasing or increasing the response cost of the 
child involving the participation of the therapist.

 Conclusion

The clinical behavior analyst for children in training often enters this playful uni-
verse in such a pleasurable, genuine, and spontaneous way that we sometimes hear 
from students who feel in doubt whether they are playing to work or working to 
play. At this moment, our achievement of having contributed to the training of a 
child therapist becomes clear, leaving us with the hope that he/she will remain in 
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constant search for learning and improvement of his/her abilities to play 
functionally.

This chapter aimed to present the countless possibilities of creativity of manage-
ment and clinical intervention in the clinical behavior analysis for children. 
Suggestions and ideas were presented, without exhausting by any means the infinite 
range of creative possibilities within the universe of functional play. It is important 
for the psychotherapist, based on his studies, supervision, reading, and clinical 
experience, among others, to create his own way of working, always considering 
that if there is a behavioral function, within ethical limits, we can act.
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Chapter 8
Acceptance and Commitment Therapy: 
Interventions with Children

Aline Souza Simões, Raul Vaz Manzione, Desirée da Cruz Cassado, 
and Mônica Geraldi Valentim

Traditionally developed as a treatment for adult populations, acceptance and com-
mitment therapy (ACT, read as one word [“ÁKT”/“ÉKT”] and not as an acronym) 
has been refined to fit children and youth audiences (Hayes & Greco, 2009; Hayes 
& Ciarrochi, 2015; McCurry & Hayes, 2009; Scarlet, 2017). ACT is inserted within 
the so-called contextual behavioral therapies, which have as philosophical paradigm 
the functional contextualism. This is a philosophical view of science similar to and, 
at the same time, distinct from radical behaviorism. The process of defining func-
tional contextualism sets out to go beyond mere translation of radical behaviorist 
terms, proposing an important refinement in terms of extension and application.

Radical behaviorism is premised on the goal of predicting and controlling human 
behavior. According to Hayes (2019a), “‘control’ can refer to the elimination of 
variability, and the pragmatic goal of the contextual functional behavioral tradition 
is not to eliminate variability, but to make a difference” (p. 163). Therefore, a subtle 
change became necessary: control was replaced by influence, emphasizing the 
greater complexity of the behavior of human organisms compared to nonhuman 
organisms. Taking into account such complexity, functional contextualism uses 
relational framing theory (RFT) to address issues of human language and cognition.

The criterion of truth of contextualism is successful functioning: an analysis is 
considered true or valid as long as it leads to effective action, according to a certain 
objective. Thus, topographically mentalistic terms, hitherto rejected by the analytic- 
behavioral community, are now taken seriously if they enable – mediated by the 
functional-analytic gaze  – an understanding of behavioral phenomena (Hayes, 
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1984). Finally, models and theories based on evolutionary science and behavioral 
principles that facilitate the prediction and influence of behavior with accuracy, 
scope and depth are admitted – for example, the construction of the psychological 
flexibility model as an approach to psychopathology and its treatment and the devel-
opment of Acceptance and Commitment Therapy (ACT) as an approach to the mod-
ification of psychological flexibility1 of the realism controversy (as a philosophical 
debate) and enables the approach of behavioral issues in an analytical way, going 
according to the goals of contextual behavioral science.

ACT is presented as a multidimensional approach with a focus on reticulation, a 
model of scientific and practical development in which theoretical and technologi-
cal progress occurs at multiple levels (functional contextualist philosophy, basic 
analytic-behavioral concepts, experimental research, applied research, intervention/
public service provision) but in an interconnected way with different patterns of 
progress for the particular level of work. Thus, when “doing” ACT, one takes into 
account functional contextualism philosophy, basic behavioral concepts, and empir-
ical research data (Baer et al., 1968; Hayes et al., 2012b; Westrup, 2014).

Because it is presented as a model, ACT is not, then, only an amalgamation of 
techniques and methods; its proposal is to promote psychological flexibility in dif-
ferent settings and populations. According to Hayes et  al. (2012a, b), a unified 
model is a set of coherent processes that applies with precision, scope, and depth to 
a wide variety of clinically relevant problems and also applies to issues of human 
functioning and adaptability. The focus is not on the myriad of topographically 
defined forms of human suffering (symptoms and syndromes or symptom collec-
tive) but on the processes that have as their consequence the aforementioned suffer-
ing. This inflexibility is seen as a suffering-generating behavioral repertoire 
maintained by rigid rule-following (Hayes et al., 1999, 2012a, b).

 Rule-Governed Behavior

From the moment we are born, we are exposed to environments where other human 
beings teach us how to use language. This is done initially by speaking to us, so that 
we become familiar with the sounds of that language. As development occurs, we 
are encouraged to produce similar sounds in our own way. Initially, these sounds are 
related to the world around us (e.g., “mommy,” “daddy,” “dog”). Quickly, we learn 
to relate such sounds to the private world: tastes, smells, feelings, sensations, and 
desires (e.g., “hunger,” “thirst,” “yummy,” “disgusting,” “pain,” “want,” “don’t 
want,” “yes,” “no”).

Around 14 to 16 months of age, language in human beings begins to differ from 
the language of other mammals (Hayes & Smith, 2005), and, around 23 months, 
they learn the behavior of deriving relations (Lipkens et al., 1993). The behavior of 

1 For an in-depth discussion, see Zettle et al. (2016) and Hayes (2019a, b).
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deriving relations, unlike learning by direct contingencies, enables the learning of 
new relations between events without the obligation of exposure to situations (for 
example, imagine that Ana is hit by a toy tricycle, possibly resulting in a pain 
response. Later, Ana is told: “A car is bigger than the tricycle, so be careful.” This 
enables Ana to learn to avoid contact with moving cars, because the probability of 
getting an aversive consequence is even greater).

ACT underpins its practice by relational frame theory (RFT), which explains the 
learning of the operant of deriving relations, mentioned above (relational arbitrarily 
applicable response (RRAA)). It is not up to this chapter, however, to address the 
emergence of RFT and its basic principles in depth2, so only the most relevant 
aspects of this theory to be taken into account when addressing rule- governed 
behavior and psychopathology will be highlighted.

RFT states that during the period of language skill development, humans learn to 
relate arbitrary stimuli, which quickly becomes a generalized operant response 
through multiple exemplar training (exposure to multiple situations in which such 
an operant is emitted) (Healy et al., 2000). Through such multiple exemplar train-
ing, relational contextual cues (Crel3, e.g., “same as,” “opposite to,” “greater than,” 
“better than,” and “part of”) are abstracted and then applied arbitrarily to new stimu-
li.4 The child will quickly be able to relate stimuli that don’t share formal properties 
with each other. Thus, stimuli that have never been related in their learning history 
acquire functional properties; the functions to be established, however, depend on 
the social context that selects them (Luciano et al., 2009).

In an attempt to understand complex human behavior, Skinner (1966) proposed 
the concept of rules as antecedent stimuli that specify contingencies. Following 
rules, according to Skinner, enables the learning of new responses without the need 
for exposure to direct contingencies. From a view of RFT, it is said that rules alter 
the behavior of an individual through the transformation of functions resulting from 
contact with the elements included in them.

Rules are present in all contexts and periods of human development. Children 
delight in showing that they know the rules. At primary school age, they learn to 
behave according to the moment, for example, at playtime, or to sit in a chair and be 
quiet. By the end of primary school age, they know many rules that promote con-
nection and cooperation. There are rules of behavior for different social contexts, 
for example, they learn to respond appropriately to the question, “How are you?”

There are three categories of rule-governed behaviors: pliance, tracking, and 
augmenting. Pliance is a category of verbally governed behavior5 that happens 
under the influence of consequences that are mediated by a speaker. A child, about 
to go out to play, may hear his mother’s rule: “Take a coat because it will be cold.” 

2 See Barnes-Holmes et al. (2000), and Barnes-Holmes and O’Hora (2004).
3 Crel: context in which a history of a particular type of relational responding is brought to bear on 
the current situation.
4 “Arbitrary,” here, refers to a type of stimulus that depends on social conventions.
5 There is, as yet, no consensus on the official translation of the terms, so they are used in English.
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In this example, the rule will be followed not because of the immediate conse-
quence, since it is not cold at the moment, but because the mother, in the role of a 
talker, mediates the consequences of taking a coat (e.g., punishing if it is not done, 
gifting when it is done, etc.) (Hayes et al., 1989; Zettle & Hayes, 1982).

Tracking is behavior established by the verbal community once a certain level of 
behavior governed by pliance is present. It is a category of verbally governed behav-
ior under the influence of the apparent correspondence of the rule and the way the 
environment is organized. For example, a child, after playing in the dirt and having 
dirty hands, may hear from an adult, “Let’s wash your hands, because they are 
dirty.” As the hands are washed, the child may be told that the hands are getting 
cleaner, without the addition of arbitrary social consequences for doing so. In this 
case, the consequence of washing hands is having clean hands (Hayes et al., 1989; 
Zettle & Hayes, 1982).

Augmenting is a type of rule that, instead of specifying consequences or contin-
gencies (as is the case with pliance and tracking), modifies (increases) the reinforc-
ing value of the consequences specified in the rule, having a similar function to 
motivational operations (Michael, 1993). In this case, for example, a child faced 
with a food he or she does not like (and therefore acting as an aversive antecedent 
stimulus) may hear from an adult, for example: “If you eat this, you will get big and 
strong!” If the rule is followed under the influence of adult-mediated consequences 
(e.g., approval), it may be considered pliance. If it is followed under the influence 
of the more delayed consequences of following (getting big and strong), it will be 
augmenting, because of the transformation from aversive to discriminative function. 
Augmentals may also specify consequences that are abstract and do not have to be 
directly contacted to exert control over behavior (e.g., development of morality and 
sense of justice) (Hayes et al., 1998; Carvalho, 2016).

Rules are not always helpful in promoting a prosperous life; verbal evaluations 
and rules tend to generate insensitivity to prevailing contingencies (Hayes, 1989). 
Imagine the hypothetical case of John, whose father abuses authority by belittling 
and assaulting him. It would be natural, therefore, for John to learn the rule: “adults 
cannot be trusted.” In following it, it is possible that John – in coming into contact 
with other contexts, away from his father  – misses important opportunities to 
develop trusting relationships with other adults, for example, with a kind teacher 
who wants to help him. The same complex human behavior (of following rules) that 
allows us to thrive as a species can also promote psychological inflexibility (Luciano 
& Hayes, 2001).

 Psychological Flexibility and Inflexibility

The psychological flexibility model is by nature inductive and linked to basic human 
processes largely derived from basic science. It is a model of psychopathology, 
psychological well-being, and psychological intervention (Hayes et  al., 2012a). 
Serving as a metaphor rather than the model itself, the six processes that contribute 
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Fig. 8.1 Psychological inflexibility as a model of psychopathology

to psychological inflexibility are commonly represented in the figure of a hexagon6 
(Fig. 8.1), these being inflexible attention, disruption or lack of value clarity, inac-
tion or impulsivity, attachment to concepts about the self, cognitive fusion, and 
experiential avoidance. In Fig. 8.2, the six core processes that correspond to psycho-
logical flexibility are presented: flexible attention to the present moment, chosen 
values, committed actions, self-with-context, defusion, and acceptance.

The four processes on the left (self-with-context, flexible attention to the present 
moment, acceptance, and defusion) refer to mindfulness and acceptance processes; 
the four processes on the right (self-with-context, flexible attention to the present 
moment, committed action, and values) are commitment and behavioral activation/
behavioral change processes. The processes of self-within-context and flexible 
attention to the present moment are present in both.

6 Just as a way of representing the processes of psychological flexibility, this hexagon is nicknamed 
“hexaflex” – that is, a hexagon representing psychological flexibility.
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Fig. 8.2 Psychological flexibility as a human model of functioning and behavioral change

Psychological flexibility, thus defined, would be the behavioral repertoire that 
makes the individual able to contact the present moment as a conscious human 
being, in an integral manner, divesting himself of unnecessary defenses. In this situ-
ation, he is capable of interpreting the situation as it presents itself and not as it 
appears. Based on what the situation allows, it is the gesture of persisting or chang-
ing behavior, in the service of chosen values (Hayes et al., 2012a, b). It is a model 
that assumes that the core of psychopathology and human suffering is psychological 
inflexibility, consisting of attempts to control psychological reactions to discomfort 
when they compromise the possibility of engaging in value-based actions.

Despite being a fairly new approach within psychology, at the time of writing, 
there are 296 randomized clinical trials on the subject, and this number is still 
expanding (Hayes, 2019b). Although there are considerably fewer empirical studies 
with children, significant growth in interest in the utility of ACT in this population 
is observed. A review study (Swain et al., 2015) concluded that emerging research 
is encouraging in this regard. In recent years, ACT has increasingly established 
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itself as a transdiagnostic model7. Alternatively, unified or transdiagnostic treatment 
protocols have been put forward to address different diagnostic categories, focusing 
on core features of disorders. Many disorders defined in the Diagnostic and 
Statistical Manual of Mental Disorders8 share common dimensions such as impulse 
control difficulties, attentional control problems, rumination or preoccupation, cog-
nitive inflexibility, and self-awareness difficulties, among others.

The goal of the most modern behavioral and cognitive therapies is not to elimi-
nate, modify, or suppress private events (feelings, thoughts, sensations, and memo-
ries) but to promote more positive life trajectories. To do so, it is necessary to know 
the processes that foster growth and development so that more effective interven-
tions can be developed (Hayes & Hoffman, 2018). Therefore, from a process-based 
therapy perspective, thinking about children’s ACT involves thinking about pro-
cesses shared by this population and how to adapt interventions so that they are 
accessible to different levels of development.

 ACT for Children

Given that ACT focuses on language-derived processes, working with children is of 
particular importance. Studies show that the issues of concern to children of varying 
ages have a recognizable pattern: the older the child, the greater the complexity and 
variety of their concerns (e.g., Chorpita et  al., 1997). This statement may seem 
simple at first glance, but it touches on the issue that has a central place in discus-
sions in ACT and RFT: language development. The more developed a child’s lan-
guage processes, the greater and more complex their concerns (e.g., Vasey & 
Daleiden, 1994).

When we work with the common focus of ACT, typically developing adults, we 
are dealing with individuals whose language processes are refined and complex and 
whose behavior, therefore, is under a great deal of verbal control. ACT processes are 
then intended to minimize this control and to give the subject tools to live the life 
they would like to live. An important reflection, therefore, and one that has been 
increasingly discussed is: what is the impact of these tools for an audience whose 
language control is still in its early stages of development?

In early childhood, children respond to stimuli that are present in the immediate 
environment, and their behavior is governed by the direct consequences of their 
behavior (Greco et al., 2005). Thus, for example, for a child, the behavior of touch-
ing a dog may decrease in frequency after a bite, and the probability of vocalizing 
the word “mommy” may increase if it is followed by gestures of attention and 
affection.

7 That applies to more than one condition.
8 5th edition; DSM-5 (American Psychiatric Association, 2013).
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However, as children grow older, their behavior becomes under control not only 
of direct contingencies but also of verbal contingencies (Greco et al., 2005). Thus, 
we can imagine the following situation: Pedro was bitten by a dog when he was 
little and, since then, has fearful reactions and moves away when he sees any dog 
(dogs in general acquire an aversive function through the generalization process). At 
school, he hears a friend telling him that he hates cats, because a cat scratched him, 
and that they are much worse than dogs. In this situation, Peter’s avoidance and eva-
sion behaviors toward cats may increase in frequency. Although he has never suf-
fered any negative consequences from direct contact with a cat, the history of verbal 
learning related to the contextual cue “worse than” influences the stimulus “cat” to 
stop being neutral and start acquiring aversive functions enhanced by its relation 
with the stimulus “dog.”

From situations like Peter’s, verbal individuals also begin to behave under con-
trol of consequences that exist only in language. As they grow up, children respond 
more and more to verbal stimuli, and rules about past, present, and future increas-
ingly influence their behavior. Studies linking childhood anxiety and overprotective 
parents (e.g., Greco & Morris, 2002; Rapee, 1997; Rapee & Melville, 1997), for 
example, suggest that a child who has grown up in a context where he or she con-
stantly heard rules about care and protection may follow rules derived from these, 
in which the world takes on an aversive function, as a dangerous place. Thus, even 
stimuli usually considered neutral can be seen as aversive, as well as feelings and 
thoughts related to these experiences.

With the aim of weakening the control of rules that restrict the subject’s behavior 
and strengthening a value-directed repertoire (i.e., psychological flexibility), ACT 
proposes interventions in six fields: acceptance, cognitive defusion, self-with- 
context, present moment contact, values, and committed action (Hayes et al., 2012a, 
b). Interventions in each of the fields involve, in addition to analytic interventions 
(i.e., molar and molecular functional analysis), strategies such as experiential exer-
cises and metaphors, which are useful tools in providing context for less rigid lan-
guage use. Through strategies like this, therefore, ACT aims at a change of context, 
which will alter the individual’s relationship with the relational response itself 
(Hayes et al., 2012a, b). Thus, the child inserted in the overprotective context, for 
example, can, in therapy, learn to respond to his own feelings and thoughts about 
possible threats, looking at them from a flexible perspective, with the possibility of 
relating to them in different ways.

Such strategies, if considered in the context of child therapy, may facilitate the 
communication and engagement of children and adolescents, since they escape a 
purely discursive therapeutic context. Based on the assumptions of functional con-
textualism, the child therapist can formulate the case conceptualization and under-
stand the function of his/her client’s repertoire, having the flexibility to use strategies 
already presented in the ACT literature, as well as to formulate play interventions 
that are useful for each case. To illustrate this process, we will discuss the field of 
cognitive defusion, a component of hexaflex. Cognitive defusion consists of 
responding to private stimuli (feelings, sensations, thoughts) as what they are (i.e., 
feelings, sensations, and thoughts), rather than responding to them as fact or reality 
(Hayes et al., 2012a, b). Consider, then, that 10-year-old Isabela, after her parents’ 
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separation, is faced with constant thoughts that she needs to take care of her mother 
or something horrible will happen to her. When Isabela cries and fights with her 
mother so she won’t leave or won’t accept being alone at her father’s house, we can 
say that she is responding to the content of her thoughts. If the mother responds to 
the child’s behavior, by not going out, for example, we can say that the probability 
of occurrence of that behavior increases from the process of negative 
reinforcement.

A therapist who understands this dynamic could work with Isabella on ways to 
change the context in which that thought arises and transform its functions. One 
strategy for cognitive defusion might be to write or draw the thoughts on a white-
board in different ways. Meanwhile, therapist and client are talking about the 
thoughts as clouds in the sky that come and go. Here the therapist tries to model 
with the child the behavior of looking at the thought and responding to it for what it 
really is: just a thought, without having to act to avoid or modify it (connecting to 
the field of acceptance). Another aspect to be considered in psychotherapeutic work 
with children is the inclusion of the family in the process. Considering that parents 
or caregivers are usually the most significant part of the child’s context, their inclu-
sion is necessary in most of the sessions. Interventions in this sense include aspects 
commonly covered by traditional behavior analytic therapy, such as psychoeduca-
tion, guidance, and functional analysis of family dynamics. When considering the 
problematic worked by ACT, it is necessary to reflect on the importance of analyz-
ing how the six aspects of psychological inflexibility worked by hexaflex also pres-
ent themselves in the family (Coyne et al., 2011; Swain et al., 2015).

The adults who play a central role in the child’s life mostly come from an 
advanced process of language development and rule-following. The central phe-
nomenon of ACT, experiential avoidance, is commonly evident in the caregiver who 
brings the child to therapy. Considering the cultural context in which the normal is 
to feel good and suffering should be avoided, the adult may engage in avoidance and 
evasion behaviors of their own aversive private events arising from contact with the 
child’s different forms of suffering. Through modelling and shaping processes, the 
child often comes to the clinic presenting a rigid behavioral pattern of experiential 
avoidance which is also a reflection of the caregiver’s way of dealing with his/her 
private events (Greco et al., 2005).

From the ACT perspective, a possible path would be to work the fields of psycho-
logical flexibility also through interventions with caregivers and child together. In 
this way, the cognitive defusion exercise mentioned earlier could be done with the 
adult present, also talking about his own private events and building, together with 
the child, new ways to respond to them.

ACT is a model that, even in its work with adults, uses experiential, playful, and 
not very literal interventions with the aim of weakening the control exercised by 
language. For children, developing individuals, this kind of intervention can be even 
richer and bring a new range of possibilities. Here the therapist finds a unique 
opportunity: working less to remedy problems generated by language and more to 
prevent them, contributing to the formation of subjects capable of dealing with their 
own suffering more effectively and thus able to walk toward what makes life 
worth living.

8 Acceptance and Commitment Therapy: Interventions with Children
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Chapter 9
Introduction to Functional-Analytic 
Psychotherapy with Children

Cynthia Borges de Moura

 Introduction to Functional-Analytic Psychotherapy 
with Children

Behavior therapy changed its focus significantly after some therapist-researchers 
took the risk of applying the Skinnerian model to the clinical context. Although 
Skinner was not a therapist and was not specifically concerned with clinical prob-
lems, the theoretical and philosophical assumptions that he introduced within the 
scope of scientific behavior analysis led behavioral therapists to a new understand-
ing and intervention with their clients. Several aspects of the Skinnerian approach, 
for example, the recognition of the value of self-observation, the analysis of private 
events, and the proposition of a functional analysis of verbal behavior and its influ-
ence on other behaviors, contributed to the overcoming of mentalistic proposals and 
to the construction of a truly behaviorist identity for behavioral therapy.

In the 1980s, two different groups of researchers led by Hayes (1987) and 
Kohlenberg and Tsai (1987) developed models of clinical intervention with adults 
from the perspective indicated by Skinner’s radical behaviorism, which took shape 
in the 2000s (Hayes, 2004; Kohlenberg & Tsai, 1991). These models, in general, 
have been applied to clinical problems by providing a language and a conceptual-
ization concerning human nature and the interaction between an individual’s behav-
ior and the natural environment. Although they follow different paths in strategic 
terms, both have congruent therapeutic goals. Hayes adopts an approach that aims 
to intervene on the control of behavior as a way to obtain the alteration of the cli-
ent’s specific problem. Kohlenberg takes the problem behavior itself as the unit and 
starting point for a comprehensive and broad functional analysis. Since the behavior 
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occurs in the clinical context, the therapeutic relationship is seen as the appropriate 
instance to bring about the desired changes.

Functional-analytic psychotherapy (FAP), proposed by Kohlenberg and Tsai 
(1987, 1991), is part of what has been called third wave or third-generation thera-
pies (Hayes, 2004; Pérez Álvarez, 2006). And, as such, it shares with other therapies 
of this generation the applications of advances in the study of behavior: the equiva-
lence relations between stimuli, the behavior governed by rules, the functional anal-
ysis of verbal behavior, and its impact on understanding cognition and emotions 
(Fernández Parra & Ferro García, 2006).

According to Hayes (2004), what characterizes the third wave therapies is the 
greater attention to the context and functions of psychological phenomena and not 
only to their form. Therefore, they tend to propose contextual and experiential 
change strategies in addition to classical didactic strategies. These are treatments 
that seek, together with the client, to build a broad, flexible, assertive, and effective 
behavioral repertoire rather than a specific approach to narrowly defined problems. 
In short, third wave therapies focus on the way language affects experience, the 
therapeutic relationship, the concept of mindfulness, the self as context, and 
acceptance.

Although it was not designed for clinical practice with children, the FAP pro-
posal seems to be well suited to the context of child psychotherapy (Moura & Conte, 
1997). In the rest of this chapter, I analyzed how, from a certain point of view, the 
proposal of Kohlenberg and Tsai (1991) can be used in clinical practice with chil-
dren and, in this way, also legitimize a radical behaviorist action of the child behav-
ioral therapist. Although we consider the action of the child therapist with parents 
or carers fundamental, we will purposely exclude the discussion in this sense, since 
the purpose of this chapter is to specifically approach the FAP with children.

 The FAP Model Extended to Therapy with Children

The FAP approach is based largely on a proposal to apply procedures based on the 
principles of behavior analysis within the limits of the typical clinical treatment 
context. One of these limits is established by the fact that the therapist-client contact 
is generally restricted to the moment of therapy, and it is difficult or almost impos-
sible for the therapist to observe and interact with the client outside the session.

However, what is configured as a limit can also be an opportunity for significant 
changes from the intimate and intense relationship established between therapist 
and client, which offers the client a live learning setting, helping him to deal with 
the problem in the here and now and, thus, acquire skills to overcome his problems 
in daily life.

These conditions also apply to the context of child psychotherapy, because we 
hardly have access to the child outside the clinical context for some kind of inter-
vention and, because he/she is a child, the relationship with him/her is also hardly 
distant or impersonal. Thus, given that the child audience “fits” the FAP proposal, 
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mainly because children’s therapy works a lot with direct modeling, it becomes 
relevant to consider how the central characteristics of the approach of Kohlenberg 
and Tsai (1991) can be applied to work with them in order to intensify the possible 
results of the psychotherapeutic process.

 The Use of Reinforcement

Reinforcement in the clinical context plays an important role in the FAP model, 
since the main aspect of behavioral-analytic treatment is direct modeling through 
differential reinforcement of required repertoires during therapy sessions. A well- 
known aspect of reinforcement is that the closer in time and space the behavior is in 
relation to its consequences, the greater the control exerted by them. This concept is 
fundamental to the work of the child behavior therapist, because in the session, as 
the interaction with the therapist takes place, based on the planned intervention, the 
therapist can model and strengthen the child’s behaviors, desirable for overcoming 
his problems. When the same behaviors occur at home or at school, far from the 
therapist’s direct observation, modeling becomes the responsibility of parents or 
teachers, not always sufficiently prepared for the task.

With the identification of the probable contingencies present in the natural envi-
ronment, from the child’s report or representation (drawings, stories, games, make- 
believe games), the therapist can act in an alternative way, confronting the child 
with a new way of understanding or dealing with the situation, thus weakening 
possible distorted perceptions and fanciful relations between events, giving the 
child the opportunity to experience new interactions that produce behavioral 
changes and emotional growth.

The child psychotherapist may have many artificial resources for reinforcement, 
such as rewarding the achievement of a certain behavioral criterion in the session, 
with colored stickers or access to a “secret,” such as learning a magic trick, for 
example. Kohlenberg and Tsai (1991), however, point out that natural reinforcers, 
that is, spontaneous actions and reactions between client and therapist, are usually 
potentially more powerful in generating significant change. In the natural environ-
ment, the spontaneous expressions of people involved in an interaction are rein-
forced by the reciprocal positive responsiveness between them. Thus, for example, 
if the child’s expression of affection is a target behavior and the therapist also has a 
spontaneously affectionate reaction when she emits it, the reinforcement will most 
likely be natural, which favors behavioral generalization in this direction.

Arbitrary reinforcement, however, can be useful as a transitional procedure in 
child therapy. It can increase sensitivity to environmental stimuli more quickly and 
make it easier for the therapist to conduct more concrete analyses of the child’s own 
behavior. On the other hand, arbitrary reinforcement can also replace or interfere 
with the possibility that natural reinforcers gain control over behavior (Ferster, 
1979). For this reason, they should be used sparingly, although experience shows 
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that, in general, children “dismiss” arbitrary stimuli, as if they no longer made sense 
when compared to naturally reinforcing consequences inherent to the behavior.

 Clinically Relevant Behaviors (CRBs) and the Clinical 
Environment as an Agent of Change

Kohlenberg and Tsai’s (1991) model is also characterized by its attention to the 
specification of behaviors of interest. The term “clinically relevant behavior” (CRB) 
includes both problem behavior and target behavior. Thus, the child psychotherapist 
needs to be a skilled observer, because careful clinical observations are the basis for 
defining CRBs. Obviously, the child’s problem behavior cannot be directly observed 
unless it happens in the therapist’s presence, even if the therapist can obtain a good 
description through the parents’ or other observers’ report or can watch it through a 
videotape recording. Thus, the therapeutic environment will be considered adequate 
for promoting direct changes if the problem behaviors presented by the child are of 
such a nature that they can also occur during the session. Based on this criterion, the 
functional-analytic approach focuses on problems of the outside world that also 
occur during the session, which does not mean that it is not also possible to deal 
with those that do not occur, such as enuresis, for example.

The applicability of this aspect to child behavior therapy needs to be well under-
stood, because the problems that children present may occur in the session, both 
directly, in the therapist-child relationship, and indirectly, in the way they behave 
during the proposed playful situations. Thus, a child with complaints of aggressive-
ness, for example, does not necessarily need to attack the therapist in order for him 
to deal with the problem (in fact, it is more comfortable if this does not occur, 
although it may eventually happen) but may demonstrate this pattern of conduct 
through story characters or a toy situation.

The play or story may show the therapist the contingencies that established the 
child’s aggressive behavior and provide a good opportunity to investigate its current 
function. During this analysis, the therapist may also discuss with the child the 
alternatives for more socially appropriate behavior of the character, request the 
emission of more cooperative behavior in the game, or discuss the similarities 
between the behavior of the character in the story and his own or between the behav-
ior emitted in the game and the behavior with friends at school (Conte & Regra, 
2000; Moura & Conte, 1997). This information will also serve as important subsi-
dies for guidance to parents and other adults of interest.

The selection and discriminability of CRBs by the child therapist will be facili-
tated if he/she has developed, in his/her personal repertoire, the target behaviors he/
she wants to achieve with the child. This seems obvious because the therapist is an 
adult and the client is a child, but in practice it is not. It means having developed in 
yourself skills considered appropriate and been able to observe similar reactions in 
the child, such as remaining relaxed, knowing how to play and have fun, knowing 
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how to deal with frustration and defeat, and dealing with demands and pressure. 
They also need to have the ability to do things that children like, be flexible and 
creative, and not be anxious about obtaining immediate positive results (Conte, 
1993). These characteristics of the therapist will help the child to adapt more easily 
and quickly to the clinical environment and to present his most typical and “natural” 
reactions. Importantly, when observing and assessing the appropriateness of the 
child’s behavior, the therapist should be sensitive to the child’s level of development 
and to the characteristics of the current context and social environment in which the 
child lives.

According to Kohlenberg and Tsai (1991), a factor that restricts the range of 
target behaviors selected in a traditional therapy is the requirement that these refer 
only to the observable. They state that, in practice, it is almost impossible to achieve 
such objectivity when faced with applied problems, that inferences are not only 
necessary but useful. In many moments, the therapist needs to use his own “personal 
impressions” to raise hypotheses and verify the functionality of certain behaviors. 
This applies to the child therapist as well. The FAP therapist intervenes by testing 
his hypotheses: if they are confirmed, his acting strategies can be maintained; other-
wise, others should be implemented. The important thing is that the professional is 
guided and reinforced by the client’s improvements and progress, also outside the 
clinical environment.

Traditionally, the best way to create conditions for the generalization of the prog-
ress obtained by the client would be to conduct therapy in the same environment 
where the problem occurs. In Kohlenberg and Tsai’s (1991) view, this is not neces-
sary, as there is a functional similarity between the therapeutic context and the cli-
ent’s daily environment and clinically relevant behaviors tend to occur in both. This 
concept radically changes the child behavior therapist’s practice, as he can, through 
his relationship with the child, directly evaluate the occurrence of both problems 
and improvements and thus favor the generalization of progress.

In summary, the most important characteristic of a problem that makes it suitable 
for child FAP is the possibility of its occurrence during the therapy session. This 
conclusion is based on the following assumptions: (1) the specific effects of therapy 
result from events that happen during the session, and the only controlling events 
that can happen at that time are discriminative – therapist can function as a discrimi-
native stimulus for a situation in which certain client behaviors are more likely to 
occur; eliciters – therapist can evoke client emotional responses, sensations, images, 
or thoughts; or reinforcers – therapist reacts in ways that increase the occurrence of 
certain client behaviors; (2) occurring within the session, these events will have 
greater effects on behavior occurring in the same environment, so improvements 
may be naturally reinforced by contingencies provided by the therapist or condi-
tions arranged in therapy.
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 The CRBs of Children in the Process of Therapy

Live learning opportunities emerge in the therapeutic relationship when the client 
emits clinically relevant behaviors in relation to the therapist’s person. These are 
moments when behavior can be modeled directly from the effects on the relation-
ship. Kohlenberg and Tsai (1991) describe three types of client behavior that may 
occur during the session, of particular relevance to the therapeutic process. In this 
sense, although the whole description refers to the clinical context with adults, chil-
dren seem to demonstrate more clearly during sessions the clinically relevant behav-
iors with which you can work.

CRB1 refers to instances of behavior that happen during the therapy session that 
are occurrences of the clinical problem. These behaviors should decrease in fre-
quency during the course of therapy. CRB1s usually consist of avoidance behaviors 
that, in the client’s daily life, are under the control of aversive stimuli, which are 
often accompanied by negative emotional states. A child’s rude behavior in answer-
ing her questions may be both proximity avoidance, due to negative experiences 
with attachment figures, and a resistance to yielding to her control, due to a history 
of “being obeyed” by the adults in her environment.

Children may come to therapy with low self-esteem and a low sense of compe-
tence, showing dislike for themselves, not feeling able to achieve or recognize suc-
cess and social approval in their accomplishments. Or they may arrive with 
apparently “high” self-esteem, also hiding a sense of social or academic incompe-
tence. In any case, they will relate to the therapist in the way they relate to other 
people and will provide samples of the problems to be worked on.

Here are some examples of behaviors to be observed: does the child look at you, 
greet you, and smile? Does he/she enter without the mother, or does he/she enter 
with the mother and accepts to stay without her? Does the child follow your instruc-
tions or ignore your commands? Does the child look around and pick up objects or 
walk around the room? Does he/she talk like a baby? Does he/she make a point of 
cooperating or contradicting? Is he pushy, agitated, difficult to remain seated? 
Stubborn, knocks things over? Concerned with organization or cleanliness? 
Impatient, irritable, short tempered? Does he/she bite fingernails? Keeps hand or 
fingers in mouth? Refuses to try a game/activity that he/she does not know or cho-
sen by you? Is shy, timid, soft-spoken, monosyllabic?

Children often use indirect communication through play, drawings, and stories to 
demonstrate their feelings and other related behaviors, such as their perception of 
the environment. These are rich opportunities for observation and identification of 
CRBs1. They may frown after losing a single game, draw tiny pictures in a corner 
of the paper, tear up their drawing and throw it in the trash (or tear up their draw-
ing!), model a family of snakes with play dough, or model a cage with the whole 
family inside.

When the therapist participates in the fantasy and, through it, provides opportu-
nities for children to experience new experiences indirectly, they tend to gradually 
acquire greater self-control and begin to communicate more directly. By acting this 
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way, the therapist provides the child with the feeling of being understood and sup-
ported and thus creates a less aversive context for the development of the child’s 
ability to recognize, analyze, and change problematic behaviors and feelings, pav-
ing the way for more adapted behavioral solutions, which, according to FAP, consti-
tute the CRB2s.

CRB2 refers to those repertoires whose absence or low strength are directly 
related to the present problem. These behaviors must increase in strength during the 
course of treatment to indicate progress or improvement. During the early stages of 
treatment, these repertoires are usually not observed, probably due to the lack of 
experiences in their natural environment that could have favored the development of 
these types of behavior. Possible CRB2s include assertive behavioral repertoires, 
positive emotional expressiveness, appropriate problem-solving, higher self-esteem, 
and a greater sense of competence, among others.

Let us return to the hypothetical situation of the child who presented a rude 
response to the therapist’s questions and proposals for activities, as a proximity 
dodge. Now she responds without rudeness, draws a picture to give to the therapist, 
hugs him on the way out, and spontaneously tells facts about her week. Or, for 
example, the child who was always obeyed accepts to play “follow the boss,” asks 
(not tells!) to do some specific activity, accepts to wait when the therapist tells him 
they will do it the following week. These are small changes in the desired direction, 
modeled very probably by the reinforcing characteristics of interaction with the 
therapist, who reciprocally responds to pro-social behavior and affective interac-
tion. Another example is the child who “doesn’t remember” what happened when 
the therapist approaches him about occurrences of the problem behavior during the 
week. When he realizes that he will not be punished in this environment, he begins 
to “remember,” reports such occurrences more spontaneously, and accepts your sug-
gestions for alternative solutions.

Progressively, the child begins to use more direct verbal communication in ther-
apy, using more of the “I” and less of the “fantasy character.” At this point, more 
directive interventions and strategies can gradually be introduced. When the child 
becomes more aware of his open and covert behavioral patterns, he will be able to 
produce changes in his environment, collaborating with the efforts of the responsi-
ble adults. Experience has shown that modeling and reinforcing the CRB2s during 
the session favors the generalization of therapeutic gains to situations outside the 
clinic, by the same principle of functional similarity.

As a result of the previous step, CRB3 is constituted by children’s verbalizations 
about the correspondence between CRBs 1 and 2 and their controlling variables. It 
refers to children talking about their own behavior and what seems to cause it. More 
specifically, this involves the observation of the behavior itself and the associated 
reinforcing, discriminative, and eliciting stimuli. This description of functional rela-
tionships can help the child make generalization of their progress and obtain rein-
forcement in daily life. According to Kohlenberg and Tsai (1991), CRB3 repertoires 
also include descriptions of functional equivalences that indicate similarities 
between the situation-stimulus present during the session and those occurring out-
side the treatment.
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According to this definition, developing CRB3 seems a big, or even impossible, 
task for children. Experience has shown that, on the contrary, respected the limits of 
their development, children discover this reasoning and use it in a special and useful 
way. For example, one of the author’s patients, 8 years old, practically “fought” with 
her because of an attentional training with the use of Sudoku on the cell phone. As 
he presented some difficulty, he refused and wanted to give up in the middle. In one 
of the sessions when he was close to finishing and the therapist held him in the activ-
ity for him to finish it, he left angry saying “I hate you and your Chinese puzzle!” 
But the next session, surprisingly, he asked to do it again and did much better. The 
therapist celebrated the effort and praised the initiative, as well as the result, and 
ended by saying “we even fought about it last week, remember? It was ugly what I 
did, do you forgive me? You were just teaching me something that I have to do at 
school too, wasn’t it? Now I’ve learned that I can do it”.

It is not always possible, however, for therapists to observe the achievement of 
this stage, not because the children are not capable but because, when progress 
starts to occur, many parents interrupt the therapy, for feeling satisfied with the par-
tial results obtained or bothered with the increase in the child’s autonomy, expres-
siveness, and assertiveness (Moura & Conte, 1997). However, the achievement of 
such goal may figure as a discharge criterion in child therapy, since it impacts the 
child’s global development.

 The Skills of the Functional-Analytic Child Psychotherapist

The assessment procedures in FAP to generate clinical hypotheses and monitor the 
client’s progress are the same used by other child therapists: interviews, self-reports, 
questionnaires, records, drawings, stories, and games. Throughout the treatment, 
however, he interacts honestly with the child, expressing his feelings to her and her 
behaviors in order to intensify the therapeutic relationship and make the therapeutic 
setting a place of genuine learning.

Given that psychotherapy is a complex interactional process involving multide-
termined behaviors, Kohlenberg and Tsai (1991) suggest some rules for the thera-
pist’s behavior, which, according to them, if followed, result in reinforcing effects. 
The first rule prescribes the development of a good observation repertoire, as a 
prerequisite for the therapist to identify possible instances of CRBs occurring dur-
ing the session and, thus, to react appropriately and consistently to them. Observation 
can increase the likelihood that progress will be reinforced and inappropriate behav-
iors extinguished or punished.

The second rule is widely used by child psychotherapists: building a therapeutic 
environment favorable to the evocation of CRBs. With children, it is not possible to 
work only at the verbal level, and it becomes necessary to use the playful language, 
proper of children. According to Conte (1993), when attending children, the thera-
pist should explore the behavior of playing through strategies that interest them, 
such as drawings, comics, storybooks, painting, music, and other playful resources, 
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as a form of metaphorical expression of the child about his relations with the world 
and his public and private reactions. Play helps to make explicit to the child the 
antecedent and consequent situations of their responses and to identify the occur-
rence of similar behaviors inside and outside the session, as well as to raise with the 
child more adaptive alternatives to the problem they face and to train new skills.

The third rule calls the therapist’s attention to the value of immediate positive 
reinforcement of CRB2s. If problem behaviors can be detected and worked on 
within the clinical situation itself, it is assumed that improvements can and should 
also take place within the session and thus be valued and strengthened by the thera-
pist. For reinforcement to occur appropriately, the therapist must be clear which 
incompatible behavior should be reinforced so that he/she can then be sensitive to 
small behavioral changes towards the desired improvement. When the child begins 
to abandon his inadequate behavior patterns; to present a more positive interaction 
with the therapist, significant others, and his environment; and to develop more 
appropriate problem-solving alternatives, it is time to value such progress and feel 
reinforced by it.

Being able to naturally reinforce the client’s improvements by feeling reinforced 
by them is an important therapeutic skill, and, to help therapists acquire it, 
Kohlenberg and Tsai (1991) proposed a fourth rule: it is important that the therapist 
develop a repertoire of observation of the potentially reinforcing properties of his or 
her behavior, contingent on the occurrences of the client’s clinically relevant behav-
ior. This rule, basically, prescribes a good repertoire of self-awareness and self- 
observation for the therapist, so that he/she can discriminate during the therapeutic 
process which of his/her reactions evoke the child’s problem behavior and which 
reinforce the development of the target behaviors.

Thus, during the consultations, I adopted the practice of playing, saying that I 
will “faint with emotion” when they achieve something difficult. Depending on the 
child’s reaction to the first use of the joke, we can tell if it will have a reinforcing 
effect or not: some children look at me with a face of “that’s not funny,” and others 
burst out laughing and ask to see another fainting spell. The fourth rule increases the 
therapist’s discrimination regarding the therapeutic function of his personal 
resources, always keeping in mind that a reinforcing relationship with his client is 
fundamental to the process.

The fifth rule emphasizes the development of a repertoire of description of func-
tional relations between the controlling variables and the child’s behavior, a priority 
for good therapeutic performance, because it would be incongruous to intervene and 
try to help the other to develop self-awareness when one does not understand the 
interrelations and determinations of the behavior in focus. For the 8-year-old 
Sudoku fighting client reported earlier, my response was: “Wow, you achieved two 
difficult things: doing Sudoku in record time and finding out why we are training to 
do difficult things!”

This is a simplified response to the child. Behind the scenes, the therapist needs 
to understand the more complex relationships established between the child and his/
her family, school members, friends, and agents of other social institutions. In this 
case, why does a child cry and stop trying to complete his activities at school at the 
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slightest sign of difficulty? How did the family install this behavior protecting the 
child from bigger problems? And how did what seemed an adequate protective atti-
tude turn into a problem, with daily crying and a drop in school performance? A 
comprehensive analysis makes it easier to plan a focused intervention, but one that 
produces equally comprehensive results in the shortest time possible.

 General Aspects of Child Therapy and Final Considerations

With regard to its structuring, starting from what happens in the therapeutic session, 
the application of FAP in children does not differ significantly from its application 
in the adult population, as already described above. The difference is in the fact that 
the goals need to adjust not only to the child’s behavior but to what is feasible for 
him/her according to his/her age and developmental level (Cattivelli et al., 2012), in 
addition to considering how parents can (and if they can) contribute, both to solving 
the child’s problem and to minimizing the impact that family problems may be hav-
ing on the child. Another point of consideration is the knowledge of what certain 
circumstances or adverse conditions usually generate in children. There are situa-
tions in which knowledge of certain behavioral patterns, based on scientific evi-
dence, leads the therapist to formulate more appropriate hypotheses and thus better 
plan his interventions.

The great contribution of FAP lies in the precise description of what therapists 
should do and how to do it. However, little is still known about the important vari-
ables that direct therapeutic decisions, although research is being conducted in this 
direction (Romero-Porras et al., 2018). What leads a therapist to choose one direc-
tion or another within the therapeutic interaction has been a topic of study and dis-
cussion for some time now (Moura & Venturelli, 2004). Intervention with children 
based on FAP principles allows child therapists to apply scientific principles and 
work consistently within behavior analysis.

In fact, much of what Kohlenberg and Tsai (1991) managed to systematize and 
conceptualize in relation to clinical practice in behavior therapy has already been 
used for some time, in another way and under other theoretical bases, by psycho-
therapists of various approaches. For example, Oaklander (1978), working within 
the Gestalt approach, describes in his book a psychotherapeutic work with children, 
based mainly on the experiences that occur during the session and in his relationship 
with them. His approach could well be considered a practical and very functional 
way of applying the strategies arising from the FAP in children’s clinical practice. 
Although technically useful, such a work does not have the purpose and, therefore, 
does not contain the conceptual basis that subsidizes the proposal of Kohlenberg 
and Tsai (1991). This is the great gain for behavioral therapists, who can increas-
ingly expand and intensify their intervention in a consistent and scientific manner 
and create stronger links between clinical practice and behavior analysis.

Finally, a word about the therapist. To be ready for this type of work implies the 
development of his self-knowledge and a constant self-evaluation and support, if 
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possible through personal psychotherapy or therapeutic supervisions. Without this, 
the analysis of the therapeutic relationship can be something complex, costly, and 
risky, even in work with children. For this is the proposal of FAP: that the special 
and unique relationship between client and therapist is the main vehicle for change.
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Chapter 10
Levels of Therapeutic Intervention 
in Psychotherapy with Children

Cynthia Borges de Moura and Isabel Sá

The literature on child therapy is full of information on procedures and behavioral 
strategies to be implemented in sessions with children, and the market today also 
provides many options of playful materials. However, it is necessary to consider that 
the outcome of the therapy depends on the correct choice of techniques and the 
therapist’s skill in their management (Braga & Vandenberghe, 2006). The skill 
involves deliberate, purposeful interventions by the therapist – the so-called specific 
factors, in the sense of managing the child’s repertoire to model the desired changes. 
And this implies, in part, in the interpersonal relationship established between the 
therapist and his/her small client – nonspecific factors.

In adult therapy, the empirical study of specific factors (intentional actions of the 
therapist, application of procedures aimed at definite changes), some time ago, 
began to give way to the so-called nonspecific factors, the inherent characteristics of 
a constructive human relationship (such as mutual self-disclosure and acceptance), 
which equally affect the outcome of psychotherapy (Chambless & Ollendick, 2001; 
Luborsky et al., 2002). But what about in child psychotherapy? How can these fac-
tors be integrated, given the differential characteristics of treatment at this stage of 
development?

This chapter aims to discuss the verbal interventions that take place in an inter-
actional context between the therapist and the child. What does the therapist say, 
when faced with a given behavior, at an early or intermediate moment of the pro-
cess? How does he decide which level of intervention to focus on at that moment? 
The content, how the child solves problems, how he relates to people, or how he is 
relating to the therapist in the here and now?
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Zaro et al. (1980) described four levels of psychotherapeutic interaction, which 
evolve from the discussion of the content to the discussion of the therapist-client 
relationship, considering that therapy occurs in a context of interpersonal relation-
ship. In this sense, he notes that the client’s behavior affects the therapist’s and vice 
versa and that this can be used to benefit the change process.

Some years later, Kohlenberg and Tsai (1987) presented a systematized proposal 
from the theoretical and practical point of view in the same direction, the interven-
tion based on the analysis of the therapeutic relationship: functional analytic psy-
chotherapy (FAP). This proposal assumes that “if the client emits the problematic 
behavior within the context of the therapeutic relationship it is because this one 
keeps a functional similarity with his daily life environment” (Braga & Vandenberghe, 
2006, p. 309). In other words, the problem that brought the client to therapy will 
appear in the therapeutic relationship and may be worked on live, thus putting the 
“nonspecific variables” in the foreground.

Exactly 10 years later, Moura and Conte (1997) analyzed how the proposal by 
Kohlenberg and Tsai could be used in clinical practice with children. But consider-
ing that the divisions and definitions of the levels of intervention presented by Zaro 
et  al. (1980) are didactically useful to therapists, mainly to child therapists, this 
chapter aims at rereading these levels, in the context of psychotherapy with chil-
dren. Being aware of the levels of therapeutic interaction that can be established 
makes the therapist better able to assess and decide when and how to respond in 
more complex ways to their client.

 First Level: Content of the Material Brought to the Session by 
the Client

This is, according to Zaro et al. (1980), the most obvious and “safe” therapeutic 
material to work with the client. It is a necessary focus for the therapist to evaluate 
what is happening in the client’s life; what he does, thinks, and feels; the context 
that triggered the problem; and what kind of coping resource he usually adopts.

The content focus allows the therapist to efficiently obtain information about 
specific behaviors, reactions, context, and consequences produced in the physical 
and social environment. However, this level of approach is of limited value because 
if the therapist deals only with the content of what is reported, the therapist’s under-
standing will be restricted to what the client identifies as the problem or to the part 
of the problem that the client is able to recognize. And this, in the case of children, 
can be very limiting.

An example is a 10-year-old girl, attending the second grade of elementary 
school with a complaint of frequent crying at least three times a week, both at home 
and at school. The therapist asked her to tell about the last time she cried, and the 
child reported that she fell off her bicycle and cut her foot. According to the girl, her 
aunt came to see her because she cried a lot and said that “a girl this age does not 
cry like that” and that it was common to fall off a bicycle. The therapist decided to 
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work on this content and asked: “and what do you think of what your aunt said? Do 
you agree that a 10-year-old girl does not cry?”

The therapist in the above cut had already understood that the situations evoking 
crying were minimal annoyances, pain, or embarrassment. Perhaps this is why she 
chose to work with the content of the aunt’s talk to the child, maintaining the same 
reasoning: that her response was exacerbated for the situation. Several therapists 
could deal with this child’s account in a similar way, and there is nothing wrong 
with that. Generally, dealing with the content of the client’s account is a known, 
comfortable way and brings access to other important contents. In the above cut, the 
therapist could perceive that the child “had no idea” of the inadequacy of the fre-
quency and intensity of her emotional responses to common situations in her life.

Zaro et al. (1980) state that the urgency to understand events and how the client 
coped with them in order to thus provide helpful responses that promote rapid 
change may increase the likelihood that the therapist will intervene at the con-
tent level.

To understand the problem from a different perspective requires more interaction 
time. As the sessions go on, and the behavioral patterns of your small client are 
repeated, the therapist will have his or her own impressions of what is happening, 
what the problem actually is, and may choose to intervene at another level.

 Second Level: Customer’s Problem-Solving Style

Viewing the client’s behavior in therapy as a sample of his behavior in general, 
outside of this context, requires a more complex kind of analysis. The therapist, in 
the previous example, might view the report of the episode of the child’s “whining 
after a bicycle tip-over in which she cut her foot” (not actually a cut) as a sample of 
the larger therapeutic problem.

When the therapist chooses to work at this level, they need to respond not to the 
content but to how the child resolves the situation and what strategies they employ 
and their functionality to actually solve the problem. Observe the same interaction 
in which the therapist gives a different response.

Child: I fell off my bike and cut my foot, I cried a lot!
Therapist: Wow, let me see where you cut it? (Child shows a skinned foot.)
Therapist continues: Well, I think in this case, three things happened: I fell off the 

bike, I skinned my foot, and I cried a lot. And this last thing doesn’t seem to have 
solved the first two, does it?

See that the therapist subtly reformulates the child’s interpretation of the injury, 
changing “cut by skinning,” without confronting the child with the exaggeration of 
her response. Nor is she disregarding crying as an acceptable response in a bicycle 
fall situation, she just sets up “outrageous and dramatic crying” (as defined by the 
mother) as “crying a lot.” The option is to focus on the child’s repetitive pattern of 
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behavior, highlighting the way he reacts to problems and that does not produce 
effective results.

In fact, it does! This response generates attention, care, and help from the adult. 
Probably, these consequences are maintaining the problem, even with the punish-
ments (scolding, punishment) that he receives afterwards. But at this level of 
approach, the therapist uses one piece of information or one report as a basis for 
intervening on a larger problem. The exacerbated emotional response is probably a 
consequence of a deficit in autonomy, problem-solving, and coping repertoires, 
which she should already have, hence the interpretation of the adults in her social 
environment as “inappropriate for her age.” Another example:

Child: Yesterday at school I couldn’t put a puzzle together and I cried. Then the 
teacher came to give me tips, to help me.

Therapist (in a good mood): Whining strikes again! Oh, dear, how could you get 
help without turning on the faucet?

In this second example, the therapist confronts the child again with the emission 
of the problem behavior and requires from him an assertive response that could be 
emitted in the same situation, which would produce the same consequence and 
would be more adequate for his developmental level. If the therapist decides to 
intervene at this level, it is because the alternative and assertive response has already 
been taught and trained. Otherwise, such intervention, besides being inadequate, 
would be extremely nontherapeutic!

As the therapist interacts more with the child, he becomes more aware of the 
problems that should be focused on, as well as of the steps to be taken with the client 
towards the target responses, that is, the intermediate responses that should be part 
of the modeling process (Zaro et  al., 1980). In this way, alternative and varied 
problem- solving responses can be taught and their use required both in sessions and 
in small everyday situations brought by the child.

 Third Level: The Client’s Interpersonal Relationship Style

The psychotherapeutic context can be seen as a stage to observe how the client 
relates to other people. Zaro et al. (1980) state that the “therapist-patient” character-
istics present in a treatment relationship make it different in many ways from typical 
interactions between people. Nevertheless, it will be possible to get a very real sam-
ple of how your small client deals with interpersonal relationships with other adults 
and with his peers through the way he interacts with the therapist in session.

Does the child seem to strive to please you or get your approval no matter what 
the cost? Does he seem to resist all your efforts to help him and your suggestions for 
behavioral alternatives, with phrases like, “It’s no use! No one really understands 
me”? Does your small client argue with or oppose your proposed activities in an 
effort to dispute who is in control? Does he/she praise you as a “good friend” and 
then engage in a long story to justify why he/she won’t get what you ask of him/her? 
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Understanding how your actions affect your client will give the therapist a signifi-
cant advantage in producing changes in the desired direction.

Drawing on the relational dimension to respond to the client, the therapist could 
handle the same situation in the following way:

Child: I fell off my bike and cut my toe, I cried a lot!
Therapist: Wow, let me see where you cut it? (Child shows a skinned foot.)
Therapist continues, “I see a splinter foot...Let me ask you something: Do you cry 

every time a little something goes wrong? Or when someone does or says some-
thing you don’t like? Is that going to happen here with us? (And adds in a good- 
humored tone): Oh, oh, oh, don’t turn on the crying here!”

There are many ways in which a therapist can use this level of analysis to facili-
tate treatment. In this case, the therapist hypothesizing that the confrontation she is 
making could trigger crying tries to block that response with good humor before it 
happens, thus creating a context for a different, perhaps even incompatible, response. 
If, for example, the child laughs at the way the therapist said “crying,” she can rein-
force this response in the sense of confrontation: “That’s it! How about we laugh at 
our problems once in a while? It might work! Shall we try it?”

Intervening at this level is particularly useful for children whose problems 
revolve around the way they relate socially, both with adults and with other chil-
dren. As illustrated in the last example, the therapeutic relationship makes it possi-
ble to directly or indirectly observe the client’s problematic interpersonal style, 
signaling an alternative in the opposite direction, which can be trained in the 
moment, in the heat (or freshness!) of the situation.

Zaro et al. (1980) state that the advantage of intervening at this level is that it 
enables the therapist to correct “blind spots” concerning the way in which the client 
affects other people. For example:

Child: Yesterday at school I couldn’t put a puzzle together and I cried. Then the 
teacher came to give me tips, to help me.

Therapist: I’m going to tell you something kind of boring, but important. When 
someone cries in front of us, it usually sensitizes us to help. But when the person 
always cries, others get bored…and move away…soon the person will be with-
out help and without friends too! Have you ever thought about that?

The therapist above already risks showing the child how others are likely to per-
ceive her and what the consequences of this behavior will be in the medium term. 
The intention is that this information will affect the child’s behavior in the desired 
direction. Importantly, the therapist warns that her intervention will not be pleasant. 
This is a tactic that facilitates the acceptance of the confrontation, because the thera-
pist shows that she cares and it is her role to point out the “boring parts,” so that 
change can occur. The approach is complex, and there is rarely a clear right or 
wrong way to work at this level. The therapist may become aware of a pattern in the 
client’s interpersonal response, but may be unsure how to address it or what would 
be a productive time to do so. If this is the case, wait one more session, and when 
you do venture out, use the “laying the groundwork” tactic illustrated in the example.
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 Fourth Level: How the Client’s Behavior Affects the Therapist

Viewing psychotherapy as an interaction between people assumes that just as your 
behavior affects the client’s behavior, the client’s behavior also affects you. 
Recognizing your personal reactions to the client’s behavior and using them to 
achieve therapy goals adds a fourth level of therapeutic intervention.

Vandenberghe (2017, p. 221) states that “strategic disclosure of the feelings the 
client evokes in the therapist may be a productive option, but one must consider how 
these feelings resemble or are distinct from the feelings of other people in the cli-
ent’s life and how disclosure may impact the client.”

Imagine how it feels to be a therapist interacting with a 10-year-old who cries at 
every little difficulty? It is quite possible that after an initial empathic reaction, the 
therapist may begin to feel frustrated or upset. In that case, he may externalize a 
personal reaction to the client for the purpose of helping him become more aware of 
how his behavior affects him as well as other people. For example:

Child: Yesterday, at school, I couldn’t put a puzzle together and I cried. Then the 
teacher came to give me tips, to help me.

Therapist: Oh no! Again? We’ve already talked and rehearsed together what to do in 
these situations! Why didn’t you ask for help? I’m sure your teacher would come 
to your aid if you asked her in words.

The evaluation of his own emotional reaction may be the starting point for the 
therapist to formulate a response to the client. In the cut above, understanding that 
the “inassertive crying” is related to the lack of coping repertoire, and admitting that 
this behavior frustrates and annoys him in the same way as the teacher or mother, 
the therapist decides to react to the child’s resistance to implement the new strate-
gies exhaustively rehearsed.

Vandenberghe (2017) cautions therapists to be careful and check what aspects of 
the client’s behavior they are responding to. If the immediate impact of this interac-
tion on the client is likely to result in an increased frequency of healthier behavior 
in the client’s daily life, then it is worth taking a chance on this level of intervention. 
If, on the other hand, the therapist identifies that their reaction has more to do with 
their difficulty in dealing with “whiny children” who are resistant to change or that 
this child’s behavior irritates them because they seem lazy and manipulative, it is 
better not to respond to it. It would not be therapeutic to support intervention on 
such feelings.

The therapist must ask himself whether his reactions to the client’s behavior in 
question are relevant to the goals of therapy. This is the determining factor in decid-
ing how and when to use his personal feelings as an intervention strategy. As long 
as he has recognized his feelings as legitimate to the interaction, he can use them to 
analyze and intervene at the level of the therapeutic relationship.

In the same example, still within the intervention at this level, the therapist should 
also consider what else might have generated this feeling besides the child’s resis-
tance. This can lead to the recognition that he may have focused the therapy on 
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training alternative responses without considering the variables that control his 
small client’s response in the natural environment. In that case, he might choose a 
different verbalization. For example:

Child: Yesterday at school I couldn’t put a puzzle together and I cried. Then the 
teacher came to give me tips, to help me.

Therapist: Wow. I keep asking myself why is it that with me you can say what you 
want without crying, but not at school? What is it that happens there that we 
haven’t found out yet?

When realizing that his frustration may be the result of a “technical failure in the 
process” and that the child is trying to correspond to the therapist’s expectations, but 
is not succeeding due to other variables not considered, the therapist may take a step 
back and analyze this together with his client. Many times their feelings will give 
them clues about their own behavior as therapist, which will need to be modified for 
the benefit of the client, as in the above cut.

According to Kohlenberg and Tsai (1987), just as the client introduces his own 
characteristic style and personal problems into the therapeutic relationship, so does 
the therapist. For this reason, the use of this level of analysis is recommended only 
after careful consideration. Although few therapists make the mistake of impru-
dently attributing their own idiosyncratic responses to their clients, many sin by 
going in the opposite direction, establishing a distant and impersonal relationship. 
With children, besides being unproductive, this is also disastrous.

When the child begins to abandon his inadequate behavior patterns and to 
develop more appropriate interaction alternatives, that is the moment for the thera-
pist to value such progress and feel reinforced by it (Moura & Conte, 1997). In this 
sense, a hypothetical response that would contemplate this aspect could be:

Child: Yesterday at school I was able to hold...I raised my hand and asked if the 
teacher could repeat the explanation.

Therapist: Wow…I’m the one who’s going to cry now! With emotion! What’s up?
Child: Then she said yes, and other children said they didn’t understand either. She 

explained again and I understood.
Therapist: Finally the score is reversing! You 1 vs. Crying 0!

Being able to naturally reinforce the client’s improvements by feeling reinforced 
by them is an important therapeutic skill according to Kohlenberg and Tsai (1987), 
as it increases the likelihood that the therapist will use his or her personal resources 
in a more conscious and therapeutic way, always bearing in mind that a reinforcing 
relationship between client and therapist is fundamental to the process.

Much of what Kohlenberg and Tsai (1987, 1991) systematized in relation to 
clinical practice in behavior therapy has already been used for some time by other 
psychotherapists (Zaro et al., 1980) and professionals from other theoretical bases 
(Oaklander, 1978). The last author describes, from a gestalt approach, how to 
develop a psychotherapeutic work with children, based mainly on the experiences 
during the session and its relationship with the child.
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The levels of intervention exposed, as well as the examples presented, serve 
didactic functions. In practice, they may even occur more or less in this order, 
because they depend on a more frequent contact with the child and the establish-
ment of intimacy in the relationship, but they do not constitute stages. The aim was 
to illustrate to the child therapist how to approach the report, the behavior, and the 
therapeutic process of children at different levels, so that the relationship with their 
young clients may produce the learning of productive repertoires for both.
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Chapter 11
Contact with Schools: Objectives, Limits, 
and Care

Ligia Lacava Barros and Carolina Toledo Piza

According to Regra (2000), the children’s clinic is a therapeutic process that covers 
more than one client: besides the child, it also involves his/her parents. However, a 
basic aspect of behavior analysis is the understanding of the individual’s behaviors 
as a product of interaction with the environment (Todorov, 2007). Thus, when it 
comes to children, the concept of environment is expanded and extended to the 
school context, as an important environment where they spend much of the day. 
Therefore, the goal of the child behavioral clinic also includes changing the child’s 
behavioral relationships and reinforcement contingencies within the school envi-
ronment in order to enable the client’s social and academic aspects.

Considering this important partnership, the therapist’s contact with schools is 
essential, even when the referral for care has arisen from a need by parents or other 
professionals/specialists who have evaluated and/or are also monitoring the child. 
For example, a child with oral language alteration may already be assisted by a 
specialist who works in this area (in Brazil, they are usually speech therapists), and 
another child with school issues may have the complementary monitoring of a 
psycho- pedagogist or school psychologist. In this way, when we begin our work, it 
is a fundamental part of the process to establish contact with the network of profes-
sionals who accompany the client, in order to understand the reason for referral, 
how they have acted, and what the scope of their therapeutic planning is (Hunter & 
Dunders, 2007). If the therapeutic work was a referral from the school, it is worth 
knowing all the elements that will be important for the behavioral clinic identified 
by the school.

As this chapter focuses on exploring the aims, limits, and care of school contact, 
we will focus more on this important participant in the child’s network. Contact 
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with the school has two main objectives. The first is to raise important elements for 
the functional analysis. As school is one of the main learning and socialization envi-
ronments for children, it is a space in which they develop behaviors related to orga-
nization, responsibility, and academic skills. Thus, the data brought by school 
professionals are essential to broaden the understanding of our client’s functioning. 
Through this contact, we seek to identify his behavioral components and understand 
how relationships are established between the child and his peers, as well as behav-
iors involving learning processes and study habits. We aim to investigate how, when, 
and if the teaching process occurs, in its various contingencies (Prado et al., 2012). 
Understanding the child’s attitude in the classroom and outside it, respect for rules 
and peers, involvement in academic activities, the concentration time required and 
performed by the child in various activities, and his/her attitude when facing chal-
lenging and improvised situations are some of the important behaviors that help the 
therapist to establish a functional analysis (Sidman, 2006).

The second objective is more related to networking, which aims to strengthen the 
partnership between school-therapist-client-family (and the other possible profes-
sionals that make up the network). Studies for over a decade have reinforced posi-
tive effects on student development and learning when this family-school network 
is integrated (Smith et al., 2020). The partnership improves academic performance 
as well as social, emotional, and behavioral experiences (Sheridan & Gutkin, 2000). 
Expanding this network to include the therapist as part of that partnership makes 
this process even more supportive. In many cases, complaints may refer to lack of 
commitment, difficulties in the academic sphere, or inappropriate behaviors in the 
school environment, which, to be managed, necessarily need support and exposure 
to this environment. For example, if we consider the case of a student who presents 
academic difficulties, or even a confirmed diagnosis of dyslexia, depending on the 
complaint and the complexity of the picture, it is necessary to co-construct, with the 
various participants in the network, possible adaptations or support that will allow 
this student to be better accommodated to the school environment. It is necessary 
that this decision is also shared with the client and his family, so that it can then be 
discussed and adapted by the school. We can also consider a second scenario, in 
which the client has difficulty socializing with his peers. In this case, again, it is 
important that the network partnership is well established, to consider how much 
the school can contribute (either with more direct interventions or observations 
from a distance) to expand the positive models of interaction that will be offered to 
the child and his peers.

The initial contact with the school team can be made at different times. In certain 
contexts, it is suggested that it occurs at the very beginning of the therapeutic pro-
cess, concomitant with the initial sessions with the family and child, always after 
their consent. This usually occurs when the child has been referred at the school’s 
request, so contact is usually established in the first weeks of care, even if there is 
not yet a fully formulated therapeutic plan. In these cases, the visit aims to establish 
an initial relationship, in which we listen to the school staff (much more than taking 
ready-made guidelines), to understand their pedagogical proposal, as well as their 
view on the student: the main complaints and description of behaviors (desirable 
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and undesirable) presented in that environment. Only after this meeting, we began 
to formulate a plan that also includes goals for the school context (Meltzer, 2010).

In other cases, when the central complaint is not directly related to the school 
environment, contact with the school may be made some time after the initial ses-
sions with the parents and child. In this case, the therapist already has relevant data 
and can combine them with the aspects brought by the school or add new behaviors 
presented by the client to his planning, considering the different environments and 
variables. It is very common for the child to present undesirable behaviors in the 
family environment but not at school. For example, parents may complain that the 
child is very aggressive and defiant when at home, but in some cases, this behavior 
is not evidenced at school. The opposite may also occur – although it is less fre-
quent – of parents claiming that the child presents behaviors at school that they do 
not observe in everyday situations.

Let us illustrate with the case of Mary, a 9-year-old girl whose family sought 
therapy because the school claimed that the child was withdrawn and not very par-
ticipatory in group activities (with her classmates) and vehemently avoided situa-
tions of highlighting and exposure during classes when the teacher requested her 
participation. According to the parents, Mary was an extremely communicative and 
outgoing girl, and her attitudes did not match the complaints, although they noticed 
more restlessness and tension during homework assignments. In this case, it was 
important to strengthen the relationship with the school to understand the reason for 
such behaviors and subsequently explain to the parents the contingencies that led 
Mary to react in such a way.

As already mentioned, when the therapist makes the first (or any) contact with 
the school, it is essential that the parents are in agreement and have consented, as 
they are the clients and responsible for the child. In general, they usually understand 
the importance of this approach with the school; however, there are some excep-
tions, in which families resist the contact. In these cases, it is important to respect 
the family’s opinion and gradually justify it, reinforcing the importance of the link 
with the school for the best progress of the case.

When parents consent to this communication, in most cases, the ideal is to seek 
the educational guidance team, or school psychologist, which monitors aspects 
related to the psychosocial development of students. Some schools do not have this 
team in their structure to meet the demands, and, in this case, the contact is made 
directly with the educational manager or with the school board. When we are work-
ing with children attending Elementary I, whenever possible, it is also interesting to 
request the participation of the class teacher. In some cases, the school has a support 
department for inclusive students, and contact can also be made with other profes-
sionals (specialists) who are part of this therapeutic network.

Contact with the school should be made, however, in a very cautious manner, 
aiming at the confidential aspects of both parties. As mentioned, the clinician needs 
to remember that his clients are the child and his parents and that aspects revealed 
to the school may harm the family. Thus, in some cases, it is also necessary to have 
the family’s permission to share personal information of family functioning, and, if 
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denied, the therapist must consent to this choice. In these cases, the focus should be 
on behaviors related to the learning environment.

Similarly, relevant information brought by the school should be passed on to 
parents only with the consent of the school professionals and with care not to expose 
third parties, such as teachers, coordinators, and the like. It is also worth reinforcing 
that, according to the association’s code of ethics, any report prepared by the clini-
cian, which contains information regarding the child and his/her family, can only be 
sent to the school with the family’s consent. Therefore, it is essential that the parents 
read and authorize the sharing of the document before it is sent. If they choose not 
to share certain information, the clinician can make a brief report version to deliver 
to the school and a second, more extensive version to share with specialists and doc-
tors who may eventually follow up on the case. It is also suggested that the clinician 
be careful not to disclose information contained in the reports prepared by him or 
herself or by other professionals who evaluated the client, in case this sharing has 
been denied by the family members.

The frequency with which you will contact the school varies from case to case. 
It is important to note that, even if the child does not present issues related to aca-
demic performance or undesirable behaviors at school, it is important to maintain 
telephone contact from time to time, coupled with a few face-to-face meetings 
per year.

However, in cases where the school is directly related to the complaint, contact 
with it should happen more frequently, since part of the therapeutic goals involves 
this physical and social environment. Take case 2, for example: Nate is referred to 
therapy at the school’s request, with parental consent. The school reports that the 
client has been exhibiting separation anxiety disorder, not being able to attend 
school every day of the week nor during the entire school term.

In this case, the clinician will need to establish frequent contact with the school 
to develop systematic exposures that enable Nate’s return to the school environ-
ment, relying on family participation when necessary. In this scenario, it may be 
necessary to observe the child’s interaction in his school environment. To assist in 
this process, before making the observation in  loco, the school may be provided 
with a behavior assessment tool that will help guide which behaviors will be ana-
lyzed during the visit. There are a number of behavior observation scales, and some 
even have more than one version for the people accompanying the client.

For example, this is the case of the SNAP-IV scale (Matos et al., 2006), aimed at 
investigating signs and symptoms of ADHD, which has one version to be completed 
by the client and another for parents and/or school staff (teachers and coordinators). 
Another suggestion is the SDQ (Strengths and Difficulties Questionnaire), which 
assesses the behavioral characteristics of children and adolescents, as well as the 
presence of symptoms leading to the diagnosis of psychiatric disorders (Saur, 2012).

It is essential for therapists to be clear about which signs and symptoms they 
want to explore, in order to define the best scale to be used, which they can fill in 
themselves during their visit to the school. In situations where the therapist needs to 
investigate very specific aspects, the therapist can prepare his/her own questionnaire 
(which will be more qualitative in nature), listing the aspects he/she intends to 
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understand via the school. You can also formulate an observation script with the 
behaviors you wish to observe during your visit and record how often the client 
emits them. In this case, one way would be to list behaviors expected by the child in 
the school environment, such as “relates to peers,” “is asked by others,” and 
“responds to verbal requests,” evaluating whether “he emits these behaviors with or 
without intervention,” “how often,” etc.

Let us analyze another example, which will be called case 3: Joseph is referred 
to therapy by his parents for presenting behavioral issues in the family environment. 
He is described as an aggressive child who confronts his parents, fights a lot with his 
younger brother, and eventually has “tantrums” when he is contradicted. When con-
tacting the school, the report is that the client does not present disruptive behaviors, 
respects rules imposed without questioning, delivers the activities on time, and has 
a good relationship with peers and teachers and coordination.

According to the brief report, it can be noted that, in all the cases illustrated 
above, contact with the school is necessary; however, in the third case, the focus of 
monitoring differs from the first two, in which the school environment presents 
aversive contingencies that trigger inappropriate behavior. Thus, in this last exam-
ple, contact with another environment (other than the family) helps to confirm that 
the child has more adaptive repertoires, which reinforces the need to guide the fam-
ily, offering as models chains of contingencies similar to those of the school. Contact 
with the school, in this case, despite being an important part of the partnership, does 
not need to occur in the same frequency as in the previous examples, because the 
priority interventions should take place in the family environment. In cases 1 and 2, 
however, the analyst aims to observe (in loco) and understand why the stimuli pre-
sented in the school environment evoke poorly adaptive behavior as a consequence. 
In these scenarios, therapist-school contact should occur more frequently and sys-
tematically, to observe not only what the student does but also the relationships 
between his behavior, the aspects that precede it, and those that arise as a conse-
quence of the environment, promoting his learning, both in the physical and social 
spheres (Prado et al., 2012).

Let’s reflect back on the first case, considering that Mary has exhibited avoidance 
behaviors during situations of greater exposure in the classroom. After some time of 
follow-up, the therapist began to observe that such behaviors were the consequence 
of a significant school deficit, especially in activities involving reading and writing. 
Thus, she referred the child to a complementary neuropsychological multidisci-
plinary evaluation, which further investigated the child’s cognitive and behavioral 
profile, focusing on learning processes. The evaluation data confirmed a specific 
reading learning disorder, also known as dyslexia, pointing to a significant deficit in 
reading and writing skills (alteration in reading fluency and comprehension, phono-
logical and orthographic changes – when reading and writing), in operational mem-
ory tasks (requiring mental manipulation), and those involving greater phonological 
processing and rapid automatic naming (RAN tasks), with a slow response to inter-
vention when compared to the client’s level of intelligence and schooling (Cruz- 
Rodrigues, et  al., 2014; Shaywitz & Shaywitz, 2005; American Psychiatric 
Association, 2013; Piza et al., 2009).
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Given this diagnostic confirmation, the behavior analyst can act as case manager 
and resume meetings with the school coordinator, reinforcing the areas of greater 
cognitive and behavioral weakness confirmed by the evaluation, and then establish 
new therapeutic goals (together with the coordinator), aiming to expand the educa-
tors’ knowledge and conduct about the case (Hunter & Dunders, 2007). When a 
solid partnership is established between therapist and school, it is possible to col-
laboratively build strategies that will reduce aversive behaviors while promoting the 
expansion, consolidation, and refinement of new behaviors acquired and more 
appropriate to the student.

In this particular example, it is known that psychoeducation is a fundamental 
stage of the process, since students with learning disorders can often be misunder-
stood and misinterpreted by parents and school staff, because they usually show 
notorious discrepancy in expressing and understanding information orally, when 
compared to the quality of their production and written language. In addition, stu-
dents with school difficulties (whether or not they have a confirmed diagnosis) often 
adopt behaviors of indifference, avoidance, and evasion (being seen as “lazy” or 
“sloppy”) or even arrogance in the face of “not knowing.”

Thus, understanding the functioning profile of these individuals helps the net-
work of parents-specialists-school to design specific and more appropriate strate-
gies for the client, allowing more appropriate and less aversive contingencies to be 
modeled that access the client’s true knowledge and potential. For example, again 
considering case 1 (Mary), after diagnostic confirmation, the behavior analyst met 
again with the specialists (in this case, the neuropsychologist), parents, and client to 
present the proposals for adaptation that she would like to suggest to the school 
team. Based on the multidisciplinary assessment, it was observed that the student 
would benefit from facilitating strategies for reading and textual comprehension, for 
example, the use of rubrics or summaries (prompts) with guiding questions and 
steps for problem-solving (plan, organize, and self-monitor production); bold key-
words in texts/sentences to hold her attention; the study through short activities, 
with repetition of content; and audiovisual support (when possible) to assist the 
absorption of content and quality of performance. It was also considered the reduc-
tion of more complex/longer statements, fractioned into smaller parts to help her 
reflect on the content, stimulating abilities to plan her action before executing it. 
Another suggestion was that Mary should take tests in quieter environments and 
have ample time, allowing breaks when a drop in performance or increase in anxiety 
was observed.

Upon exposing such guidelines to the client and her parents, Mary reported that 
she would not like to take all the tests in another setting. In this case, the therapist 
realized that such a strategy would increase her aversion to the assessment context 
(where the client felt “very different from her peers”). In this case, therapist and 
client agreed with the school that she would only take some of the tests (concerning 
the subjects in which she had more difficulty) outside the classroom. This example 
demonstrates that it is essential for the behavior analyst to know his client and be 
able to identify the contingencies that increase or decrease a behavior so that 
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strategies and interventions are carefully chosen, avoiding “ready-made” orienta-
tions that prioritize the diagnosis and not the client’s profile (Barkley, 2012).

Furthermore, it is important that the behavior analyst also deepens his/her knowl-
edge of the most frequent neurodevelopmental disorders so that, when necessary, 
he/she can also suggest adaptations and accessibility focused on teaching technolo-
gies (Hunter and Dunders, 2007). Integrating their knowledge about the client’s 
behavioral profile with specific characteristics of these childhood conditions will 
allow professionals to offer more realistic, personalized, and fundamental strategies 
to expand and adapt teaching methods that may include complementary resources, 
such as audiovisual proposals and computer tools (Prado et al., 2012).

Finally, it is worth noting that when reflecting on school guidelines, it is essential 
to consider the school’s profile, as well as its openness and flexibility in accepting 
external suggestions. In Marina’s case in particular, the specialists had established a 
good link with the school team, so they knew that such adaptations would be pos-
sible and well accepted. However, there are situations where, unfortunately, the 
school staff are less willing to discuss suggestions proposed by specialists. In these 
cases, it is important to respect this space, but clearly expose the student’s needs, as 
well as the contingencies that increase his/her inappropriate behaviors. Special care 
should be taken not to wear out the relationship between the family/student and the 
school, aiming to strengthen the bond of this network. However, it is also the role of 
the behavior analyst to consider, realistically, how well the school is prepared to 
receive and work with the student’s needs.

In short, working with children and adolescents requires establishing a bridge 
with the school and family, as these are the most important environments of social-
ization for the child. In addition, numerous studies and case reports have confirmed 
that the success of clinical evolution is very much related to good partnership work, 
even when the initial complaint did not come from the school.
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Chapter 12
Interdisciplinary Work in the Care 
of Children

Liane Jorge de Souza Dahás and Tiffany Moukbel Chaim Avancini

 Childhood as a Period of Neurodevelopment: The Importance 
of a Broad Approach Adapted to the Stages of Life

The period of childhood is marked by major transformations that encompass the 
affective, social, cognitive, and physical development. Such skills will provide the 
child’s self-sufficiency and the formation of healthy bonds, as well as be part of the 
development of personality, learning skills, problem-solving skills, and the formula-
tion of new concepts and ideas (Schore & Schore, 2008; Shonkoff & Phillips, 2000).

During childhood and adolescence, the processes of brain development and mat-
uration occur through the selective strengthening or weakening of brain networks. 
Over time, new neural circuits are being established, and others are being disman-
tled, undergoing what we call neural pruning. These changes, made possible by 
brain plasticity, which is nothing more than the brain’s ability to modify its connec-
tions or reconnect, will lead to the refinement and specialization of brain circuits 
(Battista et al., 2018). The whole learning processes of the child, including the dif-
ferent experiences to which he/she was exposed and the way physical-cognitive and 
emotional stimulation was performed, are stimuli that will influence brain plasticity 
and neurodevelopment. (Nowakowsk & Hayes, 2012; Palkhivala, 2010). Thus, 
when assessing the child, one should always take into account his/her life history 
and, at each stage of life, have a different expectation towards his/her emotional and 
physical behavior since some skills will only be developed at a later stage of 
development.
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As an example of the peculiarities of each age, we can cite the ability to remain 
attentive to activities. The expected parameters for this skill vary according to age. 
In general, up to 6 years old, it is normal for children to have a very short focus time, 
with numerous interruptions in their activities and the need for an adult to organize 
the task to be performed. As she gets older, this capacity increases until she is able 
to stay focused for more than 30 minutes on an activity that, at first, is not very 
motivating, such as studying (Hood, 1995; Johnson, 1990). If such differences are 
not taken into account, it is very likely that a misdiagnosis of attention deficit hyper-
activity disorder (ADHD) will be attributed to a child with an age-appropriate atten-
tional performance. Studies have shown that younger children within the same 
school grade, such as those born in December compared to those born in January of 
the same year, tend to be diagnosed with ADHD in larger numbers, which can lead 
to misdiagnosis and possible drug treatment of children who would not be indicated 
for it (Morrow et al., 2012).

Taking into account the complexity of child development, a comprehensive 
approach to the phenomena of this moment is necessary to take into account all the 
processes and peculiarities of each phase, supported by the various areas of knowl-
edge (Martins Filho & Martins, 2012). Only in this way, the professional will be 
able to track possible warning signs and assess the child’s evolutionary adequacy, 
considering all neurodevelopmental and socioemotional development processes.

It is worth noting that transiting through these fields is quite different from hav-
ing specific knowledge of all areas related to mental health. Once the professional 
already has in mind all the important aspects to be assessed in the first contacts with 
the patient (including those that are not present in the initial assessment but that may 
arise throughout follow-up) and understands the concept of interdisciplinary work, 
he or she will be able to identify the context in which referral is necessary and will 
know how to perform adequate teamwork. Knowledge about the functioning of an 
interdisciplinary team is therefore necessary, as discussed below.

 Multi- and Interdisciplinary Teams: Concepts 
and Practical Developments

The behavior-analytic therapist usually works with teams of several professionals 
(e.g., treatment of eating disorders in partnership with nutritionists and psychia-
trists). In the children’s clinic, this practice is also common and highly recom-
mended, taking into account that children are at the beginning of their developmental 
process, with highly flexible neuronal and motor functioning, as well as behavioral 
patterns (Papalia et al., 2009).

Within the health sciences, several terms are used to refer to the joint work of 
professionals coming from different areas. The concepts of multidisciplinarity and 
interdisciplinarity are described below, and, at the end of this section, it will be 
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explained why the latter term was chosen by the authors as the most appropriate in 
child mental health care.

Multidisciplinarity is a term used to refer to the set of disciplines studied in paral-
lel, i.e., each professional contributes with their knowledge to the case in question 
from the knowledge of their discipline of origin (Choi & Pak, 2006). Metaphorically, 
we can imagine a patchwork quilt, whose composition contains a little piece of 
cloth from each professional. This is a very common approach in outpatient set-
tings, in which each specialist contributes what is his or her role, without a common 
formulation of the case among them. The analyses are added up, one by one, and 
there is usually a leader (usually a physician) who brings them together and decides 
which should be the priorities and the course of treatment, thus influencing the prac-
tice of the other professionals.

For example, in a case of autistic spectrum disorder (ASD), a team composed of 
a nutritionist, psychiatrist, psychologist, and speech and hearing therapist would be 
led by the psychiatrist, and, at his discretion, the treatment of food selectivity (nutri-
tionist), language learning (speech and hearing therapist), and basic social skills 
(psychologist) would be carried out. Numerous opposing perceptions about the case 
are possible and no synthesis is made. Going back to the example given, the speech- 
language pathologist may advocate teaching parents not to respond to gesture com-
mands to increase the emission of verbal commands, while the behavior analyst 
psychologist would certainly advocate first teaching the gesture command and then 
move on to the vocal command. In this case, the decision of where to start would be 
of the team leader, based on their own knowledge of the disciplines discussed, since 
there is no joint case formulation.

Interdisciplinarity relies on disciplines studied in a correlated way, i.e., each pro-
fessional will bring their experience and theoretical knowledge so that a unique 
formulation of the case is elaborated (Choi & Pak, 2006). In this team model, there 
is no leader: all professionals are responsible for the progress of the case and discuss 
the treatment courses in a linear and nonhierarchical way.

Going back to the example of the child with ASD: the behavior-analytic psy-
chologist could explain to the team the importance of nonvocal command behavior 
as a precursor to vocal command behavior, as well as echoing. If the team works in 
an interdisciplinary fashion, there will be a discussion about the importance of sim-
ple behaviors being taught before more complex ones in scientific but simpler than 
behavior-analytic language so that everyone understands. Once the whole team 
agrees with the premise, the phonoaudiologist may then suggest learning to echo 
sounds, eventually even touch verbally so that when the nonvocal command is well 
established, the vocal is inserted into the repertoire.

It is noted that the effects on the course of treatment of multi- and interdisciplin-
ary approaches are quite diverse: in one, dialectical interpretations are possible, and 
there is a choice by one of the professionals about which would be the most appro-
priate treatment. In another, the need to formulate a case and make decisions 
together forces professionals to elaborate a synthetic formulation from among the 
different interpretations.
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The authors of this chapter defend the line that prioritizes the interdisciplinary 
approach in children’s clinical practice. In this approach, each professional can 
bring specific knowledge of his/her area, which, based on team discussions with all 
professionals equally involved in the case, will be aligned, adapted, and associated 
with the patient’s demand. This procedure tends to generate greater effectiveness in 
the individual work of each professional, since it will be performed synergistically 
with the others, seeking the same objectives.

 Interdisciplinary Teams in the Management of Child 
Psychiatric Disorders

Depending on the symptoms and their functions found in the initial assessment, 
usually performed by the psychiatrist or therapist, other health professionals may be 
invited to join the interdisciplinary team, enabling a more specific investigation of 
issues that relate to the problem presented, but are beyond the scope of psychiatric 
and psychological intervention.

There are no rules to compose the team of professionals that will treat each con-
dition, and each case must be analyzed individually. However, some psychiatric 
disorders or neurological conditions require teamwork, with an interdisciplinary 
approach. Such professionals will be important not only in the treatment but also for 
the previous process, which involves diagnosis, care with differential diagnoses and 
possible comorbidities, and therapeutic planning. As an example, we can cite some 
disorders.

 Neurodevelopmental Disorders

 Autistic Spectrum Disorder

Autism spectrum disorder (ASD) is characterized by persistent deficits in commu-
nication and social interaction in multiple contexts, including deficits in social reci-
procity, nonverbal communication behaviors used for social interaction, and skills 
in developing, maintaining, and understanding relationships. Associated with the 
impairments in social interaction, for the diagnosis of ASD to be established, there 
must be the presence of a pattern of restricted and repetitive behaviors, interests, or 
activities (American Psychiatric Association, 2013).

Considering all the damages that the condition causes, it is easy to identify the 
need for multiple professionals to carry out an adequate treatment. Thus, among the 
treatments indicated are psychotherapy with the practice of behavioral interventions 
and parental guidance, speech therapy focused on speech and language, 

L. J. de Souza Dahás and T. M. C. Avancini



137

occupational therapy, and work with sensory integration, monitoring with a child 
and adolescent psychiatrist and/or neuropediatrician.

There is no specific medication for the treatment of ASD, but several medica-
tions can be used to treat symptoms that may accompany the condition, such as 
excessive irritability and sleep disorders, as well as to address comorbidities, such 
as anxiety disorders, depressive disorder, and ADHD, among others. When neces-
sary, medication helps to improve the patient’s well-being and, thus, brings better 
conditions for him to respond to the implemented treatments.

 Attention Deficit Hyperactivity Disorder

ADHD is a neurodevelopmental disorder defined by a persistent pattern of inatten-
tion and/or hyperactivity-impulsivity that generates impairment in functioning and 
development of the individual. Inattention and disorganization imply inability to 
stay on task, in addition to appearing not to hear what is being said and missing 
objects at levels that are inconsistent with age or developmental level. Hyperactivity- 
impulsivity implies excessive restlessness, restlessness, inability to remain seated, 
interruption in other people’s activities, and inability to wait symptoms that are 
excessive for age or developmental level (American Psychiatric Association, 2013).

The therapeutic plan for ADHD patients should consider the condition as chronic 
and may consist essentially of psychopharmacological treatment, performed by a 
child and adolescent psychiatrist or child neurologist, and behavioral therapy. The 
therapeutic proposal should always take into account the treatments previously per-
formed, the patient’s and family’s preferences and concerns, the degree of damage 
the condition causes, and the patient’s current demands. Thus, it is important that 
the physician and therapist who follow the case perform psychoeducation with the 
parents and the child and that the existing therapeutic options be clarified.

Still, in many cases, other interventions are also necessary, such as parental train-
ing so that parents can help their child to manage the condition and improve their 
quality of life; the admission of a therapeutic companion or a psychopedagogue to 
help the child with difficulties secondary to the condition (such as not knowing how 
to organize, prioritize tasks, learn to study, or even to resume concepts that were lost 
during the learning process); and a psychomotor or occupational therapist, if the 
child presents significant impairment in fine and/or gross motor coordination, symp-
toms commonly associated with the diagnosis.

It is also worth remembering that the presence of comorbidities that may aggra-
vate the condition should always be investigated. Thus, if other contributing causes 
for inattention are suspected, an evaluation by an audiologist and a central auditory 
processing test may provide important information for treatment and therapeutic 
approach.
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 Specific Learning Disability

This condition is diagnosed when there are specific deficits in an individual’s ability 
to perceive or process information efficiently and accurately. This neurodevelop-
mental disorder first appears during the formal school years and is characterized by 
persistent difficulties in learning fundamental academic skills in reading, writing, 
and/or mathematics, leading to permanent impairment. In general, the individual 
performance in academic skills is well below the average for his/her age, or accept-
able performance levels are achieved only with an immense effort. This condition 
may also occur in individuals identified as intellectually gifted and will manifest 
only when learning demands or assessment procedures (e.g., timed tests) present 
barriers that cannot be overcome by their innate intelligence or compensatory 
strategies.

For all individuals, specific learning disability can produce lifelong impairments 
in skill-dependent activities, including occupational performance (American 
Psychiatric Association, 2013). Diagnosis is based on a synthesis of the child’s 
medical, educational, and family developmental history and history of the learning 
disability, including past and current manifestations; the impact of the difficulty on 
academic, occupational, or social functioning; past or current school reports; port-
folios of work requiring academic skills; curriculum-based assessments; and past or 
current individual standardized test scores of academic achievement. If an intellec-
tual, sensory, neurological, or motor disorder is suspected, the clinical evaluation 
for a specific learning disorder should also include methods appropriate for these 
disorders (American Psychiatric Association, 2013).

Thus, the comprehensive assessment will involve professionals with expertise in 
specific learning disorder and psychological/cognitive assessment, among which 
there may be a speech-language pathologist, a psychopedagogue, a neuropsycholo-
gist, a child and adolescent psychiatrist or a child neurologist, and an occupational 
therapist who performs sensory processing disorder assessment.

 Other Conditions Frequent in the Office of the Child 
Behavior-Analytic Therapist

In addition to the three frameworks described above, several others can also be 
cited. Among them are:

• Eating disorders: these are conditions that already make us think of the need for 
a minimum team composed of a psychotherapist, psychiatrist, and nutritionist, in 
addition to close contact with the clinician/pediatrician to help with possible 
clinical complications that the eating disorder can generate. Other professionals 
can also make up the team in order to enhance and make the work possible, such 
as a family therapist, physical educator (to establish a healthy relationship 
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between the patient and physical activity), or even professionals who do not 
seem to be involved in the health area, such as a personal stylist, who could con-
tribute to the process of reducing body dissatisfaction.

• Childhood obesity: although obesity is not included in DSM-5 as a psychiatric 
condition, there is a robust association between obesity and numerous psychiat-
ric disorders (e.g., binge eating disorder, depressive disorder, bipolar disorder, 
and schizophrenia) (American Psychiatric Association, 2013). In addition to the 
professionals mentioned for eating disorders, the presence of a pediatric endocri-
nologist may be indispensable in the treatment of this increasingly common and 
harmful condition.

• Mood disorders (major depressive disorder, bipolar affective disorder) and anxi-
ety disorders: besides the psychotherapist and the psychiatrist, other profession-
als can add important value to the treatment, such as the physical educator, the 
family therapist, and even a music teacher, through the increase of relaxing and 
naturally pleasurable activities.

• Various traumas: here the authors refer to specific situations that bring about 
important anxious symptoms and that, in a more acute instance, can be consid-
ered a posttraumatic stress disorder (although, with children, a complete diagno-
sis is not always reached). Assaults, fights, violent accidents, or sexual abuse 
involving the child or his/her family members may cause disruptive behaviors, 
insecure attachment, refusal to be alone, etc. These infinite so-called anxious 
responses are more easily treated by the psychotherapist when in conjunction 
with psychiatrists, pediatricians, and, sometimes, lawyers who point out to the 
family or affected party their legal rights in the situation and help them put into 
practice an action plan to prevent the recurrence of the situation, minimizing the 
psychological suffering of all involved.

 Specificities of Teamwork

 Assessment of the Case and Assembly of the Team

When parents seek the child behavior-analytic therapist, they may have already 
been referred by a physician (psychiatrist, pediatrician, neuropediatrician) or other 
health professionals. In this case, an attempt to work together with this professional 
is recommended, both for ethical reasons (e.g., professional courtesy) and for prac-
tical reasons, such as the fact that the professional has more information about the 
case and has a link with the family. In addition, it is assumed that whoever recom-
mends the clinical behavior analysis for children, in his evaluation, considered that 
the therapy would be useful in improving the quality of life of that child, so taking 
this evaluation into account is an important step in the initial functional analysis.

In addition to the data brought by the evaluation of other professionals already 
treating the case, the initial evaluation work of the clinical behavior analyst for 
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children is based on the collection of data with family/caregivers and with the chil-
dren themselves (Silvares & Gongora, 1998; and Chap. 6 of this book). The infor-
mation that will make the therapist aware of the need for a team is varied, ranging 
from functionalities that seem to have a phylogenetic etiology (genetic syndromes 
(e.g., children with syndromic features), atypical neurodevelopment (e.g., history of 
neurodevelopmental delay, impaired social interaction, stereotyped behaviors), epi-
lepsy, ADHD, and other conditions) as for those that appear to have been modeled 
and maintained by ontogeny and culture (behavioral excesses and deficits – anx-
ious, depressive, obsessive, and/or compulsive patterns; food refusal, restriction, or 
overeating; social and academic difficulties). It is essential to understand that the 
body functions as a whole and that behavior is multidetermined, and, therefore, its 
etiology can be found in different points of a continuum of the three levels of selec-
tion (Tourinho, 2012).

The invitation of a new professional to the case will happen if the therapist 
believes that the intervention will be beneficial to the progress of the case and if it 
will expand the child’s repertoire in a way that clinical behavior analysis for chil-
dren would not achieve with its tools or would not do so well or at the same speed 
as the chosen professional. Sometimes, the team may be assembled or even inte-
grated by new professionals during the course of treatment. This will vary with the 
refinement of the interdisciplinary assessment of the case, since it does not take 
place only at the beginning of the sessions but remains longitudinally until dis-
charge. It is important for the clinical behavior analyst for children to be aware of 
the responsibility in their hands when evaluating a child: based on a correct evalua-
tion, team building, and treatment, they have the power to perform an early inter-
vention that may prevent possible suffering during adolescence or adult life. 
Therefore, as previously mentioned, it is necessary for this professional to be aware 
of the functioning of the body as a whole, as well as the environment in which it is 
developing, both in sociocultural and biological terms (Peruzzolo et al., 2014), or 
even epigenetic (nutritional, digestive and excretory functioning, exposure to patho-
gens, etc.) (Jablonka & Lamb, 2010).

For example, children with oppositional, defiant, hyperactive, and/or inattentive 
patterns may have a chance to be less involved in alcohol and drug abuse and other 
antisocial behaviors in adulthood if they receive appropriate interdisciplinary treat-
ment. For this, a team must be assembled that can look at all the demands of the 
child and manage their behavior and that of their families based on a common 
understanding of the functions of each response and the neurophysiological func-
tioning of the client. Only then the team will be successful in the intervention with 
the child and in parental guidance, which should be ostensive and come from all 
professionals, consistently and coherently with the formulation of the case, each 
one respecting their area of expertise.

Other variables should also be analyzed when it comes time to assemble a team 
for a specific case. For example, the frequency, magnitude, and degree of the client’s 
suffering in a certain area of his life may indicate to the therapist with which profes-
sional it is necessary to work. Issues such as the financial condition of the family 
also influence the invitation of one or more professionals to compose the team 
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concomitantly or if it is necessary to first perform the interdisciplinary work with 
one and wait until discharge to enter the third.

 Other Advantages of Teamwork

As previously explained, the main advantage of interdisciplinary team care is that, 
with the formulation of the case, there is a (or several) common objective(s) of the 
team, and, therefore, each professional will apply different treatments starting from 
their own reaches, to reach the expected final result.

When professionals integrate the technical knowledge of their areas, the ten-
dency is that each one’s work is optimized. For example, the clinical behavior ana-
lyst for children, having repeated measurements of his weekly sessions with the 
child, can access relevant information on the effect of prescribed psychiatric medi-
cations on the client’s repertoire. Thus, the psychiatrist’s work also interferes greatly 
with that of the clinical behavior analysis for children, since the use of drugs is an 
important independent environmental variable in reducing psychiatric symptoms 
and the effectiveness of certain reinforcers (McKim & Hancock, 2013). Any behav-
ioral activation procedure, for example, established by clinical behavior analysis for 
children, will be more effective in a child with depressive symptoms who is receiv-
ing adequate drug treatment and, therefore, has his neuronal reward system func-
tioning sufficiently so that the consequences of his responses have a reinforcing 
function (Stein et al., 1993).

 Limitations and Difficulties of Teamwork

Interdisciplinary teamwork is not such a common reality in the Brazilian child 
behavior-analytic clinic. Such limitation is due to several factors, such as insistence 
on multidisciplinary approach, prejudice of clinical behavior analyst for children 
with the use of medications and techniques that are not within its scope, little appre-
ciation of therapy by psychiatrists, little availability for team discussions, etc.

It is also common for professionals who refer to clinical behavior analysis for 
children, especially psychiatrists, to have difficulty interacting in an interdisciplin-
ary group, seeking to maintain leadership in the group, and understanding therapy 
as a “conversation to calm the client down” while the medication takes effect. On 
the other hand, there is also the lack of knowledge by many psychologists of the 
importance of psychiatric medication in complex cases, sometimes leading to a 
competition between psychologist and psychiatrist about which of the two treat-
ments is, in fact, being effective. A properly applied interdisciplinary approach 
breaks this prejudice: with evaluation and objectives being common to the team, 
successes are also celebrated as a team.
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The lack of availability for team discussions may also stem from the routine of 
the health professionals involved, who tend to work many hours a week in assis-
tance and devote little time to studies, case formulation, visits to schools, and finally, 
to teamwork. It is believed that an adequate and effective treatment in mental health 
requires that professionals dedicate themselves to the cases also in times outside the 
office, which would include conversations with team members, face-to-face or even 
virtual, for monitoring, discussion, and evolution of the chosen treatment.

 Conclusion

The authors conclude that interdisciplinary care in children’s clinical practice is 
possible and desirable, although difficult to implement. Complex family patterns, 
atypical neuronal functioning, epigenetic alterations changing sensitivities, and 
reinforcers are all variables relevant to child care and that result in excesses and 
behavioral deficits that are even more difficult to manage if the clinical behavior 
analyst for children is alone in this endeavor.

The intensity of the symptoms presented and the extent to which the child can 
deal with certain feelings/impulse control when given adequate support and contin-
gencies are important factors to direct referral to a child and adolescent psychiatrist 
or child neurologist. The occurrence of demands/difficulties to be worked on that go 
beyond the scope of clinical behavior analyst for children also calls for the entry of 
more professionals in the treatment.

The analysis of each case will determine the team to be recruited, always taking 
into account the frameworks that usually require the entry of several professionals, 
the cost/benefit of the entry of each of them, and the availability and openness that 
they present for interdisciplinary work.

Among the numerous difficulties of interdisciplinary work, we can highlight the 
lack of awareness of the importance of this approach, the lack of availability of 
professionals, and the “dispute” regarding the degree of importance of the role of 
each professional to decide who will guide the best path to be followed.

The authors urge behavior analysts to get out of this interprofessional “scythe 
fight,” as well as to be careful to identify which cases are more complex and will 
require a greater dedication outside the period of care. Even when the team does not 
yet function in an integrated manner, it is clinical behavior analyst for children’s 
role, with all its knowledge about the multidetermination of human behavior and the 
pragmatism typical of radical behaviorism, to ignore the “ego squabbles” and con-
tinue inviting the professionals on the team to have a different posture focused on 
the well-being of the child being cared for.
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Chapter 13
Functional Analysis of Interventions 
with Parents: Parental Orientation 
or Parent Training?

Giovana Del Prette, Caroline Drehmer Pilatti, Laura Malaguti Modernell, 
and Rodolfo Ribeiro Dib

This chapter aims to present a proposed definition and systematization of some 
aspects of the intervention with parents in Clinical Behavior Analysis for Children. 
Functional analysis will be used as the main thread of this systematization, covering 
the child’s target behaviors, the classes of parenting practices, the clinician’s assess-
ment and intervention strategies, and the proposal of a definition of parent orienta-
tion and parent training.

Interventions with parents for behavior modification of children have existed for 
over five decades, constituting one of the first fields of applied research in behavior 
analysis. In the Journal of Applied Behavior Analysis (JABA), the first publication 
on the topic dates back to 1972, when Herbert and Baer presented the results of their 
research, entitled Training parents as behavior modifiers: Self-recording of contin-
gent attention (Herbert & Baer, 1972). Child behavior-analytic clinicians have an 
explanatory system with concepts derived from laboratory research and a huge 
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amount of systematized strategies in the literature, which enable them to directly 
assist children and/or intervene through their parents.

The main objective of the interventions with parents in Clinical Behavior 
Analysis for Children is the modification of parents’ behaviors with a way of chang-
ing their interaction with the child and, in this way, promoting pro-social behaviors 
and reducing deviant behaviors (Kazdin, 1997). Behavioral interventions with par-
ents start from the following assumptions: (1) the environment can produce, main-
tain, or intensify child behavior patterns; (2) the relationship with parents is a 
significant part of the child’s environment; and, therefore, (3) children’s behaviors 
can be modified by changing their parents’ behaviors.

The assumption of influence of parental practices on children’s behaviors does 
not mean that those (parental practices) are “the cause” of these (children’s behav-
iors) or that they are “the only cause” and not even a “necessary or sufficient cause” 
(Kazdin, 1997). The behavioral explanation of any “cause” contemplates a complex 
network of influences of the three levels of selection – phylogenesis, ontogenesis, 
and culture (Skinner, 1953). Still, parents play a key role in child learning and devel-
opment, for usually being the main attachment and affection figures (Troutman, 
2015), for their decision-making power over many aspects of the child’s life, and for 
the way they interact, evoking, reinforcing, and modeling behavioral patterns 
(Leijten et al., 2018). All these aspects meet the Skinnerian sense of the family’s 
role as a controlling agency (Skinner, 1953).

 Target Behaviors of the Child

In this chapter, we will start from the terminology and classification of the child’s 
target behaviors proposed by Forehand and McMahon (2003): “OK behaviors” 
and “non-OK behaviors.” According to the authors, non-OK behaviors are those 
which should decrease in frequency, and OK behaviors are all the others, which 
could or should happen more frequently, so that the sum of the two classes would 
correspond to the totality of the child’s behaviors.

Forehand and McMahon’s (2003) definition of OK behavior broadens the cli-
nician’s gaze and intervention to everything the child does, avoiding the polariza-
tion that restricts target behaviors based on opposing patterns (e.g., obey versus 
disobey). It is also an alternative to other value-judgmental terms (e.g., “appropri-
ate” and “inappropriate” behaviors) and avoids any confusion with the lay use of 
the term “behavior problem” attributed mostly to children who “misbehave.”

The delimitation of which behaviors will be considered OK or not OK by the 
clinician is done through an idiosyncratic functional analysis, that is, differenti-
ated for each child seen. It is expected that every child presents behaviors that can 
be evaluated as OK and others as not OK. It is the deficits and excesses, respec-
tively, in one and the other class, that can bring damage to their relationships and 
development in various spheres, such as affective, playful, intellectual, 
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interpersonal, intrapersonal, and moral. In this sense, some classes of children’s 
OK behaviors may be especially important, such as social and academic skills 
(Del Prette & Del Prette, 2005). Other behaviors are more evidently not OK 
because they cause harm to others, such as physical aggression (Patterson et al., 
1992). Still others have less noticeable immediate consequences, but may com-
promise the child’s development and be related to mental disorders in childhood, 
such as the use of tablets and mobile phones (Twenge & Campbel, 2018).

Finally, modifying the original definition by Forehand and McMahon (2003), 
in this chapter, we will characterize OK and non-OK behaviors from a triple con-
tingency analysis and not only from the child’s response. For example, instead of 
“disobeying parents” being a non-OK behavior, it would be defined as (a) charac-
teristics of the command given by the parents (antecedent), (b) the disobedience 
(response), and (c) how the parents deal with the disobedience (consequences). 
That is, the entire contingency should happen less, not just the child’s response. 
Thus, the criterion of increased or decreased frequency meets the definition of 
reinforcement, already specifying that there is a problem in the whole contin-
gency, not just in what the child does. This inevitably leads us to the analysis of 
the behaviors of the individuals who participate in this contingency – in this case, 
the parents.

 Target Behaviors of Parents

Although the very concept of behavior as an interaction between organism and 
environment justifies the insertion of parents in the therapy of their children, the 
rationale for including parents in the clinical behavior analysis for children may 
vary among treatments for different childhood disorders. For example, the inser-
tion of parents into therapy for children with disobedience and aggression prob-
lems is primarily related to modifying coercive cycles of interaction that intensify 
“disruptive” behaviors (Patterson et al., 1992). In therapy for children with anxi-
ety problems, family accommodation that maintains the anxious pattern would be 
the primary target of intervention with parents (Lebowitz et al., 2019). For chil-
dren diagnosed with autism spectrum disorder (ASD), the insertion of parents 
would be primarily related to the need to maintain and generalize the skills taught 
in the individual treatment of their children (Brookman-Frazee et al., 2009).

Consistent with our previous proposal regarding the definition of OK and not 
OK behaviors, and with the therapeutic implication of changing the terms of con-
tingency that correspond to the parents’ responses, we will propose here an analy-
sis of parenting practices that may be applicable regardless of the reason for 
referring the child to psychotherapy. In this analysis – and in the proposal that 
follows – parental behaviors are organized into three main classes: (a) precurrent 
behaviors, (b) contingency arrangement behaviors, and (c) behaviors in the inter-
action with the child.

13 Functional Analysis of Interventions with Parents: Parental Orientation or Parent…
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 Parental Precurrent Behaviors

Precurrent behaviors are private and public responses that produce or alter discrimi-
native stimuli and, as consequences, affect the probability of occurrence of subse-
quent responses from the same individual (Baum, 1994; Skinner, 1969). In the case 
of parenting practices, we are referring to various parental behaviors that produce 
discriminative stimuli that influence the probability of occurrence of (a) new precur-
rent behaviors, of (b) contingency arrangement behaviors, and (c) how they interact 
with the child.

In a behavioral chain, it is possible that the parents’ first precursors are the pri-
vate responses that put themselves under control of the child’s behavior or of one or 
more aspects of this behavior. This could be called “perceiving,” “paying attention,” 
and “observing” (cf. Skinner, 1953; Skinner, 1957; Strapasson & Dittrich, 2008). 
The individual himself (mother/father) can be a stimulus for the precursor, as in the 
case of self-observation, which would be equivalent to parents observing them-
selves and how they are a stimulus for the child’s responses.

Behaviors that aid in problem-solving and decision-making can also be consid-
ered precursors (Rodrigues & Linares, 2014). At a private level, this is equivalent to 
what we usually call “reasoning”, “deducing”, “imagining”, “analyzing”, “hypoth-
esizing”, and so on (Baum, 1994). In the context of parenting practices, when par-
ents analyze the child’s behaviors, they are behaving in ways that alter the likelihood 
that they will act in one direction or another to deal with those behaviors. The par-
ents’ public behaviors of seeking and obtaining information (such as when reading 
a book, asking for advice, listening to a  clinician), writing notes, reporting the 
child’s behaviors, or even the act of empirically testing a hypothesis are also 
pre-occurring.

The parents’ degree of expertise in one or more of these precurrent behaviors 
may influence – compromising or contributing to – all the next steps that would 
culminate in an effective management of their children’s behavior. Ultimately, defi-
cits in parents’ repertoire of precurrent behaviors may be part of the maintenance of 
the child’s behavior patterns (Briegel et al., 2019), making it harder for parents to 
help the child, or even biasing the clinical’s analysis  and interventions based on the 
parents’ report.

Precurrent behaviors should be part of the clinician’s contingency analysis 
(Rodrigues & Linares, 2014). In the case of intervention with parents at Clinical 
Behavior Analysis for Children, this means assessing and intervening on the precur-
sors so as to lead parents to improve their perception, self-observation, analyses, 
hypotheses, use of notes and diaries, search and systematization of information, 
empirical tests and reports on the child’s behavior.
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 Parental Contingency Arrangement Behaviors

We are calling contingency arrangement behaviors the parental practices that occur 
under control of discriminative stimuli produced by precurrent behaviors (described 
above) and that produce, as a consequence, temporary or prolonged changes in the 
child’s physical and/or social environment. We will exclude here the parents’ behav-
iors in direct interaction with the child, since they will be addressed in the next item. 
Next, we present a functional  analysis of the  contingency arrangement behav-
iors,  suggesting some examples of parental responses and the expected conse-
quences on the child’s behavior.

The examples listed in Table 13.1 illustrate that contingency arrangement behav-
iors include a large implementation set of parental decisions that affect children’s 
behaviors. The first and most obvious effect on the child is to define the limits of his 
action within the possibilities arranged by the parents. In other words, certain 
behaviors of the child are only possible because of this arrangement, and, addition-
ally, other behaviors become impossible.

Table 13.1 Discriminative stimuli, parental responses, and consequences in parental contingency 
arrangement behaviors

Discriminative stimuli Answers Consequences

Products of discriminative stimuli 
produced by parents’ precurrent 
behaviors

Parents arrange temporary 
and/or prolonged 
contingencies in the child’s 
physical and/or social 
environment

Producing temporary or 
prolonged changes in the 
child’s physical and/or 
social environment that 
impacts on child’s behavior

Perceive, observe, reflect, analyze, 
seek information, systematize 
notes, report about the child to a 
listener, test hypotheses, etc.

Organize routine and decide 
schedules

Child behaves within the 
possibilities of that routine 
and schedule

Enrolling in a particular 
school

Child attends the chosen 
school daily

Adapting the child’s physical 
space

Child acts within the 
possibilities of that space

Providing or preventing 
access to certain toys, objects, 
and food

Child plays with toys, uses 
objects, and eats available 
food - and not other options

Promote meetings with other 
children and family members

Child has access to interact 
with these children and 
family members

Choosing types of tours and 
trips

Child has access to the 
contexts provided by these 
outings and trips

Alter various 
motivating operations 
deprivation and satiation

Changes various 
probabilities of child 
responses and value of 
reinforcers
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The contingency arrangement is an important part of parenting practices, since 
parents are the ones who have the greatest power of decision about macrocontingen-
cies in the lives of their children. The choice of school, activity schedules, types of 
toys, food, outings, trips, and meetings are some examples that ultimately define 
what characterizes and what does not characterize the child’s daily life.

This group of parenting practices also includes the arrangement of day-to-day 
microcontingencies with the child. This happens when parents remove competing 
stimuli and/or bring closer stimuli that set the occasion for an expected behavior. 
Turning off the lights and turning off the TV moments before bedtime, for example, 
removes competing stimuli with those that would evoke the response of going to bed, 
while making children’s books available near the bed could evoke the child’s response 
of lying down and read, thus approaching the subsequent response of going to sleep.

Modifying motivational operations is also an arrangement of contingencies (e.g., 
McGinnis et al., 2010), making a behavior more or less likely by establishing or 
abolishing, respectively, the reinforcing value of the consequences it produces. The 
length of the interval that a child goes without eating, for example, may alter the 
likelihood that she will accept the salad at lunch time. The length of the interval that 
he/she goes without attention can impact the probability of trying to get this atten-
tion from her parents in ways that are not OK but highly effective, even when also 
being punished. Deprivation of food, drink, and sleep; prolonged exposure to audi-
tory and visual stimulation (such as watching TV); scarcity of stimuli (which we 
would call boredom); restriction of physical space; and deprivation of social inter-
action are examples of motivational operations that alter emotional states (as in the 
case of irritability) and the probability of non-OK behaviors. In this way, the contin-
gency arrangement behaviors also includes the way parents manage motivational 
operations of the child’s behavior.

The arrangement of macro- and microcontingencies does not infallibly determine 
the child’s behavior; it only makes it physically possible or impossible, more or less 
likely. The contingencies arranged by parents can bring solutions, but also problems 
and challenges. In the intervention with parents, the clinical behavior analyst must 
obtain the necessary information about which are the macro- and microcontingencies 
arranged by parents, to analyze how they may be contributing or not to the occur-
rence of OK and non-OK behaviors of the child. From this, the professional can help 
parents to arrange new contingencies that contribute to the increase of OK behaviors 
and the reduction of non-OK behaviors. However, intervening on parent’s contin-
gency arrangement behaviors is usually not enough to change the child’s behavior, 
being also necessary the intervention on how parents interact with the child.

 Parental Behaviors in Their Interaction with the Child

Contingency analysis of parent-child interaction allows the clinician to systematize 
hypotheses about how parents’ actions may function as antecedents and/or conse-
quences for the child’s OK and non-OK responses (and vice versa). For didactic 
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purposes, we schematize below three patterns of contingencies, not mutually exclu-
sive, in which the parent-child interaction may contribute to the increase of non-OK 
responses by the child and/or the decrease of OK responses: (1) coercive cycle, (2) 
excesses in reinforcing child’s non-OK  responses, and (3) deficits in reinforcing 
child’s OK responses.

The first pattern of contingencies in Table 13.2, “coercive cycle,” corresponds to 
coercive ways in which parents interact with the child in an attempt to make him/her 
behave in an OK way and/or to reduce his/her non-OK behaviors (Patterson et al., 
1992). It is characterized first by the presence of parent’s aversive stimulation as 
antecedent of child’s behavior, such as threats, criticism, or lectures. Faced with 
this, there are two possible outcomes for the child. First, the child responds in an 
OK manner and thereby avoids the aversive situation (negative reinforcement). In 
the second, the child responds in a non-OK manner, and the parents intensify the 
aversive stimulation or apply some new punishment (such as sanctions, physical 
aggression, loss of privileges, and humiliation).

We call this pattern the “coercive cycle” because parent and child function as 
aversive stimuli to each other and the actions of both are sometimes punished and 
sometimes negatively reinforced. The child’s non-OK response is an aversive stimu-
lus for the parent, and the use of threats, criticism, and lectures is reinforced by 
intermittently producing child’s OK responses. When the child repeats the non-OK 
response, this aggravates the aversive stimulus until it is suppressed and/or evokes 
an OK response, in both cases negatively reinforcing the parent’s pattern.

However, in the period when the parents threaten, criticize, lecture, or punish the 
child, the interaction itself can also function as positive reinforcement for non- OK 
behavior, since provides to  the child attention and care, even if in the form of 
recriminations. When this happens, there is an intersection between the class “coer-
cive cycle” and the second class in Table  13.2 of “excesses in reinforcing 
child’s non-OK responses.”

Table 13.2 Contingency analysis of parental behaviors in the interaction with the child: coercive 
cycle, excesses in reinforcing child’s non-OK responses, and deficits in reinforcing child’s OK 
responses

Contingency 
pattern

Parental actions 
functioning as antecedents 
to Child’s responses

Child’s 
responses

Parental actions 
functioning as consequences to child’s 
responses

1. Coercive cycle 1. Parent’s coercive 
behavior as aversive 
stimuli for child’s OK or 
non-OK responses 

1. Child’s OK 
responses

1. Child avoids punishment (negative 
reinforcement avoiding)

1 and 2. Child’s 
non-OK 
responses

1 and 2. Parents continue or 
intensify cohertion (Positive and 
negative punishment)

2. Excesses in 
reinforcing 
child’s non-OK 
responses

2. Parent’s 
provide excessive 
discriminative stimuli for 
child’s non-OK responses

1 and 2. Parents reacts are More likely 
positive reinforcement, in greater 
magnitude, duration, and contiguity

3. Deficits in 
reinforcing child’s 
OK responses

3. Parent’s provide few 
discriminative stimuli for 
child’s OK responses

3. Child’s OK 
responses

3. Parents reacts are less likely 
positive reinforcement, in smaller 
magnitude and duration, and not very 
contiguous
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These excesses correspond to parents’ actions that, firstly, amplify the opportuni-
ties (discriminative stimuli) for the occurrence of the child’s non-OK responses. As 
an example, we can cite the exaggerated quantity and bad topography of orders that 
some parents give throughout the day, or even questions and comments that tend to 
“remind” the child of his/her non-OK behaviors (“Are you really telling mom the 
truth?” “Let’s see if this time you won’t throw the food on the floor!).

Then, in the face of non-OK responses by the child, the consequences given by 
the parents may function both as positive reinforcement (maintaining the child’s non-
 OK pattern) and also as punishment (by the aversive component), again intersecting 
with the coercive cycle pattern. Positive reinforcement occurs especially when there 
is greater likelihood, magnitude, duration, and contiguity of parental consequences 
in the face of child’s non-OK response, than in the face of the child’s OK’s. In other 
words, parents may be more likely to blurt out some reaction when the child is yell-
ing than when he/she is in silence. A lecture when the child messes up is usually 
much longer than a positive comment when the child completes his homework. 
Parents will probably react immediately if the child starts scribbling on the walls, 
but not so immediately if he/she starts putting a puzzle together. Anyway, parents 
can be pretty consistent in inadvertently teaching their child non-OK responses.

Finally, the third pattern of contingencies in Table 13.2 are deficits in the rein-
forcement of the child’s OK responses. In this sense, the clinician also assesses 
whether there are important skills that the parents do not have (in the sense of never 
having learned them), whether they do have but are infrequently, or whether they 
have the skills but they  are somehow  functionally ineffective in increasing the 
child’s OK and reducing non-OK behaviors.

Regarding the antecedents, the parents may provide little opportunity for the 
child’s OK responses, which can happen in several ways. One of the ways is by 
“underutilizing” the natural daily situations and the child’s abilities, for example, by 
not including the child in the household activities, by doing for the child what he/
she could do by him/herself, or by responding for the child in a conversation with 
someone else. Another form of reduced opportunity is when the parents’ actions do 
not function as discriminative stimuli for the child’s OK responses because of the 
topography of these actions. For example, orders that are confusing, too long, or 
given when they are far away from the child may make it difficult for being accom-
plished. Finally, if there is little reinforcing consequences for child’s OK responses, 
then parental actions, even if topographically “correct,” are not functionally estab-
lished as evoking child’s OK responses.

Deficits in providing reinforcing consequences for child’s OK responses occurs 
when these consequences may be less likely, of lower magnitude and duration, and 
less contiguous to these OK responses than to the child’s non-OK responses. In 
addition, topography again may be important for functioning as a reinforcing con-
sequence. For example, vague praise such as “well done” and “congratulations” and 
comments with embedded criticism such as “I like it, but why don’t you always do 
it like that?” or said in a mechanical way, without vocal intonation and without eye 
contact, may not reinforce anything and may even be aversive to the child.
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In short, based on the functional analysis of the parents’ interaction with the 
child before and throughout the intervention  sessions, the clinician identifies 
excesses and deficits of the parents reppertoire that could play a role in maintaining 
the child’s problem. The identification of the type of deficit (cf. Gresham, 2013) 
may be important to guide the clinician’s intervention strategies to, respectively, 
teach parents new skills, promote an increase in the frequency of existing skills, or 
modify aspects such as topography, contiguity, magnitude, and consistency to 
improve their functionality.

 Assessment and Intervention Strategies with Parents

Good behavioral treatment with parents should be based on functional analysis of 
behavior and not only on the diagnostic of specific symptoms (Chronis et al., 2004). 
Functional analysis enables the clinician to know how to  lead parents to modify 
antecedents and consequences of the child’s behaviors. The functional analysis cov-
ers – or should cover – not only the child’s target behaviors and parental practices 
but also the clinician’s own behaviors, i.e., hypotheses about how their interventions 
in session will function as antecedents and consequences to modify parents’ 
responses that, in turn, produce changes on children’s responses (Del Prette, 2017). 
All this information is important for the clinician to make the best decisions about 
how to structure the sessions with parents, which strategies to use, and how to assess 
the impact of their interventions on both parents’ and children’s behaviors.

Although these aspects would be generally accepted by clinicians, a comparison 
between four important manuals of behavioral intervention with parents in the lit-
erature, conducted by Del Prette (2017), showed that there are substantial differ-
ences between the proposals, starting with the use of other explanatory models in 
addition to behavior analysis, which may be reflected in the other differences found 
in this study. Differences were also found in the definition of the child’s and parents’ 
target behaviors and, mainly, in the selection of assessment and intervention strate-
gies, how to use them, and the proportion of session time devoted to them.

Despite the differences between the proposals, as described in the manuals, the 
international literature usually refers to all behavioral interventions with parents as 
“parent training” (e.g. Barkley, 1996; Dailey et al., 2017; Kazdin, 2008; Sonuga- 
Barke et al., 2013). In Brazil, the literature uses both the term “parental training” 
and “parental orientation” (as in Coelho & Murta, 2007; Marinho, 1999; Pinheiro 
et  al., 2006), the latter being the most frequent/usual among Brazilian clinical 
behavior analyst for children to name their practice.

In our literature searches for this chapter, we did not find a unique and clear dis-
tinction between the terms “parent orientation” and “parent training” nor between 
the practices of the clinician to which they refer. Therefore, we will propose below 
a definition of the terms “orient” and “train,” based on the etymology of these words, 
in order to identify the assessment and intervention strategies with parents most 
relevant to the definition of one and the other and, based on these strategies, proceed 
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to a functional analysis of the clinician’s actions in each of these two general classes 
of intervention.

 Parental Orientation Interventions

The word “orient”1 comes from the Latin oriens, entis, meaning “oriental; orient, 
part of the sky where the sun rises.” “Orient” as a noun, therefore, originally meant 
“act or effect of orienting or directing toward the east.” From Latin to French (“ori-
enter”) and to Portuguese (orientar), we have the current definition of “to show the 
direction; to direct, guide, forward, guide; to orient someone in the right direction” 
(Houaiss & Villar, 2009).

Orienting, while synonym of “indicating a path” means, therefore, suggesting a 
possibility of action, which may or may not be adopted by who requests the guid-
ance. Also, it will be executed only a posteriori, that is, in some moment after the 
interaction between who guives and who receives the orientation. For example, a 
lost person can ask for help to someone on the street, and this person, in turn, indi-
cates a path to reach the destination (often, for this, it is necessary to ask more ques-
tions, describe, explain, etc.), and, as a consequence, the lost person has new 
information, which may or may not be used later.

Drawing a parallel with this example, we would say that in parental orientation is 
(a) the clinician collects information based primarily on verbal discriminative stim-
uli emitted by parents in the session about the child’s OK and non-OK behaviors 
(reports, analyses, responses to inventories, etc.), (b) the clinician’s responses are 
antecedents or consequences to the parents’ reports and analyses and indicate a 
“path” to be followed, and (c) he/she produces, as consequences in the session itself, 
changes in the parents’ verbal behavior (modifications in the report, reflections, 
confirmations that they will try to follow the indicated path) that may correspond to 
future changes outside the session. The clinician’s actions related to giving paren-
tal orientations may include asking for reports and reflections (as antecedents to the 
parents’ reports), providing explanations, empathizing, formulating analyses, 
approving or disagreeing, making recommendations, and proposing homework 
assignments (as consequences of the parents’ reports).

The attempt to follow the orientation is made outside the session, and, therefore, 
as a rule, the child is not present in the sessions (or, if he or she is, the main interven-
tions are still focused on future follow-up). The absence of the child from the 
sessions makes it unfeasible to observe parent-child interaction as an evaluation 
measure, but it can be compensated for by requesting filming outside the office, 

1 While in Brazil the word “orientation” is used, the English literature usually uses the term “coun-
seling” to refer to the practice of the “counselor,” including parental counseling. Counseling is the 
verb form of the noun counsel, meaning “to give advice, warning or recommendation.” Therefore, 
we consider counseling to be synonymous with orienting and will refer only to “parental 
orientation.”
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applying inventories, and observing the child individually in clinical behavior anal-
ysis for children sessions.

In terms of classes of parenting practices, parental orientation enables the clini-
cian to directly access (via observation) only the change of some precursor behav-
iors, such as reporting, listening to the information, analysis and advice, and doing 
their own analysis. If parents attempt to follow the guidance, the orientations 
received would function as verbal supplementation evoking responses outside the 
session according to the guided content. But the clinician has little or no access to 
and control over whether and how parents will behave in the guided direction, alter-
ing contingency arrangement practices and interaction with the child, nor whether 
this will be effective in reducing non-OK behaviors and increasing OK behaviors.

Role-playing is a widely used technique that could bring, with limitations, the 
direct access to parenting skills within the session. It is usually referred to as an 
opportunity for parents to practice skills in session by simulating, with the clinician, 
the interaction that should occurr with the child outside the session (Thompson & 
Laver-Bradubury, 2013). Role-playing is suggested in intervention manuals with 
parents, but not always combined with feedback, modeling, and/or role-modeling 
(Del Prette, 2017). In fact, role-playing allows clinicians to observe the parents’ 
performance in a simulated situation, but, as there is no access to the real parent- 
child interaction, it would not be an intervention on truly parents’ behavior (includ-
ing antecedents, responses, and natural consequences provided by the child) but on 
their responses in the session.

Among the four intervention manuals with parents analyzed by Del Prette (2017), 
the assessment and intervention strategies of three of them would correspond more 
appropriately to the definition of parental orientation, even though they receive the 
label of “parent training”: Defiant children: A clinician’s manual for assessment 
and parent training (Barkley, 1996), Incredible Years (Webster-Stratton & Reid, 
2012), and New Forest Parenting Programme (Thompson & Laver-Bradubury, 
2013). In Barkley’s (1996) program, the main strategy of intervention is by present-
ing and discussing the content with the parents, who receive homework assignments 
between sessions, with role-playing being optional and, according to the author, 
dispensable. In Webster-Stratton and Reid (2012), the sessions are composed of 
approximately 25% videomodelling, 15% didactic teaching of the proposed skills, 
and 60% group discussion and support (cf. Forehand & McMahon, 2003). Finally, 
the sessions in Thompson and Laver-Bradubury’s (2013) program take place in the 
family’s home and in the presence of the child, but the child participates only in the 
final moments of one fifth of the sessions, so that the clinician can observe the 
parent- child interaction (without intervening) and provide feedback in the next ses-
sion. Again, most of the time, the therapist’s strategies are based on didactic expla-
nations and discussions, with parent-clinician role-playing if necessary.
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 Parental Training Interventions

The word “train” comes from the Latin traxinare, past tense of traho, which also 
means “to pull” (Etymonline, 2019). From traxinare was derived the word traisner 
in Old French (traîsner), which means “to pull, to drag, to carry with you, to take 
someone by force.” Traxinare was also derived into Medieval English as train, 
meaning “to drag” (and therefore, when  hence steam engines were invented, 
received the name train). The term was incorporated into the Portuguese language 
as “treinar,” meaning “to exercise; to perform a certain activity regularly” and “to 
submit to training, to train, to habituate,” also becoming used as a sports word.

Training, meaning exercising regularly in order to “drag” toward the final objec-
tive, requires preparing conditions that lead the individual to practice in the pres-
ence of the trainer, so that he/she can observe, measure progress, and continuously 
intervene during this practice. A physical trainer, for example, prepares exercises, 
instructs, demonstrates how to do them, observes the person practicing, makes 
adjustments and gives feedback on their performance, and measures the perfor-
mance to progressively increase the difficulty/complexity of the exercises, until the 
individual reaches the expected training.

Drawing a parallel with parent training, we would say that training requires the 
clinician to plan the structure of the sessions in advance in order to bring the parent-
ing practices into the clinic, which includes the child’s responses as antecedents and 
consequences to the parent’s responses and these as antecedents and consequences 
to the child’s responses. This means that the presence of the child in the session is 
the minimum requirement for training to take place. Thus, in parental training: (a) 
the clinician the parental practices in the parent-child interaction in session are the 
mainly discriminative stimuli for the clinician’s analysis and interventions; (b) the 
clinician’s responses are antecedents or consequences that affect this interaction, 
and (c) the immediate consequences these clinician’s responses produce are changes 
in parental practices and in the child’s target behaviors toward the final goal, 
observed and measured in their interaction in session.

The clinician’s responses include, first, structuring the sessions with exercises or 
situations in session that should evoke the target behaviors of the parents and the 
child, making it possible to observe and measure them as the main measure of eval-
uation. The clinician’s interventions take place on the parent-child interaction and 
may include giving instructions and modeling (as antecedents of the parents’ 
actions), describing, approving, empathizing, disagreeing, analyzing, and giving 
continuous and immediate feedback (as consequences of the parents’ actions). The 
clinician’s interventions aim to evoke and model new parental responses that pro-
duce immediate changes in the child’s response and, in turn, also naturally reinforce 
parental changes. Homework assignments are used as a way to promote the gener-
alization, outside the clinic and to other situations, of a learning that has already 
begun in the session.

In parent training, the clinician can observe and intervene over the three classes 
of parenting practices presented in the previous section. The parents’ precurrent 
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behaviors – of perceiving, observing, describing, and analyzing – are based on stim-
uli present in the very session, which allows the clinician to verify and train  the 
correspondence between stimuli and verbal responses. The clinician can teach 
microcontingency arrangements in the session itself, such as the choice of toys, 
organization and arrangement of the environment, and management of the intervals 
of child’s attention deprivation. The clinician can also teach parenting skills in their 
interaction with the child.

Two examples of parent training manuals  that include all the abovementioned 
elements are Helping the Noncompliant Child (Forehand & McMahon, 2003) and 
Parent-Child Interaction Therapy (Eyberg & Funderburk, 2011) for individual 
application and with the child’s participation, respectively, in all or most sessions. 
Practicing exercises and playing in parent-child interaction should occupy most of 
the time of the sessions, allowing continuous observation, measurement, and mod-
eling. During the rest of the session, the clinician presents the parents a new skill 
and analyzes the exercises practiced or the reports and notes on homework. These 
moments may also include strategies that we classify as parental orientation (includ-
ing role-playing), but, in the meantime, the presence of the child continues to be 
used by the clinician to evoke target behaviors and teach parents how to manage 
them. Homework assignments consist of exercises identical to those practiced in 
session, aiming to generalize the interaction skills trained for everyday situations 
with the child, with worksheets for parents to record their performance.

In the functional analysis of the interventions described in the four manuals of 
intervention with parents, Del Prette (2017) concluded that the more effective the 
interventions (according to the meta-analysis of Sonuga-Barke et al., 2013 and the 
clinical trial of Abikoff et al., 2015), the greater the theoretical consistency of their 
proposals with the framework of behavior analysis in relation to the definition of 
child and parent target behaviors, the intervention strategies, and the forms of out-
come assessment. Of the four manuals analyzed by Del Prette (2017), the interven-
tion manualized in Helping the Noncompliant Child (Forehand & McMahon, 2003) 
was the one with the largest effect size (cf. Abikoff et al., 2015), being the only one 
built based only on the behavioral approach, whose assessment and intervention 
strategies were compatible with the definition of parent training that we proposed in 
this chapter.

In sum, the terms “orienting” and “training” have distinct meanings and corre-
spond to different combinations of assessment and intervention strategies, acting on 
different processes of change. The clinician may choose between parental orienta-
tion and parent training but also mix strategies from one or the other practice. 
However, the functional analysis we have proposed on parent training suggests 
greater possibility of clinician control over all three classes of parenting practices. 
Since the parent-child interaction takes place under his eyes, the results of the inter-
vention on this interaction also  take place in the session itself and not only out-
side of it.
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 Final Considerations

In this chapter, we sought to describe the aspects that we consider relevant in a clini-
cal intervention with parents, considering research results and the principles of 
behavior analysis. The analysis presented does not exhaust the possibilities but cov-
ers the main aspects related to the three main characters of the clinician’s work with 
parents: the child, the parents, and the clinician. In all the points covered in our 
chapter, the functional analysis is considered a guide for the systematization of 
existing information in the literature and as a basis for the proposals and definitions 
suggested.

We hope that some of the hypotheses suggested in this chapter may be the object 
of future studies and that they expand Del Prette’s (2017) analysis to other interven-
tion manuals with proven effectiveness, comparing them in terms of the child’s 
target behaviors, parenting practices, assessment and intervention strategies, and 
their correspondence with parental orientation or parent training. This is also justi-
fied as a resource to verify possible correlations with the results of research using 
programs based on one or another type of intervention. It is worth mentioning the 
importance of systematic reviews and meta-analyses considering the content of par-
enting intervention manuals for the comparison of interventions and not restricting 
themselves to the information summarized in research articles based on these 
manuals.

Notwithstanding the lack of a separate systematic review of the literature for 
orienting and training programmes, we understand from examining the literature 
cited that behavioral interventions really based on parent training strategies, as we 
define it, are likely to be an exception among behavioral interventions with parents 
in both brazilian and international literature. Even if there are other programs avail-
able, in addition to those mentioned here (Eyberg & Funderburk, 2011; Forehand & 
McMahon, 2003), it is possible that training constitutes a minority. In other words, 
most of the studies describing, comparing, or reviewing parenting interventions 
would be referring to interventions based on orientation strategies, including those 
referred to as training. In this case, there would still be much research to be done on 
the effect of interventions that manage antecedents and consequences of parenting 
practices in the face-to-face clinical context of parent-child interaction.

Transposing the subject of what interventions with parents are like to be used by 
clinicians in Clinical Behavior Analysis for Children in Brazil, the clinician’s strate-
gies are, as a rule, called “parental orientation” and in fact correspond to the act of 
orienting, as we defined in the chapter. In addition, sessions with parents usually 
occur sparsely (e.g., Conte & Regra, 2000), often becoming adjuncts to the child’s 
weekly psychotherapy sessions. The choice for less frequent interventions with par-
ents seems to contradict the premise that changes in parents’ behaviors have been 
considered a key mechanism in producing changes in children’s behavior (McMahon, 
2015). This leads us to question why this format is maintained, despite the research 
evidence on the benefits of interventions with fathers. We can only hypothesize a 
few things.
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A first hypothesis would be the very scarcity of alternatives to this model pub-
lished in the literature, leading the clinician to learn only the practice of parental 
guidance. Another hypothesis is the perpetuation of a cultural practice, transmitted 
by the group, from generation to generation, via verbal behavior (cf. Baum, 1994). 
Thus, weekly sessions with the child and sporadic ones with parents, based on guid-
ance strategies, would characterize a cultural practice of child psychotherapy (even 
independently of the approach) in Brazil.

We understand that both research and clinical practice still have a long way to go 
and, certainly, a challenge ahead: to modify this cultural practice, if this is necessary 
to achieve better results. Interventions with parents, when effective, alter contingen-
cies not only in the service of the assisted individual but also toward a less coercive 
world, with less suffering, expressing our responsibility and professional commit-
ment to changes oriented toward the good of the culture.

Enabling parents to promote behavioral changes in their children is to intervene 
between generations, which can extend beyond parents and children, because “the 
good of culture, like the good of others, also refers to others with this difference: 
they are the others of the future, our children and our grandchildren and the children 
and grandchildren of others who are our contemporaries” (Abib, 2001, p.  114). 
Changing the course of coercive cycles, getting parents to change the way they per-
ceive and relate to their children while they are still children is ultimately acting 
today on the others of the future.
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Chapter 14
Family Interventions

Roberto Alves Banaco  and Inaldo J. da Silva Júnior

A frequent complaint observed in psychology clinics applied to problems observed 
in childhood and adolescence is that formulated by parents: “there was no school for 
us to learn how to raise our children” (Kazdin & Rotella, 2008; Latham, 1996). For 
this reason, it is recommended and desirable that the child therapist conduct orienta-
tion sessions for parents and other people who live directly with the child.

This recommendation is derived from the observation that, even making use of 
intervention and producing changes in the child’s behavioral repertoire in the thera-
peutic context, generalization of behavior does not always occur in other environ-
ments, such as home and school. The recommendation is to allow parents to identify 
their own behaviors that may sometimes be producing and/or maintaining the prob-
lems they complain about. According to Marinotti (2012), parental guidance is an 
integral part of the clinical process with the child; however, this guidance may not 
be enough to achieve the desired changes. In these cases, an alternative to be con-
sidered, based on the analysis of the data obtained and the therapist’s understanding 
of the case, is family therapy.

This chapter aims to present family therapy as a resource that can be further 
explored by behavior analysts and suggests in which context to make use of this 
model of intervention. Furthermore, it describes some possibilities of therapeutic 
conduction and lists variables, with the intention that the therapist be sensitive to 
them, in order to guide the clinical management. We will discuss this theme from 
the perspective of behavior analysis and contributions of the structural family ther-
apy approach, proposed by the psychiatrist and family therapist Salvador Minuchin. 
It is worth mentioning that this is not the only model proposed to work with families 
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and that one of the expectations with this text is to stimulate the reader’s interest for 
contents related to family therapy.

 The Family and Family Therapy

The importance of intervening in family relationships lies in the fact that the family 
is the child’s first social environment. It is in this environment that the child learns 
the first and most varied behavioral repertoires. It is also in this environment that 
their first experiences of subjectivity usually begin to appear. Some examples of 
basic behaviors that will be necessary for other more complex behaviors are imitate; 
identify and name the stimuli around them; receive and show affection; take care of 
themselves (both body and things); develop a sense of collectivity; identify hierar-
chy and social roles; develop social skills and competencies; identify, name, and 
deal with emotions and sensations (both their own and others); perceive themselves; 
and experience the self, among others. All these behaviors originate in the social 
environment surrounding the child. In general, this happens in the family context. It 
is important, therefore, the way in which family members establish relationships 
among themselves, because this will influence how each one behaves within the 
family system and the child’s behavior before the world.

Definitions of what a family would be are usually rare, perhaps because the plu-
rality of possible conformations is very vast, often not finding a common link that 
can be extracted from the essence of the concept “family.”

Minuchin et al. (2008) provide the following definition for family:

A family is a group of people, connected by emotion and/or blood, who have lived long 
enough to have developed patterns of interaction and stories that justify and explain those 
patterns of interaction. In their patterned interactions with each other, family members con-
struct each other. This complementary construction in the family web of transactions is both 
good news and bad news (p. 52).

This definition seemed quite comprehensive to us and can be considered a start-
ing point to address what kind of relationships should be contemplated in a thera-
peutic family relationship. In this way, we are not referring to a specific model of 
formation of the family structure but to the social function of the existing relations 
between the members of a particular group, which is conventionally called family.

Another important aspect for the development of therapeutic work is to take into 
account the formulation of the analysis of behavior on the development of the rep-
ertoire of each individual inserted in social relationships – in this case, in family 
relationships. As in other interactions with the environment, the behavior of the 
participant in the family group is motivated by his biological needs for survival – 
and later, for reproduction – and modeled by his consequences, strengthening or 
weakening classes of responses. Thus, the family group can determine the variabil-
ity or restriction of the behavioral repertoire of its members. For this reason, 
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describing, organizing, and intervening in the relationships established among the 
group members may indicate changes that provide a harmonious and healthy 
scenario.

It is expected that families experience some situations such as the formation of a 
new couple; the conception of a baby; the presence of a small child; the entry of 
children at school age, adolescence, or adulthood; the illness of a member; the death 
of one of the members; the loss of a job; retirement; the breakup of a marital rela-
tionship; the adoption of a child; and the union of partners with children, among 
others. These experiences are an opportunity to develop new repertoires, but alter 
previously established relationships, occurring gains and losses for each individual. 
Because of this, there is a process of adaptation to the new reality, which, depending 
on the developments, may expand healthy behaviors or show sick relationships.

It is through the process of family therapy that the psychologist can observe and 
act when events are occurring, when the individual repertoires of members of the 
family group do not reach the necessary adaptation, without creating an aversive 
social environment. Another particularity of this model of assistance is the opportu-
nity to change the focus of the problem which is normally attributed to a single 
individual and to start working with the general functioning of the family, empha-
sizing the relationships established between its members. To this end, the behavior 
analyst should pay attention to how the tasks characteristically assigned to the 
mother, father, husband, wife, child, and sibling, among others, are performed and 
how relationships are established between these performances.

The theoretical foundation seeks to understand how relationships between fam-
ily group members are established and the possible interlocking contingencies 
(Glenn, 1986), in which, as described by Naves and Vasconcelos (2008), the behav-
ior of an individual becomes an occasion or consequence for the behavior of another 
individual from the same social group. This conception originated in Skinner’s 
(1953/1985) proposition on social behavior, which defines it as a behavior that takes 
place in the relationship of one person with another or of two or more people in joint 
relation with the physical environment. One of the advantages of this type of behav-
ior is that all those involved in the social relationship produce a result that would not 
be produced if the individual contingencies were not interlocking in that way.

A consequence of this proposition is that when we observe a relationship in 
which someone obtains advantages and another loses them, we will be identifying a 
bad social relationship, which tends to disintegrate, for example, a man who wants 
to buy a new car for himself and makes the family save, claiming lack of financial 
resources is the only one to obtain advantage. This is the keynote of family therapy: 
identify common goals, in which everyone remains satisfied by being together and 
locate in which types of relationships this “value” is not happening.
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 Guidelines for the Therapist

The following are suggestions to the work of the family therapist. Probably some of 
them will be obvious to some readers, but it is worth remembering them. The physi-
cal environment of the therapy should have enough space to accommodate the fam-
ily comfortably, considering the number of seats, lighting, and air circulation. It is 
interesting for the therapist to have accessible tissue, water, graphic materials, toys, 
and games, and it is important, in some cases, to have enough space so that people 
cannot reach each other when accommodated.

The therapist can determine the length of the session, but the literature recom-
mends that in group therapy, having or not a family configuration, the sessions last 
between 90 and 120 min. The presence of a therapist is indicated in family groups 
with more than three members, and the supervision of beginning therapists is 
fundamental.

The therapist needs to consider that his life and professional experiences, per-
sonal values, and theoretical knowledge create a bias in his analysis, which may bias 
his judgment toward family members who live similar contingencies to his own 
(Banaco, 2008). For example, a therapist who is a father and contributes signifi-
cantly to his own household finances may empathize more easily with the com-
plaints of a mother who is the breadwinner. On the other hand, a therapist who has 
much of his or her needs met by funding from other family members may more 
easily understand the entitlement claims of a child who is being supported by 
siblings.

Thus, it is important that both a therapist who attends a family alone and the co- 
therapists who attend together are always willing to revise their interpretations 
about the family dynamics. The therapist’s self-knowledge and self-observation are 
required to facilitate the identification of the effects that the speeches and actions of 
the members of the family group have on him/herself. Furthermore, they help him 
to identify if, when allying himself to one of the members or to a family subsystem, 
his conduct is guided by a clinical rationale or if he is allying himself to this person 
for sharing or even for disagreeing with the values that are being imposed to whom 
he has allied himself.

Descriptions of what is observed by the behavior analyst should be free of prior 
moral judgments. They should also show the antecedents and consequences pro-
duced by certain responses. The purpose of this procedure is to help family mem-
bers improve their repertoire of identifying and expressing emotions and thoughts, 
resolving conflicts, making requests, and identifying the variables that control their 
responses.

In the sessions, the therapist should ideally focus on the interactions among fam-
ily members rather than on the interaction with each member. In this way, he can 
witness how the members relate to each other and help improve interpersonal skills. 
Another therapeutic task is to identify the target behaviors when they occur in the 
session so that they can be consequenced as close as possible to their emission. For 
example, during a family session situation report, the daughter will tell the parents 
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directly how she feels (instead of telling the therapist in front of the parents). Thus, 
she will emit in therapeutic session the class of responses that is intended to be car-
ried out of the session. At that point, notation of the change that has occurred can be 
made by the psychologist, which can have a reinforcing effect on this interlocking.

The content of the verbal discourse is adjacent and assists in understanding the 
case. It is the observation of the interactions between the members of the family 
group that will be most important. The therapist must be attentive to how the report 
occurs, the context in which it is presented, the emotional expression of the speaker 
and listeners, the interactions originated from what was said, and the identification 
of what is being said beyond the words – for example, with autoclips such as voice 
intonation, speed, metaphors used, etc., which significantly extend the understand-
ing of the family functioning. This observation helps the therapist to define the 
therapeutic objectives and identify the interventions to be performed.

It is essential to adapt the interventions and the way of interacting according to 
the family members, respecting their moral, ethical, and religious values. With chil-
dren, it is appropriate to stoop down when interacting with them; be succinct, clear, 
and specific in the verbal account; use playful resources; and carry out interventions 
with the concrete use of language. Intervention techniques should be subordinate – 
never sovereign – to the formulation and reformulation of the case and the contin-
gencies present in the session. Therefore, therapists should have in their repertoires 
the domain of quite diversified techniques for the most different purposes.

In addition, very specific issues concerning the couple’s relationship (e.g., sexual 
life or the intimacy of one of the members of the couple) should be addressed sepa-
rately from the children’s problems, just as, depending on the age and education of 
the children, issues of their intimacy should be addressed separately from those of 
their parents. For the family session, issues that affect everyone’s contingencies 
should be reserved.

And, finally, it is recommended to observe, encourage, and allow family mem-
bers to seek alternatives to deal with a problematic situation, always having in mind, 
as a guiding sense, the objective of the group. On the other hand, the behavior of the 
psychologist to list several solutions for a situation may be considered a conduct of 
little therapeutic effect, because they sound like recommendations. Rodrigues et al. 
(2014) cite studies by authors from different psychological approaches who found 
evidence that the therapist’s directivity is a determinant of the client’s resistance and 
understand it as an interactional phenomenon, i.e., it may occur according to the 
style of the therapist’s interventions.

 Suggestions for Conducting the Process

Based on the data obtained in the initial sessions, the therapist will perform the case 
formulation that is composed of (a) the identification of the current variables and 
those related to the history of the family or individuals that maintain the problem 
behavior, (b) the identification and definition of the classes of behaviors that should 
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be reduced and those that should be expanded, (c) the survey of the interventions 
that will possibly be used for each of the purposes, (d) the composition of the thera-
peutic goals defined with the family, and (d) the constant re-evaluation of the psy-
chotherapeutic process with the subsequent reformulation of the clinical case, given 
that behavior is a process in constant development; or, in other words, the formula-
tion of the case is fluid and needs to be revised during therapy as new data are 
obtained; otherwise, there is the risk of the professional becoming insensitive to 
new contingencies that life or the therapy itself have modified.

In order to verify how the family members interact, it is advisable to conduct 
some sessions without making explicit which behaviors are expected from the par-
ticipants when expressing their emotions, complaints, and point of view. After 
defining the objectives and target behaviors of each family member – and of the 
dyad or triad of therapists  – they can be asked to express themselves verbally, 
attending to certain recommendations (e.g., expressing without judgment, aggres-
sions, ironies, and threats) in order to model some behaviors of affect expression in 
session.

Minuchin et al. (2008) propose a four-step map to assist the therapist in formulat-
ing the case and promoting knowledge of family relationships for its members. 
Table 14.1 presents the original version and a proposed adaptation to the analytic- 
behavioral terminology.

Table 14.1 Adaptation of Minuchin, Lee, and Simon’s (2008) four-step map summary

First step Second step Third step Fourth step

Terms of 
structural 
family 
therapy

Decentralize the 
presenting 
problem and the 
symptom carrier

Explore family 
patterns that may 
be maintaining the 
presenting problem

Explore what key 
family members 
bring from the past 
that still influences 
the present

Redefine the 
problem and 
explore options

Proposed 
adaptation 
to terms of 
analytic- 
behavioral 
therapy

Expand the unit 
of analysis. 
Instead of 
focusing on the 
problem 
situation or on a 
member, collect 
data on the 
family 
relationships 
established

To identify, with 
the family 
members and 
through clinical 
observation, the 
variables of which 
the behavior is a 
function and that 
may contribute to 
the maintenance of 
a problematic 
repertoire for the 
family relationship

Seek to understand, 
principally, how 
ontogeny and culture 
may have favored the 
installation of rules 
and self-rules and 
possibly left the 
individual insensitive 
to current 
contingencies. 
Identify values in 
broad classes of 
responses
Identify unreported 
gains for the 
complaint-behavior 
in all involved in the 
episode analyzed

Based on the data 
obtained and on 
the functional 
analysis of family 
relationships, 
define which are 
the behaviors for 
improvement and 
the interventions 
that may be 
appropriate to the 
case
Identify the 
“triggers” that can 
lead to a cascade 
of behaviors by 
family members in 
ways that lead to 
family distress
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During the psychotherapeutic process, the therapist will have the opportunity to 
identify the classes of responses related to the parental, conjugal, fraternal, filial, 
and individuality repertoires. The objective is to understand how they are exercised 
and interact among themselves, verifying if there are conflicts between the roles 
played, alliances, or subgroups, helping the members of the family group to per-
ceive themselves as a whole, establishing the responsibility of each one, given that 
each one is context for the response of the other.

The behavior analyst has at his disposal a theoretical and technological frame-
work that supports his practice and, when used, contributes to the well-being of 
individuals living in groups. The professional can make use of this technology when 
the work is directed at the family. Some general possibilities of interventions are 
presented below.

The functional hypothesis established in the formulation of the case is the instru-
ment used by the behavior analyst to diagnose and assess the therapeutic process, 
being the starting point for the planning and monitoring of interventions (Nery & 
Fonseca, 2018). If well used, it can also be an instrument that contributes to self- 
knowledge, to the expansion of the repertoire, and to the occurrence of changes in 
the repertoires of each participant in family therapy.

The therapist(s) can prepare the family for the use of contingency analysis, help-
ing everyone to make the observation of chained events in which each one of them 
(the family members) has a participation in the problematic episode. This can be 
done, initially, through examples extracted from the verbal report of the family 
members, but preferably should be pointed out in the events that occur in session. 
Later, with the elaboration of functional analyses through the participation of family 
members in small behavioral changes, the therapist helps the members of the family 
group to observe and have control over their interactions.

To increase the likelihood of success in interventions, it is recommended that the 
therapist(s) share the knowledge produced by behavioral psychology with the fam-
ily. Latham (1996) lists the following principles: (a) behavior is better modeled by 
positive consequences than by negative consequences; (b) one can only know 
whether behavior was punished or reinforced by the course of behavior in the future; 
(c) behavior is largely a product of the immediate environment; and (d) behavior is 
modeled by consequences. Guided by these principles, the therapist may present the 
concepts of reinforcement and punishment, extinction, contiguity and contingency, 
reinforcement schemes, modeling, shaping, establishing operations, arbitrary and 
natural reinforcers, and aversive control, among others. It is recommended that pro-
fessionals, when transmitting these concepts, whenever possible, use information 
obtained through the report of the members of the family group and the events 
observed during the session.

The principles of behavior analysis that are taught to the family will of course be 
used by the therapist in session for interventions. For example, as proposed by 
Delitti and Derdyk (2012), modeling and instruction can be used by the clinician in 
a planned manner to teach a specific repertoire during the therapy session. Delitti 
and Derdyk report that: “From behavioral modeling and rehearsals, it is possible to 
install or change many behaviors, from the behavior of observing oneself and 
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others, analyzing and describing contingencies, social skills, empathy, communica-
tion, self-disclosure, coping, etc.” (Delitti & Derdyk, 2012, p. 265). The authors 
emphasize that, for the modeling strategy to be effective, it is necessary to describe 
the problem situation, decompose the behavioral sequence, give instructions or per-
formance model, rehearse, hint about the performance, program generalization, and 
assess the performance in the natural situation.

The therapist, when reporting his sensations, emotions, and thoughts as a result 
of a situation observed in session, can also serve as a model for the family members 
of how to express verbally their limits and inconveniences in an adequate manner. 
Depending on the circumstance, by making public the effect that the family mem-
bers’ responses have on him, it is possible to use this data to help model better 
responses and the perception of their effect on the listener.

Another procedure that aids the installation and strengthening of certain client 
responses is modeling: the precursor responses of the desirable response are ini-
tially reinforced, and as they are established, reinforcement gradually moves to new 
responses hierarchically closer to the target response (Del Prette & García, 
2007, p.185).

A basic recommendation that should start the whole therapeutic process is the 
use of positive reinforcement rather than coercive control because it produces the 
strengthening of affective interactions and improves life values and the behavioral 
repertoire of the people involved. Emphasizing the bond between parents and chil-
dren, as stated by Sidman (1989/2009), is a way to help children to have a produc-
tive and happy life, without feeling they need to do something special to get love 
and protection. In addition, it is to provide an environment in which they feel safe 
and that, even if they do something wrong, they still know they will have protection 
and affection.

As mentioned elsewhere in this text, the therapist must privilege interventions 
related to the events that occur in session. Yalom and Leszcz (2006) understands 
that for this to occur, the therapist needs to help the group to get involved in the 
here-and-now experience and help them to understand the process of the experi-
ence, that is, to get in touch with the contingencies present in the interaction. The 
ability to focus on the present moment allows the members of the family group to 
identify more easily the triggers of their good and bad behaviors, as well as their 
tendencies to respond to the issues of the family relationship. They can then make 
more conscious choices about how to act.

In order to achieve these objectives, it is necessary to be aware of what is happen-
ing in the present moment; observe and, when appropriate, describe the internal and 
external events in face of the situations experienced in session by the family mem-
bers and therapists; and identify and consequentize the clinically relevant behaviors, 
which are already described in the case formulation. Therapists who adhere to the 
therapeutic process known as FAP (functional analytic psychotherapy) describe 
these behaviors as clinically relevant behaviors (clinical relevant behaviors – CRBs). 
In these processes, therapists should recognize functional parallels between behav-
iors presented in session and those that occur in clients’ lives outside the office, 
enhance behaviors of vulnerability, and use the therapeutic relationship as a model 
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of interaction for family members. Hoekstra and Tsai (2010) state that FAP provides 
a theoretical framework and format for behavior analysts who work with groups and 
focus on improving interpersonal relationships.

It is also possible to use therapeutic resources described by ACT (acceptance and 
commitment therapy) to help the family identify and behave toward their values. 
Brandão (2008) understands that elucidating the clients’ values and commitments to 
act according to the established goals is a didactic way to start the sessions. Having 
a family’s values clear helps therapists to define broad classes of target responses to 
which they can direct the behavioral repertoires to be installed in each family mem-
ber. The model proposed by ACT can help the therapist, through relational frame 
theory (RFT), to understand and reveal the frames established in the family relation-
ship. In other words, succinctly, it reveals how excessive verbal control and arbi-
trarily established relationships may influence the maintenance of a limited 
repertoire that is not very flexible and insensitive to reinforcing contingencies.

It is worth emphasizing that what has been discussed so far will only make sense 
if professionals and members of the family group, when evaluating the results 
obtained, notice changes that promote improvement in family interactions beyond 
the clinic. Therefore, the planning of generalization of the behaviors worked on in 
the clinical context must be considered by the therapist whenever he elaborates his 
intervention plan.

 Final Considerations

This chapter was aimed at identifying some situations that can produce changes in 
family relationships, which in turn can considerably affect the behavior of children. 
Parental guidance skills are sufficient to conduct several therapeutic processes for 
children, but sometimes the origin of the problems faced and experienced by chil-
dren is found in the family relationships themselves. It is up to the therapist to 
identify if and when guidance will be sufficient and when a more robust therapeutic 
process should be conducted to solve the problems brought to the clinic.

Changes in structural living conditions  – such as the entrance and/or exit of 
someone in the family life – usually produce great influence on the child’s social 
relations, demanding that the adaptation process be conducted in a safe and coher-
ent way. The process should be conducted so that everyone in the family can benefit 
from the changes pursued by the indications of the behavioral formulation. The 
therapist must consider the behavior of each family member as the social context in 
which the behavior of the other family component occurs, distributing to all the 
problem and the weight of the intervention and of the change. The family becomes 
“having a problem” and not just “having a child who was considered problematic.”

The proposals of adaptation described by Minuchin et  al. (2008) in analytic- 
behavioral terms were presented, so as to be followed by the therapist as a set of 
rules. They are guidelines for a good family service, and the reader can find in the 
literature cited below other works that are of aid to the conduction of a complex 
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process, such as the therapy of the “family” group. Because it is complex, the work 
in co-therapy is indicated, and the supervision of the case receives special attention, 
so that the therapist(s) do not incur in common and probable mistakes, specially 
empathizing with one or part of the family members.

The great advantage of therapy conducted this way is that the processes to be 
worked on will be manifested under the eye and technique of the therapist(s). In 
short, parents can have a school to learn how to develop their children’s behaviors.
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Chapter 15
Therapeutic Discharge as an Outcome 
of Clinical Behavior Analysis for Children: 
Criteria and Process

Clarissa Moreira Pereira and Daniel Del Rey

 What Is Therapeutic Discharge?

For didactic purposes, we will call “therapeutic discharge” the process of closing 
the psychological sessions due to the conclusion of the behavioral goals proposed at 
the beginning of the therapy and the absence of new relevant goals throughout the 
process. Although extremely important, this topic has been little addressed in the 
literature (Patterson et al., 2009). Theoretically, therapeutic discharge with children 
is indicated by the professional and discussed with the family, seeking mutual 
agreement.

It is important to specify the term “discharge,” because many times the process 
can be interrupted or terminated, without necessarily having achieved the proposed 
objectives. In the case of interventions with children, in general, the decision for 
early termination is made by the family and can be related to several issues, such as 
(a) financial or logistical difficulties, (b) disagreement with the therapist, (c) resis-
tance of the child with the therapist and/or psychotherapy, (d) difficulties in imple-
menting the proposed strategies, and (e) using the time for other activities considered 
more urgent by the family, such as academic support. In other situations, the thera-
pist may choose to terminate the process early, usually for lack of competence with 
some particular topic or repertoire (in these cases, the client is referred to another 
professional). None of these options could be termed “discharge” since the reasons 
for discontinuing the process are unrelated to the goals established for the 
intervention.

Thus, a therapeutic discharge process can only be well conducted if, throughout 
the process, clinical goals have been well defined and somehow well followed up. If 
measurement units could be used to follow their evolution, so much the better.
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Based on the definition presented above, this chapter aims to discuss how to (a) 
assess the demand that brings a child to therapy (initial assessment or diagnosis), (b) 
outline the therapeutic goals (behavioral intervention) based on the complaint and 
the initial assessment, (c) assess whether the goals were met throughout the process, 
and (d) proceed to therapeutic discharge taking into account not only whether the 
child acquired important socioemotional repertoires for the prevention of future 
problems and a healthy development but also the generalization of these repertoires 
to the natural environment (Müller & Quaschner, 2001).

 Specificities in the Therapeutic Process with Children

Reflecting on the therapeutic discharge process with children may be more complex 
than with adult clients. The first point of this complexity is due to the variety of 
relevant agendas that permeate children’s lives, as well as the speed with which new 
topics relevant to the therapeutic process arise during this stage of life, changing the 
direction of the original intervention.

A second issue concerns the fact that the work with children is not restricted to 
contact with them, often involving the family, the school, and other professionals 
who make up the interdisciplinary team or who work together with the child, such 
as speech therapists, neurologists or psychiatrists, private teachers, etc. Differently 
from therapy with adults, the initiative to seek psychological assistance and the 
identification of their goals are rarely taken by the children themselves. Children 
rarely request psychotherapy and describe their goals; most of the time it is the fam-
ily who decides to start the process, by their own initiative or through guidance from 
the school or other professionals. During the therapeutic process, often the psy-
chologist himself formulates goals from observation and reports of children, but this 
ends up adding to the demands of the family or those who made the referral.

Thus, the discharge process involves several demands, not only those brought 
initially, increasing the number of relevant variables to be observed throughout the 
intervention. Some of these specificities will be briefly addressed here.

 Initial Assessment

First, it is worth noting that when talking about diagnosis or behavioral assessment, 
the behavior analyst should take into account the procedural nature of the behavior. 
In other words, there is no separation between assessment and intervention; at dif-
ferent times, they overlap (Vermes, 2012). Therefore, while conducting interviews, 
observation, and activities with the child and his family, the therapist should con-
sider the possibility of changes in the variables relevant to the observed behavior 
and, thus, a possible behavioral change already at that moment.
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Del Prette et al. (2005) analyzed 20 case studies published in Brazil with children 
as the focus of the interventions. The work aimed to analyze the evaluation methods 
used in the studies that would attest their internal validity. According to the authors, 
the procedures most commonly cited in the literature as relevant to the initial assess-
ment process are (a) interview with parents, (b) interview with the child, (c) inter-
view with other significant others, (d) medical assessment, (e) records (by parents, 
professionals, or the child itself), (f) direct observation, and (g) use of tests. The use 
of different procedures would increase the internal validity of the study, since it 
would allow a better functional analysis of the case and a greater chance of success 
of the proposed treatment. In the survey carried out, the initial interview with par-
ents and direct observation of the children’s behavior were the most used proce-
dures. At the end of the intervention, most of the studies did not refer to repeating 
the initial measures, only performing a new observation of the child’s behavior. As 
discussed by the authors, despite the difficulties in carrying out a systematic and 
exhaustive evaluation of case studies, it is extremely important to have the most 
accurate evaluation possible of the intervention, which, unfortunately, still does not 
occur in the national production of behavior analysis.

Another point discussed in the study relates the diversity of demands to the diver-
sity of assessment strategies used, since each procedure applies better to specific 
issues. The procedures will be discussed in some detail, as it is considered that 
without a good initial assessment, it is not possible to define clear criteria for thera-
peutic discharge.

 Interview with Parents or Caregivers

Once the parents arrive for the initial interview, the therapist should seek the reasons 
why they were sought. It is interesting to identify, at this moment, if the reasons 
mentioned by the different caregivers are similar. The initial interviews can even be 
conducted separately with each of them (e.g., Fonseca & Pacheco, 2010).

It is important to seek information to evaluate factors that may be contributing to 
the problem and also to identify well-developed repertoires of the child that may 
facilitate improvements. The therapist should investigate the genetic history of the 
child and family members, the child’s developmental history from gestation to birth 
and early childhood, health history and medical complaints, attachment history and 
parental separation (long trips, separation/divorce between parents), the relationship 
between parents and between parents and child, the environment in which the child 
lives, the family constitution, relationships, family history (cultural, religious, and 
values), school/academic complaints or issues, and social complaints (Adler- 
Tapia, 2012).

After collecting life history data, they proceed to the analysis of the present 
moment. Questions about the child’s routine are extremely important and, when 
answered separately by the different caregivers, may provide complementary infor-
mation. The questions should be asked in order to seek possible functional relation-
ships between the behavior and environment variables. Parents are asked about 
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when the behavior occurs, what it looks like, in the presence of which people it 
occurs more often, and what happens in the situation after the behavior occurs, 
among others.

It is also of utmost importance that the therapist investigates the possibility of 
occurrence of episodes of abuse or violence, self-harm or suicide attempts, and 
substance use by family members, given the impact that such factors may have on 
the child’s behavior and, therefore, on the therapeutic complaint (Patterson 
et al., 2009).

Some standardized instruments can be applied to parents and caregivers to obtain 
the information initially collected, such as anamnesis questionnaires, inventories on 
behavior (Child Behavior Checklist, by Bordin et al., 1995, for example), or check-
list for some specific disorders (SNAP-IV scale to assess ADHD, for example – 
Mattos et al., 2006).

 Interview and Observation with the Child

The initial interview with the child meets two objectives simultaneously: to begin to 
structure the therapeutic relationship and collect information. In this chapter, we 
will focus on the second part. When we interview children, we have a wide range of 
singularities that depend on variables such as age group, repertoire, medical diagno-
sis, motivation to collaborate, and socioeconomic level, among others. This creates 
limitations and requires technical adaptations. For example, an older child, moti-
vated to collaborate and with a good verbal repertoire, may provide several pieces 
of information by means of a report. A younger child, on the other hand, who is 
upset because he or she is with a stranger or has some invasive syndrome, for exam-
ple, will hardly collaborate verbally. Due to these different situations, in some more 
favorable conditions, the child’s verbal report may prove to be a good source of 
relevant data for the analysis process. However, since all data collection resources 
have limitations, it will always be necessary for the therapist to use various resources 
to obtain information to enrich the analysis, including direct observation of behavior.

Observation of the child’s behavior can be done both in the office and in the natu-
ral environment (at home or at school, for example). When done in the office, the 
therapist can use some resources to evoke behavior and observe possible variables 
relevant to it. Games, jokes, or fantasies can fulfill this function. The topography of 
relevant behaviors may be different from that which occurs outside the session, but 
maintaining, however, functional similarities that allow the therapist direct access to 
classes of relevant behaviors (Moreira & Oshiro, 2017).

When observation is performed in the natural environment, in addition to being 
able to conduct pre-defined structured evaluations according to specific objectives, 
the therapist has access to data on how the child relates to his/her physical and social 
environment in loco, with less external interference. Although the very presence of 
the observer is a variable that may contaminate the observation, it is possible to 
obtain valuable information on the environmental organization, routine, social 
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environment, and aspects of interpersonal relationships of the environment to be 
analyzed with less distortion than occurs when verbal reporting is used.

 Interview with Significant Others

Interviews with significant others have the same objectives as the interview with 
parents or caregivers, that is, to collect data on target behaviors (and their functional 
relationships) and competencies that may help the process, but in other contexts. It 
is very common for teachers, babysitters, drivers, other staff, and other family mem-
bers to see relevant behaviors that parents do not see. This can occur both because 
of differences in the activities performed and repertoires involved in each of the 
different environments and the evocative function of each of these people. Regardless 
of the reason, the analysis becomes more complete with more sources of informa-
tion. For example, the description of a child who is able to be extremely collabora-
tive with teachers and peers, but refuses to obey simple parental rules, already adds 
very useful information to the analysis.

 Proposal and Implementation of the Intervention

Once the initial analysis is complete, the relevant behaviors are divided into two 
broad categories: (a) classes of responses to be installed/strengthened and (b) classes 
of responses to be weakened. The classes of responses to be installed or strength-
ened in general are repertoires linked to academic, playful, and interpersonal activi-
ties. These responses may already be present in children’s repertoires and appear 
with low frequency (requiring strengthening) or have not been taught (still needing 
to be installed). In general, new skills not present in children’s repertoires are 
installed by shaping or instruction. The choice of each of these strategies is deter-
mined by the child’s age group, level of impairment, previous competence, and 
repertoire to be taught. For these strategies to work, it is essential that the clinician 
and the people who will intervene have powerful reinforcers available, using them 
contingently to the new responses throughout the process.

The responses that need to be weakened refer to behaviors that are, in some way, 
causing problems for the child or those around him. In general, these responses are 
related to tantrums, aggression, self-injury, repetitive behaviors, or excessive behav-
iors that compete with other important activities. These are responses that, although 
maintained by negative or positive reinforcement, bring other harmful conse-
quences, even in the medium or long term. The most frequently used strategy to 
weaken responses is differential reinforcement, in which the response that needs to 
decrease in frequency will not be reinforced or will be reinforced at a lower inten-
sity than other competing responses, opposite or alternative to the original. 
Differential reinforcement turns out to be a better alternative than punishing or sim-
ply not reinforcing that response (behavioral extinction), since it avoids or 
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minimizes side effects such as counter-control or emotional responses, in addition 
to installing more functional repertoires under the control of more appropriate 
stimuli.

In addition to the intervention with the child, it is essential that the therapist con-
ducts counseling sessions with parents and people relevant to the child, such as 
teachers, babysitters, or other relatives. This guidance seeks to make people related 
to the target behaviors change their attitudes, modifying the children’s environment 
in order to change their behaviors. Therapeutic discharge will probably not occur in 
situations where the only new variable is the therapist’s presence. It is necessary that 
the child’s social environment also changes, new patterns having been selected.

 Assessment of the Changes that Occurred in Therapy

Both in the direct work with children and in parental guidance, the assessment of the 
evolution of target behaviors is carried out continuously, i.e., throughout the inter-
vention process. The data arising from a continuous evaluation process allow for the 
identification of the following: (1) procedures, their effectiveness and possible 
reformulation of the same; (2) engagement of the family, school, and significant 
others with the proposed analysis and intervention; if necessary, such data will serve 
as an element for analysis of the difficulties encountered in the implementation of 
the proposals and for possible adjustments; and (3) identification of the results 
themselves in relation to the objectives established.

When a family seeks therapy for their child, the goal will invariably be to pro-
duce improvement in the quality of life of the child and the family. Improvement is 
evaluated in a qualitative way, and, for this reason, it may incur in judgment errors 
due to biases that hinder the evaluation. Kazdin (2000) lists some of these biases 
that may compromise the evaluation of the therapeutic process: (a) connections 
between events are made from stereotypes or expected relations, (b) evaluations are 
made about a case from another similar one, (c) first impressions are used for some 
evaluations, (d) hypotheses are formulated from the therapist’s personal beliefs, and 
(e) correlations are observed and causes are inferred from there, without direct 
testing.

Because of this problem, the author stresses the importance of more precise tools 
for the evaluation of the gains from the therapy, which is often only possible in the 
case of a clinical experimental research. In any case, some points raised by him 
deserve attention, even if they are difficult to implement in office practice. One of 
them would be the continuous evaluation of the problem behavior, not only before 
and after the intervention but also during it. Another point would be the formulation 
of an intervention design, in which the moment when the intervention procedure is 
implemented and changes in behavior can be observed and recorded is clearly marked.

A clinical practice that has contributed to the increased reliability of therapy 
outcomes is case formulation.
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A case formulation in psychotherapy is a hypothesis about the causes, precipitants, and 
sustaining influences of a person’s psychological, interpersonal, and behavioral problems. 
A case formulation helps to organize information about a person [...]. Ideally, it contains 
structures that allow the therapist to understand [...] and categorize important classes of 
information within a sufficiently comprehensive view of the patient. A case formulation 
also serves as a treatment guide and as a marker of change (Eells, 2007, p. 4).

By listing the components of the functional analysis, separating and sequencing 
them in a narrative or schematic structure, and reformulating them as the treatment 
proceeds, the therapist can reduce the number of inferences he needs to make about 
the case. This assessment is extremely relevant, since only after reaching the thera-
peutic goals is it possible to proceed to discharge.

 Maintenance, Generalization, and Relapse Prevention

There are numerous strategies to be implemented aiming at generalizing the changes 
achieved in therapy, maximizing the probability of the gains being maintained after 
discharge. One of them is the spacing of the sessions added to a greater focus on 
parental guidance. Through this strategy, the therapist can fade out the bond and 
control with the child, while the family gains confidence in managing different situ-
ations of conflict/difficulties.

Parental guidance is a prerequisite for intervention with children, since parents 
will control the main reinforcing contingencies of their children for many years, 
manipulating the most important reinforcers, describing the first rules, and provid-
ing the first role models. If the family and/or caregivers adopt inappropriate prac-
tices most of the time, it will make little or no difference a few hours a week in 
office sessions with the child. Therefore, if we can get parents to understand and 
follow basic guidelines, the chance that changes will occur throughout the process 
and continue after the sessions are over increases dramatically. To this end, it is 
important that the clinician uses strategies beyond verbal instruction, such as shap-
ing observation and description behavior of the child’s behavior, problem-solving 
and decision-making training for problem situations that may arise in the daily life 
with the child, and modeling the ability to functionally analyze behavior, among 
others (Marinotti, 2012).

Another relevant aspect still in relation to parental guidance is the outsourcing 
that has been done in relation to the upbringing of children. Whether due to over-
work and other activities or the difficulty in finding parameters of how to position 
themselves with their children, parents seem less and less able to clearly set limits 
to children and teach important life skills. This situation requires care because at the 
same time that child therapy can empower and call the family to the responsibility 
of educating, it can also serve the function of delegating these responsibilities to a 
third party, in this case the therapist.

If this is the case, the discharge process becomes more painful for all and much 
more difficult to happen, since for the family the situation is comfortable and the 

15 Therapeutic Discharge as an Outcome of Clinical Behavior Analysis for Children…



182

maintenance of this bond becomes more important. The emergence of several clini-
cally irrelevant agendas, with the function of maintaining the therapy, can evidence 
this type of relationship of dependence. It is essential that, in these cases, the family 
is made aware of its importance for the child’s behavior and that guidance is given 
with the purpose of teaching them positive and propositional parenting skills. It may 
be interesting to refer parents to a therapeutic group, for example, that serves this 
purpose.

Another option to ensure the maintenance of gains would be sessions in a natural 
environment. In these settings, the intervener could observe and act on the child’s 
behavior, as well as guide other relevant people in his environment to act in a man-
ner consistent with the principles of the intervention. Since this work helps obtain 
data in loco, not depending on verbal mediation of behavior, it is easier to under-
stand possible difficulties in generalizing certain behaviors. Situations are not rare 
where family members or caregivers report acting according to the guidelines, but 
in practice behave in other ways. The report on their own behavior may be compro-
mised by self-observation difficulties, verbal limitations, or avoidance. Regardless 
of the reason, direct observation allows both better analysis of target behaviors and 
a contextualized intervention, facilitating the maintenance of relevant post- 
intervention changes.

Although much of the focus of behavioral interventions is related to target behav-
iors related to the main demands, there are a number of other important aspects for 
discharge and relapse prevention. The reappearance of problem behaviors after the 
end of therapy can occur for numerous factors, including the following: the inter-
vention was restricted to some instances of relevant response classes, but contingen-
cies maintaining the class continued to operate on other functionally equivalent 
responses, and original contingencies (prior to the intervention) operate again, 
either in environments involved in the intervention or in new environments to which 
the client now has access, among others. Below, we mention some precautions at 
the end of therapy that reduce the probability of the problem returning.

A first important characteristic to be worked on concerns the clients’ overall 
behavioral variety, despite the attention given to specific complaints. If the thera-
peutic process can help broaden response topographies, subjects of interest, envi-
ronments frequented, or forms of interpersonal relationships, the likelihood of 
maintenance of and access to reinforcing stimuli will be much greater.

Expanding the repertoire of life skills is also extremely important. Life skills are 
the following:

[...] adaptive and positive behavioral skills that enable individuals to deal effectively with 
the demands and challenges of everyday life. In particular, life skills are a group of psycho-
social competencies and interpersonal skills that help people make informed decisions, 
solve problems, think critically and creatively, communicate effectively, build healthy rela-
tionships, empathize with others, and cope with their lives in a healthy and productive man-
ner. Life skills can be directed toward personal actions or actions in relation to others, as 
well as actions that modify the surrounding environment to make it conducive to health 
(World Health Organization, 2003).
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Problem-solving, one of the life skills, is another of the fundamental objectives to 
be worked on in the sessions and should also be in the decision to terminate therapy. 
If the client has a robust repertoire and is skilled in choosing appropriate responses 
to each situation, he/she will probably efficiently dodge aversive contingencies, as 
well as have a more effective approach in the search for relevant reinforcers. Cooper, 
Heward, and Heron (2013) highlight basic procedures to ensure this repertoire, such 
as training problem-solving responses in various conditions of different stimuli, as 
well as various topographies for the same class of responses, ensuring a variety that 
suits different contexts. Among the classes of relevant responses for problem- 
solving, we can highlight the following: relating data and deriving conclusions; 
listing different alternatives for dealing with similar situations; and, when faced 
with new situations, for which the client does not have responses in his/her reper-
toire or is prevented from doing so for some reason, issuing responses that may lead 
to the solution response (preliminary or precursor responses).

The development of self-management or self-control repertoire is another rele-
vant objective of the therapeutic process, either because it is directly related to the 
problem presented by the client or because it constitutes an essential repertoire to 
avoid future problems. Behavioral variability and problem-solving skills constitute 
facilitating conditions for self-management. However, some conditions are funda-
mental for this to be effectively developed, such as resistance to frustration, efficient 
control by delayed reinforcers, and behavior maintenance by intermediate reinforc-
ers, since many self-control situations involve conflicts between immediate versus 
delayed consequences, such as immediate positive consequences versus delayed 
aversive conditions (playing with friends and not studying for a test), immediate 
aversive consequences versus delayed positive consequences (depriving oneself of 
caloric foods aiming at substantial weight loss in the medium term), etc.

Additionally, it is important to consider, at discharge, whether clients are able to 
conduct functional analyses independently, that is, whether they can identify basic 
behavioral control variables that act on their behavior or on the behavior of others, 
an ability that facilitates engagement in self-control or problem-solving responses. 
Obviously this is a more sophisticated skill that needs to be developed, imposing 
adaptations according to the client’s age group and global repertoire.

Finally, it is important to consider the contingencies in place in the natural envi-
ronment when deciding the moment of discharge. The therapeutic process is not 
limited to installing/strengthening or extinguishing/weakening classes of responses 
but also involves changes in contingencies in order to reduce aversive ones and 
increase control by positive contingencies. Thus, when considering the closure of 
the process, it is fundamental that we analyze the contingencies in operation to 
evaluate the probability of maintenance and generalization of gains resulting from 
therapy.
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 Farewell: How to Proceed to Discharge

As described by Vermes (2012), in any therapeutic discharge process, it is necessary 
to consider that there will be a separation of the child from a person who has prob-
ably become important in his/her life. Therefore, some care should be taken. The 
child cannot identify the interruption of the process as a loss but rather as an achieve-
ment. For that, it is important to list with the child which changes occurred through-
out the sessions, emphasizing passages and clinically relevant or overcoming 
moments.

Another important precaution is to make it clear that there is always the possibil-
ity of resuming the sessions in the future, either by holding a few sessions to discuss 
specific issues or by resuming a longer-lasting therapy process, provided there is 
demand for it. The idea that the end of the sessions is not necessarily a definitive 
goodbye helps the child to accept the end of the sessions and facilitates possible 
future contact, since the door has been kept open. It is worth explaining to the child 
that life has many phases and challenges, and it is not a demerit to ask for help in the 
future if the situation changes.

Finally, as suggested earlier, appointments should be initially spaced out before 
full closure, minimizing the impact of the separation. It is common for some clients 
to feel sad or angry at the end of the process, just as others will feel happy or 
relieved. These emotional responses carry information not exclusively about the 
therapeutic relationship but about the therapeutic process as a whole. Many clients 
would like to use session time for other more pleasurable activities or see therapy as 
evidence that there is something bad or wrong with them, even if it was an agenda 
during the sessions.

Some therapists feel comfortable maintaining occasional and sporadic contact 
with their former clients. Such practice, although optional, can help in this separa-
tion process and provide data for follow-up. But it also requires care so that it is not 
characterized as an informal psychotherapy process or a personal/affectionate rela-
tionship between the therapist and his former client. If there is relevant clinical 
demand in these contacts, the ideal is to make new formal appointments. And if the 
client-professional relationship has become too intimate, it is recommended that the 
sessions be referred to a colleague.

 Final Considerations

As previously discussed, the therapeutic discharge process is complex and is directly 
related to a well-done and continuous assessment. It is extremely common for the 
original agenda to give way to other issues, especially as children acquire increas-
ingly earlier repertoires that were previously restricted to adolescence and adult-
hood, mainly due to their exposure to multiple contexts (out-of-school activities) 
and the use of the Internet and social networks. These new guidelines bring great 
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insecurity to families, who seek specialized help to know how to proceed and help 
children to deal with them.

In addition to directly addressing the initial complaints, it is essential to imple-
ment strategies that produce generalized and stable changes over time and across 
different environments. In addition, training of specific repertoires such as problem- 
solving and contingency analysis may help to reduce the risk of relapse after the end 
of the intervention.

Once the therapist has sufficient data regarding relevant behavioral changes and 
indicators of gain maintenance and relapse prevention, other planned procedures 
should be put in place to minimize the impacts of separation on the client. As a final 
step in the process, it is important that the client is able to identify if he needs to 
resume the process and feels comfortable resuming contact with the professional.
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Chapter 16
Ethical Issues in Clinical Behavior Analysis 
for Children

Lygia T. Durigon and Enzo B. Bissoli

The concept of ethics is traditionally defined as a set of rules of conduct, proposed 
to a given social group and is often used as a synonym for morality (La Taille, 
2006). The origin of the words differs – ethos comes from Greek and mores from 
Latin – but both refer to “the field of reflection on the customs of men” (La Taille, 
2006, p. 25) or “the customs and practices of the group” (Skinner, 1972, 1976a, b, 
p.107), which justifies the equivalent use of the terms. Skinner (1972, 1976a, b) uses 
this convention and does not distinguish moral from ethics throughout his work. His 
reflections on these concepts appear when he discusses cultural practices that con-
tribute to (or hinder) the evolution of a given culture.

For Skinner (1972, 1976a, b), the evolution of a culture is closely related to the 
adoption of practices that ensure its survival. However, this does not always occur. 
Acting under control of what is immediately reinforcing for oneself or for others 
can generate immediate and, mainly, delayed consequences that conflict with the 
survival of the culture. Examples of products of contingencies of this type are over-
population, environmental pollution, decreasing resources, and the risk of nuclear 
wars (Skinner, 1972, 1976a, b).

Planning for a culture must therefore include establishing contingencies that lead 
individuals to behave in ways that preserve it. One of the ways the group uses for 
this is assuming the role of determining what is “good” or “bad” and “right” or 
“wrong.” When this occurs, one enters the field of ethics (Ferreira, 2018). It is 
through the establishment of contingencies of reinforcement and punishment 
(Skinner, 1953/2000) that a group of people defines and controls ethical behaviors. 
What is determined as ethical, however, varies according to the context and the 
historical moment (Gianfaldoni, 2005).

Just as ethical behaviors are culturally defined, so are ethical guidelines for a 
particular group (Vandenbergue, 2005). In the context of the psychologist’s 
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professional practice, ethical behaviors are delimited and systematized generally in 
documents, codes of ethics, or even laws and resolutions. Their formats will depend 
on the regional and historical contexts in which each group is inserted, and it is 
always essential that the therapist is aware of them, as well as monitor and partici-
pate in their construction, review, and change processes.

In part, how each individual will behave when faced with each ethical recom-
mendation will depend on what was selected in his or her life history (Vandenbergue, 
2005). However, in order to ensure a standard of conduct or to hold the individual 
accountable, coercive contingencies are established to punish behaviors defined as 
unethical.

Noncompliance with the determinations incurs, on an individual level, inspection 
by peers, which generally take the name of ethics committees and, when deemed 
pertinent, penalties to the professional, which may be warnings, fines, public censure, 
suspension, or even revocation of professional practice. The specificity of the docu-
ments as well as the coercive consequences delimited for the different occasions will 
depend on the contexts where the therapist acts, and it is important that the reader 
knows those in force in his/her region. At the collective level, unethical behavior 
negatively interferes with the social recognition of the professional category, which 
ultimately affects its maintenance and harms the individuals who represent it.

A brief analysis of the recommendations contained in documents presented in 
codes of ethics directed to the psychologist indicates a prescriptive ethics, as defined 
by Dittrichi and Abib (2004), which describes how the professional should behave. 
However, many of the prescriptions present responses to be issued that will depend 
on the judgment of the psychologist and their previous analysis in each context. 
Each professional may interpret differently regulations or recommendations that, 
for example, describe principles such as “act in the law of least prejudice” or “share 
strictly necessary information about the client.” In most cases, there will be a need 
for the professional’s discretion as to what would be the least harm or what is strictly 
necessary to be shared about the client, in contexts of multiprofessional teams, judi-
cial order issues, in the care of children and adolescents, etc.

Generic definitions as presented in the different ethical documents reflect, among 
other aspects, the complexity of the theme. Is it possible to describe point-to-point 
an ethical behavior to be issued by the professional before each specific situation? 
Could not information considered strictly necessary in a clinical case to be shared 
with a multiprofessional team be different in a similar case, but in another context 
or with another team?

Skinner proposed a model of ethics defined as relational (Vandenbergue, 2005) 
and plastic, impossible to be delimited by rigid standards (Dittrichi & Abib, 2004). 
This position indicates how necessary is the prior analysis of the psychologist who 
needs to make ethical decisions in the face of each situation in which their behavior 
should be issued.

For Skinner (1953/2000), deciding is a preliminary behavior to the act about 
which one decides. Analyzing (and predicting) the possible effects of a given 
response would increase the probability of achieving maximum reinforcement. 
Based on this, Dittrichi (2010) proposed a model of consequence analysis 
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potentially useful for decision-making on some ethical issue. The following steps 
were considered: (1) categorize the consequences, (2) define the affected persons or 
groups, (3) define the selective effects of the consequences, and (4) define the tem-
poral sequence of the consequences.

This analysis, conducted in each situation involving ethical issues, provides the 
psychologist with elements to assess the different controlling variables present in 
the situation and can contribute to their decision-making process. In this chapter, it 
is intended to present the ethical recommendations present in normative documents 
to the psychologist, delimited in the context of child psychotherapy, and raise ques-
tions for reflection that may contribute to part of the ethical decision-making pro-
cess. The prescriptions were gathered and synthesized into five categories of 
responses, which highlight aspects considered important in the development of the 
work of the child analytic-behavioral therapist and will be presented below.

 Theoretical and Technical Aptitude

According to the Ethical Principles of Psychologists and Code of Conduct (APA, 
2017), it is the psychologist’s responsibility to (a) know the guiding principles of the 
code of conduct and comply with it, (b) adopt methods and techniques that are rec-
ognized and grounded by science, and (c) provide service for demands for which he 
or she has received adequate training, experience, and advice, in order to ensure the 
quality of the work.

Before discussing the proposed recommendations, we reiterate the importance of 
psychologists being aware of what is prescribed by the codes of ethics, policies, and 
laws in force in their work environment and community, consulting them whenever 
necessary, and contacting the councils, associations, and professional support 
groups in their region for specific guidance when in doubt about how to conduct a 
situation. We emphasize that as a scientific community, we guide our work by agree-
ment to the practices outlined in the peer review, and as a professional category 
acting in different societies, it should be noted that claiming ignorance of these 
recommendations and regulations is not enough to abolish responsibility, following 
the principle that to perform the activity is necessary to commit to a community that 
invested in their training so that their actions were possible.

With regard to the provision of quality services by child behavior analysts, it is 
important to highlight some aspects. It is necessary that the behavior analyst has a 
thorough knowledge of the principles and concepts of behavioral science as well as 
the intervention strategies and procedures recommended by it. If the therapist of this 
approach does not know, for example, how to correctly identify the possible func-
tions of a behavior, he probably will not be able to perform an appropriate analysis 
of his client’s behavioral pattern (Iwata & Dozier, 2008). Or, still, if he does not 
know how to predict the possible side effects of an extinction procedure (Skinner, 
1953/2000), he may expose his client to an aversive condition, harmful to the treat-
ment and, mainly, to his life.
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When it comes to child psychotherapy, it also makes sense that the clinician 
should be skilled in proposing activities and strategies related to the child’s uni-
verse, such as knowing how to play, knowing how to talk in language accessible to 
the child, knowing about potentially reinforcing games and activities, and especially 
that he or she likes children. What would it be like if a child started intervention with 
a child therapist and he, for lack of interest or ability, was not a reinforcer? A nega-
tive experience with a professional may not only hinder the intervention but also 
make it difficult for the child to be exposed again to another therapist and, even 
worse, to other professionals, such as doctors or teachers.

Finally, the importance of the psychotherapist knowing himself stands out. For 
Skinner (1974/1976a), self-knowledge is the ability of the individual to describe the 
controlling variables of his behavior. Knowing about oneself, being able to identify 
abilities or difficulties, contributes for the psychotherapist to be inclined to attend 
the demands with which he has more interest, facility, or experience, which would 
increase the probability of a quality intervention. As stated by Banaco, “the psycho-
therapist is also a person who has his history of reinforcement” (1993, p.75), and his 
thoughts and feelings should be taken into consideration.

 Action for the Benefit of Children

According to APA guidelines (2017), the therapist should understand who his client 
is and what relationship to establish with each individual who may be involved with 
his client. The object of intervention of child psychotherapy is the child, and his 
protection and care are a priority – including legally provided – but the responsibil-
ity for him is his parents or legal representatives. The challenge will always be to act 
in benefit of the child, promoting practices that ensure their well-being and develop-
ment, while the therapist should share information and guidelines necessary for 
parents, caregivers, and teachers, among others, to collaborate in this process.

In this context, it is essential to question in whose benefit is the demand brought 
to psychotherapy. Solomon (2013) investigated several examples of parents seeking 
intervention for children who do not meet their expectations, among them, homo-
sexuals or transgender people. What should be done in these cases? How to act 
when the content of the complaint is the product of parental prejudice? Should the 
therapist, in this case, remain neutral or should he or she position himself or herself 
in some way?

Conducting interventions that aim to modify behavioral patterns by mere prefer-
ence may not only diverge from the principles that guide the psychologist’s practice 
but also contradict what is beneficial to the child. Prioritizing the child and its full 
development should be a basic premise to base any conduct of the child therapist.

Besides this issue, we observed in Holland (1978) the discussion about the spe-
cific relationship that a behavioral therapist can live with the people who undergo his 
interventions; many times the ones who define his objectives are not the clients but 
third parties. Analyzing these relationships becomes essential for the ethics of care.
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It seems unreasonable, therefore, to establish a priori impediment relative to the 
attendance of people with whom the therapist already has some bond or to the estab-
lishment of a personal bond in the course of the intervention. However, it is funda-
mental that the therapist identifies (before and during) the effects of an intervention 
with these characteristics. There are situations in which the therapist has a personal 
bond established with the child’s parents before the beginning of the intervention. 
What is the ethical conduct of the clinician in this context, initiate therapy or refer 
the child to another professional?

In practice, the therapist can choose how to act, provided that his conduct is the 
product of previous reflection on the different variables involved in each situation 
and their likely effects. It may be useful, for example, that by knowing the child’s 
parents the therapist has access to variables of the context which he would not have 
if this relationship did not exist and whose lack of knowledge would hinder the 
progress of the intervention. On the other hand, it may be that a previous attachment 
of the child’s parents to the therapist makes it difficult for the child to trust the thera-
pist, for fear that what is open to him will be shared with his parents.

It may also be that the child is under coercive control in his home environment, 
which could imply at least two problems for the therapist. The first would be the 
therapist sharing aversive characteristics (Skinner, 1953/2000), due to establishing 
relationships with figures who adopt coercive practices, and the second would be 
the therapist having to intervene in the contingencies present in the home environ-
ment. Would a personal bond contribute to this intervention or hinder the therapist’s 
management?

When it comes to the therapist-child bond, there are several variables that may 
interfere with the appropriate conduct of the intervention. In adult psychotherapy, 
although it is possible that the client establishes a strong bond with the therapist, in 
general, the adult is able to understand the specificity of this relationship. The thera-
pist is also able to evaluate the possible interference of the bond with the client and 
may make this one of the objectives of his intervention (Kohlenberg & Tsai, 1991).

In child psychotherapy, however, it can be difficult for the child to understand the 
boundaries of the relationship. How can someone who is so nice and whom the 
child likes or trusts so much not be allowed, for example, to attend his home or 
birthday parties? The therapist may decide, on the other hand, to accept an invitation 
from the child for his birthday, but should not do so without first analyzing the situ-
ation. Variables that may be considered in making the decision are as follows: (a) 
Where did the invitation come from – are the parents and the child in agreement 
about the therapist’s presence? (b) Does his presence fulfill part of the objectives of 
therapy (e.g., the child feels valued) or, oppositely, would it go against the interven-
tion proposal, if he is facing a child with difficulties to hear “no”? In cases of this 
nature, the therapist may act in any direction, as long as he conducts a careful evalu-
ation that foresees the probable effects of his conduct, as proposed by Dittrichi 
(2010). Again, the fundamental is that the therapist’s decision is always based on 
what is beneficial to the child’s therapy (and development).

Despite these considerations, although it is impossible for the therapist to be a 
neutral element, since he will establish a reinforcing history with the child, it will 
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probably always be of greater contribution to the intervention to deal with variables 
that are accessible to his observation and evaluation. Experiencing new stories with 
the child in extra-therapeutic contexts may influence the therapist-child bond in 
such a way as to make it difficult to properly assess the variables that control the 
child’s behavior and your own behavior.

Finally, Skinner (1953/2000) stated that psychotherapy aims to “reverse the 
behavioral changes that occur as a result of punishment” (p. 404) and that the thera-
pist should configure himself as a nonpunitive audience. As stated by Vermes et al. 
(2007), the therapist should welcome the client without any criticism or judgment, 
and the selection for strategies involving positive reinforcement should be sovereign 
(Sidman, 1995; Skinner, 1953/2000). As Skinner (1953/2000) defined, in addition 
to the response reinforcement effect, the pleasure effect is also part of positive rein-
forcement contingencies. Thus, creating a context in which the child can have fun is 
an important step for both therapy and therapist to be reinforcing sources.

Exposing the child to potentially aversive situations, such as talking about diffi-
cult subjects, for example, requires careful planning by the therapist about the con-
tingencies to be arranged. If the aversive effect is unavoidable, it is essential that the 
therapist plan additional strategies that potentiate alternative positive effects.

 Share Information

Confidentiality and information sharing are issues of primary relevance in clinical 
practice. To address potential conflicts in situations of information protection or 
exposure, the APA (2017) states as guiding principles: “The primary obligation to 
take reasonable precautions to protect confidential information obtained, through or 
stored in any medium, recognizing that the extent and limits of confidentiality may 
be regulated by law or established by institutional, professional, or scientific relation-
ship rules” (APA, 2017, art. 4.01). However, it is reserved the possibility of exposing 
the information in cases of patient consent, unless prohibited by law, and, when there 
is no consent, it is possible that this occurs in cases that the law requires or allows 
sharing in criteria of relevance. The Code of Conduct in 4.05, item b, lists four pos-
sibilities: (1) to promote necessary professional services; (2) to obtain appropriate 
professional consultation; (3) to protect the client/patient, psychologist, or others 
from harm; or (4) to obtain payment for services from a client/patient, in which case 
disclosure is limited to the minimum necessary to accomplish the purpose.

In child psychotherapy, issues regarding confidentiality tend to be frequent, first, 
because the therapist establishes a direct relationship with the child’s parents, who 
expect frequent feedback from the therapist about aspects of the intervention. In 
general, parents seek therapy for their child because they identify something that 
concerns them and want it to improve. Parents have a right to information about 
their children. However, when starting the intervention in child therapy, the thera-
pist makes a commitment to the child that whatever is talked about in that context 
will be a secret between them.
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In addition, it is not uncommon that the therapist needs to relate to professionals 
from other areas who are part of the multiprofessional team. The exchange of infor-
mation is common practice in these cases. But, what makes sense to share? How 
does one define what is strictly necessary information, following the recommenda-
tion of the Codes of Conduct?

Millenson (1967/1975) defined process as “what happens over time with signifi-
cant aspects of behavior as a procedure is applied” (p. 56). Differentiating the con-
tent of what the child does in therapy, such as what he or she draws in front of an 
instruction, what he or she tells in a fantasy story, and comments he or she makes 
during play, from functions of these behaviors in relation to the chief complaints 
may help the therapist decide what to share with parents. It will probably always be 
more useful to share aspects of the process than to present data about the content of 
the activities performed. When a child verbalizes that “he doesn’t like daddy because 
he is very angry or because he grounded him,” the therapist can talk to the parents, 
for example, about the effect of coercive parenting practices, without necessarily 
describing the content of what the child did or said.

One must agree, however, that in situations in which psychotherapy is carried out 
with children with easily manageable complaints and cooperative parents, deciding 
on the confidentiality of information is usually a relatively simple task. On the other 
hand, there are situations in which the breach of confidentiality is mandatory, as a 
way to preserve the physical and emotional integrity of a child. In general, we 
observe that for decisions of this type, it is chosen to start from the principle of the 
least risk or harm and, especially, to ensure the protection of the child.

Examples of some situations like these are those involving suspected or con-
firmed sexual abuse and/or physical violence, neglect, maltreatment, and parental 
alienation. Although the decision is not always easy, either because the therapist is 
not sure of the facts or because it may involve precisely those people who are 
responsible for taking care of the child’s life, the time variable for decision-making 
is primordial, since in these cases it determines the time of exposure of the child to 
the observed violence.

Acting quickly does not mean acting without caution. It is up to the psychothera-
pist to analyze the situation before choosing to break confidentiality and other mea-
sures. This analysis should include (a) a survey of the maximum possible variables 
that may contribute to the therapist’s evaluation; (b) contact with members of the 
multiprofessional team (if any), in order to probe if there is similar suspicion; (c) 
contact (via telephone or website) with the body or association representing the 
professional class in the region, for guidance; and (d) supervision with an experi-
enced therapist (if the therapist considers it necessary) or dialogue with colleagues 
who have experience with similar cases.

In spite of this, it is fundamental that the therapist knows that the investigative 
function of the cases does not fall to him/her. This function is generally performed 
by other social organs, public, or, if they exist in their realities and communities, by 
the Guardianship Councils and the Child and Youth Courts. The excess of caution, 
proper of the nature of the profession, can put the child at greater risk or even incur 
in punishment to the psychologist.
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In situations in which the child therapist is requested to testify in court, it is 
important that he/she only provide information that is the result of objective proce-
dures of data collection and analysis and that he/she only takes a position in favor of 
one side when he/she has sufficient information to justify his/her conduct. Otherwise, 
it is recommended that he or she be descriptive and neutral, so that the case can be 
investigated and judged by the responsible bodies.

 Documents: Preparation and Care

Some associations and bodies responsible for the profession of psychologist may 
make it mandatory to record the intervention performed, in the form of a medical 
record. The medical record is a common document for health professionals and its 
purpose is to “facilitate patient care” (Farina, 1999, par.1). The information con-
tained in it can be accessed by the patient, whenever requested, since the medical 
record belongs to the patient (Farina, 1999). In child psychotherapy, it does not 
make sense for parents to access all the information of the intervention, so the infor-
mation that can be accessed at any time should be included in the record.

The recommendations of codes of ethics and conduct are usually concerned with 
talking about documentary records. In the publication of the APA (2017), we 
observed that functions are defined for the record that should guide the therapist’s 
practice of recording. The documents produced from the notes and information col-
lection in professional activity should have a scientific character and the purpose of: 
“(1) facilitate the provision of services by them or by other professionals later, (2) 
enable replication of planning and research analysis, (3) meet institutional require-
ments, (4) ensure billing and payment accuracy, and (5) ensure compliance with the 
law (APA, 2017, Art 6.01).” A good example of a medical record or the documen-
tary record should contain a set of information whose purpose is to succinctly 
describe the work, covering the following items: (a) identification data, (b) assess-
ment of the complaint and establishment of work objectives, (c) record of the evolu-
tion of the case and the procedures adopted, and (d) record of referral or closure 
(Conselho Federal de Psicologia, 2005). It should also contain the copy of addi-
tional documents that were written by the psychologist throughout the intervention.

The fundamental thing is that the therapist records the evolution of the case in a 
medical record or documentary record. The update of the record is decided by each 
therapist, depending on the criteria they use to define objectives and to evaluate the 
evolution of the case.

On this topic, it is worth mentioning the seminal study by Baer et al. (1968), 
which offered fundamental dimensions for applied research in behavior analysis 
and that could guide any intervention in this approach. Among the proposed guide-
lines are the selection and description of procedures based on science, the recording 
of the measures used, and the constant evaluation of the effects of the intervention 
on the individual’s behavior. Child behavior-analytic therapists should consider 
these recommendations in the daily exercise of their work.
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With regard to other documents that may be requested by the child’s legal guard-
ians or by judicial requests, it is necessary for the psychologist to follow the struc-
tures defined by the bodies that regulate the profession in their region. In general, 
the bodies define the types of documents and how the structure of the document 
should be in different cases. If, by chance, this does not occur in the reality of the 
therapist’s profession, it is recommended that the therapist contact these bodies or 
associations, formally requesting guidance. Some examples of different documents 
are (a) statement, (b) attestation, (c) report, and (d) opinion (Conselho  Federal 
de Psicologia, 2011). Each of these documents serves a specific purpose and should 
be written in clear and precise language, including only the information that is 
essential to fulfill the purpose of the requested document.

It is also reiterated that the documents produced by a psychologist must meet the 
scientific parameters of the area. To this end, it is strongly recommended that the 
therapist collect data in the most diverse situations and be parsimonious. Describing 
what was observed is different from inferring data from mere observation. Even if 
the therapist establishes working hypotheses, it only makes sense for him/her to 
describe them as a conclusion if he/she has obtained the data from experimentation, 
as described by Iwata and Dozier (2008). Otherwise, the therapist should record his 
observations and present possible hypotheses (when based on hard data) without 
subjective judgments.

The professional should also take care that the documents are stored in an appro-
priate place, preserving the confidentiality of the information. The information can 
be registered on paper or in computerized media, but it is essential that the access to 
it is protected. The documents must be available for inspection by the professional 
regulatory bodies, when requested. Finally, it is recommended, and for some regula-
tory bodies of the profession, mandatory, that the psychologist be responsible for 
the final destination of the confidential files, in order to ensure the privacy and iden-
tification data of his or her client (example: Conselho Federal de Psicologia, 2011).

 Relating to Other Professionals

In most cases the child therapist will relate to other professionals, psychologists, or 
from other professions throughout the interventions. Therefore, the assumptions of 
multiprofessional teamwork are relevant repertoires of support and guidance to 
therapists’ conduct. It should be emphasized that teams should ensure constant 
communication and organize their activities based on scientific methodology. In 
addition, it is part of the work to contact a previous professional, if there is one and 
if it is possible, either by request of those responsible for the child or by decision of 
the psychologist himself; in the latter, those responsible for the child must agree. 
The collection of information about the case, including what was the complaint that 
led the child to the previous clinician, what was the methodology of his work, what 
effects he observed during treatment, and what was his general view about the case, 
can contribute to the current therapist’s analysis and planning for the intervention.
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In the context of child care by multiprofessional team, communication with pro-
fessionals should be constant, respecting the limits of confidentiality of the inter-
vention. As already presented, one should share only the information that is relevant 
to the general understanding of the case, without providing details that unnecessar-
ily expose the child or communicating aspects of the therapist-client relationship 
that will not lead to any benefit for the progress of the intervention.

Finally, the recognition of the specificity of their work and the scope of their 
intervention is necessary so that psychotherapists do not assume responsibilities for 
which they are not qualified, and, if they observe that they are facing a demand for 
which their specific knowledge is not adequate, they should take responsibility for 
referring it to the appropriate professionals. In cases of children with difficulties in 
different areas, it is important that the therapist evaluate which professional can best 
meet the demand and make the referral.

 Conclusion

This chapter aimed to present some ethical issues pertinent to the context of child 
psychotherapy. The main recommendations from normative documents were syn-
thesized in the following categories: (a) being theoretically and technically able; (b) 
acting for the benefit of the child; (c) sharing information; (d) drafting, keeping, and 
forwarding documents; and (e) relating with other professionals. An attempt was 
made to define these actions of the therapist, considering the way they relate to the 
daily life of the child psychotherapist.

The aspects raised demonstrate the importance of the psychologist being aware 
of which behaviors are defined as ethical within their category and professional 
regulatory body and demonstrate, above all, the need for an analysis of the multiple 
variables involved in each ethical decision-making situation. As Vandenbergue 
(2005) highlighted, analyzing contexts “imposes a relational ethic on the therapist, 
in which the clinician has responsibility not only for the client, but also for the con-
texts in which their actions and the effects of their actions have relevance” (p. 64).

In the face of ethical conflicts, the professional will benefit from guidance from 
councils, associations, and other bodies that come to regulate the profession in their 
context and region, from contact with other colleagues who have experience with 
similar situations, and with members of the multiprofessional team (if any). 
Monitoring news on related themes contributes to the improvement of the clini-
cian’s repertoire. Newspapers, bulletins, and communications from professional 
support and regulatory bodies, as well as the websites of these institutions, generally 
contain constant and updated information on ethical issues in the daily life of the 
professional. A varied repertoire on the part of the therapist develops in the exposure 
to different contingencies and contributes to their conduct being.

The survey of issues that may contribute to therapist decision-making suggests 
that Skinner’s proposals for psychotherapy (1953/2000) and for situations involving 
the teaching of skills (1968/1972) may assist child therapists in acting ethically in 
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the different circumstances of their daily professional life. Examples of these pro-
posals are (a) the indication of the use of massive positive reinforcement in detri-
ment to aversive control as the basis of intervention strategies, (b) the suggestion for 
the therapist to evaluate the effects of the client’s behavior in the context in which 
he/she is inserted, (c) the recommendation for the therapist to establish himself/
herself as a nonpunitive audience, (d) the notion of multidetermination of behavior 
and the need for the identification of the several variables that control behavior, (e) 
the indication of performance recording, and (f) the constant measurement of the 
intervention effects, to name a few.

Knowing the guiding principles of behavioral science and basing application 
strategies on them will increase the likelihood that the child therapist will adopt 
ethical conduct. And finally, as stated by Dittrichi and Abib (2004) “if behavior 
analysis is supported by a philosophy – radical behaviorism – which includes an 
ethical system, it is expected that analysts seek in this system the guidelines for their 
interventions” (p. 432).
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