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CHAPTER 8 
 

RECOVERY AND RELAPSE  IN MULTIPROBLEM 

FAMILIES  FOLLOWING COMMUNITY-BASED  

MULTIDISCIPLINARY TREATMENT  

 

Sheena Leeson, Alan Carr, Michael Fitzgerald & Sami 

Moukaddem 
 
 

INTRODUCTION 
 
There is a  substantial literature on the effectiveness of psychological treatments 

for children's problems (Campbell & Patterson, 1995; Estrada &  Pinsof, 1995; 

Kazdin, 1988; Kazdin, 1994; Shadish,  Montgomery, Wilson, Wilson,  Bright & 

Okwumabua, 1993; Target & Fonagy, 1996; Weisz & Weiss, 1993).  The 

majority of studies have examined the effectiveness of a specific unimodal 

treatment, offered by unidisciplinary treatment teams, to analogue populations 

with focal problems.  Such treatment has typically been conducted in university 

treatment centres using a group therapy format informed by a cognitive 

behavioural model that minimizes parental involvement.   Unfortunately making 

valid generalizations about the effectiveness of psychological interventions with 

children in routine community-based clinics on the basis of this literature is 

problematic. This is because within such community settings clinical 

psychologists are usually required to offer  therapy within the context of a 

multimodal package, as a member of a multidisciplinary team, to referred cases, 

with complex problems.  Typically such therapy is eclectic and entails parental 

involvement (Kazdin, Siegel & Bass, 1990).  Only a handful of comparative 

studies have examined the effectiveness of routine outpatient multidisciplinary 
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community-based treatment programmes in helping multiproblem families 

referred for children's psychological problems  (Weisz & Weiss, 1993). It is to 

this question that the present study is addressed.  

 The results of analogue studies conducted in university-based treatment 

settings are predominantly positive and reported effect sizes from meta-analyses 

range from .6 to .7,  indicating that the average treated case is better off following 

treatment than between 73 and 76% of untreated cases  (Target & Fonagy, 1996).  

Results from community-based studies with complex cases referred for treatment 

are less positive  (Weisz & Weiss, 1993). Before reviewing the results of these 

studies, their  methodological shortcomings deserve consideration. 

 Ethical constraints compromise the methodological rigour with which 

community-based treatment outcome studies may be conducted. A central 

difficulty is randomly assigning cases to treatment and control groups, since 

withholding treatment from children and families facing serious psychological 

difficulties and who wish to engage in treatment may be construed as unethical. 

A variety of strategies have been used to deal with this problem and control 

groups have been formed from non-referred matched cases; matched cases who 

drop-out of treatment early; or waiting list control cases. The validity of 

conclusions drawn from studies in which matched non-referred controls have 

been used is compromised by the fact that members of the control group may 

have very different expectations than those of the treatment group. They may 

either view their problems as trivial and therefore not requiring treatment or they 

may view them as very serious and be demoralized by the unavailability of 

treatment. The validity of conclusions from studies employing a drop-out control 

group may be compromised also by a difference in expectations of treatment and 

control groups. Controls may either view their limited contact as sufficient to 

resolve their problems and make a flight into health, or they may have become 

disenchanted with treatment and deteriorate. In studies employing waiting list 

controls, groups probably have similar expectations with respect to treatment.  

However, there is the risk that they may receive a substantial amount of crisis 
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intervention while on the waiting list and so not represent an untreated group.  

With these methodological concerns in mind, let us turn to a review of 

community clinic-based treatment outcome studies.  

 Shepard, Oppenheim and Mitchell  (1966) compared the outcome for 50 

children referred for treatment to a clinic in Buckinghamshire in the UK with a 

non-referred control group of 50 children matched for age, gender and problem 

type and severity. Two years after pre-treatment assessment, blind judges using 

structured parent interviews found that 63% of treatment cases and 61% of 

control cases were improved.  The main problem with this study was the fact that 

pretreatment assessments revealed that parents in the control group were less 

distressed by their children's psychological problems than those in the treatment 

group and had expectations that their children's problems were transient. These 

differences in expectations may have accounted for the positive outcome of the 

control group. 

  Levitt, Beiser and  Robertson (1959) conducted a study of predominantly 

parent or parent-child-based treatment of preadolescent conduct disordered boys 

at the Institute for Juvenile Research in the USA. They compared the outcome of 

237 treated cases who received an average of 18 hours of therapy with that of 93 

drop-out controls. At five year follow-up, no differences were found between 

treated cases and controls on 26 outcome variables which included child self-

report instruments, parent report instruments and therapist ratings.  

 Ashcraft (1971) studied two groups of predominantly preadolescent 

emotionally disturbed boys with significant learning problems. At five year 

follow-up there were no differences between the 40 treated cases and 43 drop-out 

controls on standardised achievement tests. While the scores of the control group 

remained consistently low at each annual re-assessment during the five year 

follow-up period, those of the  treatment group showed a pattern of improvement 

for the first two years following therapy and a decline thereafter.   

 In a more recent study, Weisz and Weiss (1989) recruited participants 

from nine US outpatient mental health clinics. They were predominantly  
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preadolescent boys who received an average of 12 sessions of therapy.  The 

status of 93  treated cases was compared with that of 60 drop-out controls six 

months and one year following treatment. At both follow-up points no intergroup 

differences were found on the Child Behaviour Checklist (Achenbach, 1991), the 

Teacher Report Form (Achenbach, 1991), or ratings of improvement on three 

case-specific target problems.  

 DeFries, Jenkins and Williams (1964) in a study at Westchester County 

New York, randomly assigned members of 27 matched pairs of 6-15 year old 

children in fostercare to treatment or control groups. Treated cases received three 

years of regular child-focused therapy coupled with foster parent support 

services, while untreated cases received routine monitoring. Following treatment, 

the groups did not differ on ratings of clinical improvement made by blind judges 

and the treated group showed a marginally greater rate of institutionalization, an 

outcome the treatment programme was designed to prevent.   

  In contrast to the negative results of the five studies just reviewed 

Lehrman, Sirluck,  Black and Glick (1949) found that treated cases fared better 

following therapy than drop-out controls. They compared the outcome of 196 

psychoanalytically treated cases with 110 drop-out controls at the New York-

based Jewish Board of Guardians Child Guidance Clinics. Cases were 

predominantly preadolescent boys referred for treatment of conduct or neurotic 

problems and the majority of treated cases received 30 sessions of therapy. One 

year after the cases were closed 51% of treated cases and 32% of controls were 

classified by a panel of judges on the basis of case notes to have made clinically 

significant improvement. A problem with the study, over and above the inherent 

difficulties of using drop-outs as control, was that there was a preponderance of 

conduct disordered  cases in the control group, and more neurotic cases  in the 

treatment group. Because the former have a poorer prognosis than the latter, the 

differences in proportions of cases in each diagnostic group may have accounted 

for the apparent success of treatment.  
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 This brief review suggests that, unlike laboratory-based treatment offered 

to solicited cases with focal problems, treatment  offered  in community-based 

clinics is probably not effective in treating the complex conduct and emotional 

problems of referred cases. However,  this conclusion rests on the results of a set 

of methodologically imperfect studies. Of the six studies reviewed, only one 

included waiting list controls. The remainder used non-referred or drop-out 

controls. The generalizability of the results of the five older studies (conducted 

between 1949 and 1971) to  the  treatment  of children in the 1990s is also 

questionable.   

 The aim of this study  was to evaluate the impact of routine outpatient 

treatment offered by  a multidisciplinary child and family mental health services 

team in the 1990s on the adjustment of a group of multi problem families using a 

waiting list control design.   

 

 
METHOD 

 
Participants 

 

Participants in this study were 94 consecutive routine referrals to a community-

based Child and Family Psychiatry Centre in a west Dublin suburb (the 

Ballyfermot Child and Family Clinic) and a Child and Family Psychiatry Centre 

attached to a large hospital in central Dublin (St James's Hospital).  

 
Table 8.1. Demographic characteristics 
 

 
Variable 

 

 
 

 
Treatment 

Group 
(N=47) 

 

 
Control 
Group 
(N=47) 

 

 
Child's gender Male 36% 23% 
 Female 

 
64% 77% 

Child's age Mean 9.7 years 10.0 years 
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 Range 

 
4-15 years 5-15 years 

Mother's age Mean 37.8 years 35.4 years 
 Range 

 
25-49 years 23-52 years 

Father's age Mean 39.2 years 36.6 years 
 Range 

 
28-50 years 26-55 years 

Child lives with  Two parents 60% 57% 
 One parent 23% 26 % 
 Mother and others 

 
17% 17% 

Weekly household income Mean £197 £174 
 Range £85-£400 £80-£371 

 
Father's occupational status Employed part or full time 64% 62% 
    
Mother's occupational 
status 

Employed part or full time 34% 32% 

    
 
 

The first 47 of these referrals were assigned to the treatment group and the 

remaining 47 were assigned to a waiting list control group. From Table 8.1 it may 

be seen that the two groups were demographically similar. With respect to the 

referred children, there were approximately twice as many boys as girls, with an 

average age of about 10 years. Parents in these families were in their mid- to late- 

30s and over in a third of families, the parents were separated. Approximately 

two thirds of fathers and one third of the mothers were employed outside the 

home. The average weekly income in these families was low and all families 

were from SES category 6 (O'Hare, Whelan & Cummins, 1991). All families had 

three or more clinically significant problems and so are classifiable as 

multiproblem families.  

 
Instruments 
 

The Child Behaviour Checklist (CBCL, Achenbach, 1991) and the 28 item 

version of the General Health Questionnaire (GHQ-28, Goldberg & Williams, 

1988) were the principal instruments used to assess symptomatic change for 

children and mothers respectively.  
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The Child Behaviour Checklist (CBCL).  This is a 113 item inventory 

completed by parents (Achenbach, 1991). Items describe problem behaviours that 

children in the 4-16 year age bracket may exhibit. A three point response format 

is used for each item. For this study, T-scores for the total problem behaviour 

scale, the internalizing and externalizing behaviour problem scales and eight 

subscales were derived from parental responses to the checklist and included in 

statistical analyses. The subscales were: withdrawn; somatic complaints; 

anxious/depressed; social problems; thought problems; attention problems; 

delinquent behaviour; and aggressive behaviour. Cases obtaining T-scores above 

63 on the total problem scale of the CBCL qualify for a DSM diagnosis in about 

79% of cases usually of either an emotional disorder or a conduct disorder 

(Kasius, Ferdinand, van den Berg & Verhulst, 1997). This cut-off point of 63 was 

used in the present study to analyse frequencies of cases showing clinically 

significant change. 

  

General Health Questionnaire (GHQ-28). For both mothers and fathers, 

psychological adjustment  was evaluated using the 28 item version of the GHQ 

which yields an overall score and subscale scores for somatic symptoms, anxiety, 

social dysfunction and depression (Goldberg & Williams, 1988). For each item,  

four-point response formats were used and the 0,0,1,1 scoring method was 

employed to obtain total and subscale scores. Cases receiving scores of 5 or more 

following psychiatric interview typically receive a psychiatric diagnosis and this 

cut-off point was used in the present study to analyse frequencies of cases 

showing clinically significant change (Goldberg & Williams, 1988).  

  

Consumer Response Questionnaire (CRQ). This 26 item questionnaire 

contained items that inquired about parents' views on the service they received 

while attending the clinics (Nicol, Stretch & Fundudis, 1993).  

 
Procedure  
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Participants in both treatment and control groups were assessed at the outset of 

the study (Time 1) and three months later (Time 2). In addition the treatment 

group was assessed nine months after the beginning of the study (Time 3). All 

assessments were conducted in participants' homes and in all cases the mother 

was the principal informant. Members of the treatment group received routine 

non-manualized outpatient treatment from multidisciplinary child and family 

psychiatry teams. Members of these teams came from the following disciplines: 

psychiatry, clinical psychology, social work, child care and community 

psychiatric nursing. Input to cases ranged from a single session to 20 sessions 

over three months, with the average input being 7 sessions. Assessment and 

treatment programmes were individually tailored to meet the needs of each case. 

All programmes included preliminary assessment interviews with parents and 

children. Treatment programmes included support and advice on behavioural 

child management for parents and individual supportive work with children. 

Where appropriate, speech therapy was provided. Cases were approximately 

equally divided between those that completed treatment and those that dropped 

out.  

 
 

RESULTS 
 

Complete data on all cases were obtained at Time 1. At Time 2 one case was lost 

from the treatment group and one from the control group. At Time 3, we were 

unable to trace 16 cases in the treatment group. These 16 cases did not differ 

from the remain 31 on demographic or clinical variables.   

 In presenting the results, changes in group mean scores on the CBCL and 

the GHQ-28 will first be addressed.  Analyses of frequencies of cases showing 

clinically significant change will then be outlined. Finally, consumer response 

data will be considered.  
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Analysis of changes in group means 
 

For the 11 CBCL scales and the 5 GHQ-28 scales a series of analyses was 

conducted to examine statistically significant change in group means.  To 

examine statistically significant change from Time 1 to Time 2 for both groups, 

each dependent variable was analysed using a 2X2, one-between one-within 

mixed model ANOVA.  To examine statistically significant change from Time 1, 

to Time 2, to Time 3 within the treatment group, each dependent variable was 

analysed using a repeated measures ANOVA.  Where main effects or interactions 

were found, Bonferroni t-tests were used to examine differences between pairs of 

means. 

 It was expected that in all mixed model ANOVAs a statistically 

significant Group X Time interaction would occur and that comparison of pairs 

of means would show a significant reduction in symptoms from Time 1 to Time 2 

for the treatment group only. It was also expected that in all repeated measures 

ANOVAs a significant Time effect would occur and that comparison of pairs of 

means would show a significant reduction in symptoms from Time 1 to Time 2 

but not significant change from Time 2 to Time 3. In presenting the results, the 

main focus in the text will be on these  sets of effects although all effects are 

presented in the Tables 8.2 and 8.3.   

 Because control group means differed from those of the treatment  group 

for a number of variables at Time 1, a set of alternative analyses was conducted 

in which the significance of differences between the two groups at Time 2 was  

tested with ANCOVAs using  Time 1 scores as covariates.  Results of 

ANCOVAs  for the 11 CBCL scales and the 5 GHQ-28 scales were similar to the 

results of the ANOVAs and are not reported in this paper.  

  

Child Behaviour Checklist. Means, standard deviations and results of the 

ANOVAs for the 11 child behaviour scales are presented in Table 8.2. For the 
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mixed model ANOVAs significant Group X Time effects were observed as 

expected for the total, internalising and externalising scales and four subscales 

(withdrawn, thought problems, attention problems and delinquent behaviour) of 

the CBCL.  In each instance, means at Time 2 were significantly lower than those 

at Time 1 for the treatment group but not the control group.  For the CBCL total 

score, the effect size, based on means for the treatment and control group at Time 

2 and correcting for differences in group means at Time 1 was .79. This indicates 

that the average treated case was functioning better than 78% of untreated cases 

at Time 2.  

 For the repeated measures ANOVAs, significant Time effects were 

observed as expected for all 11 CBCL scales.  However contrary to expectation 

in all instances scores at Time 3 were significantly higher than at Time 2 and in 

four instances (total problem score, externalizing , delinquent behaviour and 

aggressive behaviour scales) scores at Time 3 were greater than those at Time 1. 

  

General Health Questionnaire-28. Means, standard deviations and results of the 

ANOVAs for the 5 GHQ-28 scales are presented in Table 8.3. For the mixed 

model ANOVAs, significant Group X Time effects were observed as expected 

for the GHQ-28 total scale and the somatic symptoms subscale. For the GHQ-28 

total score, the effect size, based on means for the treatment and control group at 

Time 2 and correcting for differences in group means at Time 1 was .34. This 

indicates that the average treated case was functioning better than 64% of 

untreated cases at Time 2.  

 For the total scale and three of the four subscales (somatic symptoms, 

anxiety and insomnia, and social dysfunction), means at Time 2 were 

significantly smaller than those at Time 1 for the treatment group but not the 

control group.  Mean scores on the severe depression subscale were not 

significantly lower at Time 2, compared with Time 1,  for either the treatment 

group or the control group.   
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 For the repeated measures ANOVA significant Time effects were 

observed as expected for the total scale and two subscales (somatic symptoms 

and anxiety and insomnia).  However contrary to expectations in all instances 

scores at Time 3 were greater than at Time 2 and in one instance, for the severe 

depression subscale,  scores at Time 3 were significantly greater than those at 

Time 1. 
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Conclusion concerning changes in group means.  Graphs of mean scores for 

children on the total problem score of the CBCL and for mothers on the total 

score of the GHQ-28 are presented in Figure 6.1. These two graphs illustrate the 

principal conclusion that may be drawn from the statistical analyses reported in 

this section. That is, the treatment group showed a significant recovery from 

Time 1 to Time 2 and a significant relapse from Time 2 to Time 3. In contrast, 

the comparison group showed no significant change from Time 1 to Time 2.  
 

Figure 8.1. Child Behaviour Checklist and General Health Questionnaire mean total scores 

 
 
 
Analysis of clinically significant change 
 

Cases were classified as improved, deteriorated or showing no change with 

reference to clinical cut-off scores of 63 for the total problem scale of the CBCL 

and 5 for the GHQ-28 total scale. Cases classified as improved, were those whose 

scores changed from above to below  the clinical cut-off  from one assessment 

time to the next.  Deterioration from one assessment occasion to another was 

deemed to have occurred where scores moved from the non-clinical to the 
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clinical range with respect to the cut-off score. Cases were classified as showing 

no change where their status with respect to the clinical cut-off score did not 

change from one assessment time to the next.    

 A set of analyses was conducted to examine frequencies of cases showing 

clinically significant improvement or deterioration in the treatment and control 

groups. The number of cases showing clinically significant change from Time 1 

to Time 2 was determined for both groups.  For the treatment group, the numbers 

of cases showing clinically significant change from Time 2 to Time 3, and from 

Time 1 to Time 3 were also identified.   

 Chi square tests were used to examine differences between the treatment 

and control groups in the distribution of cases which had improved, showed no 

change, or deteriorated from Time 1 to Time 2.  For the treatment group, Chi 

square tests were conducted to investigate changes in the frequencies of cases 

which had improved, demonstrated no change, or deteriorated from Time 2 to 

Time 3, and from Time 1 to Time 3. In these latter two analyses,  the expected 

distribution of cases in each clinical change category was that observed for Time 

1 to Time 2.  Where significant Chi Square values were found, the standardised 

residual (Hinkle, Wiersma & Jurs, 1994) was computed for each category to 

determine which of the categories were major contributors to the statistical 

significance. 

 An alternative set of analyses, in which the Reliable Change Index (RCI, 

Jacobson, Follette & Revenstorf,1984; Hageman, &  Arrindell, 1993) was used to 

examine rates of clinically significant change, was also conducted.  Rates of 

change, based on the RCI are more conservative than those based on status with 

respect to clinical cut-off scores. It was therefore not surprising that the results of 

these analyses were in the same direction, but less statistically significant than the 

analyses based on cut-off scores. Only the results of the analyses based on cut-off 

scores are reported below.   

  
Table 8.4. Rates of clinically significant change for children on the CBCL 
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Symptomatic 

status 
 

    

 
Group 

 
Time  
period 

 
Deteriorated 

 
No Change 

 
Improved 

 
Comparison 

 
χ2 

 
P 
 

        
Control T1 - T2  02.2% 

(01) 
84.8%  
(39) 

13.0%  
(06) 

   

        
Treatmen
t 

T1 - T2  00.0% 
(00)* 

59.1%  
(26) 

40.9% 
(18)** 

TG. T1-T2 vs 
CG. T1-T2 

9.56 .01 

        
Treatmen
t 

T2 - T3 45.2%  
(14)** 

54.8%  
(17) 

00.0%  
(00)* 

TG. T2-T3 vs 
TG. T1-T2 

32.61 .01 

        
Treatmen
t 

T1 - T3 06.5% 
(02) 

90.3%  
(28) 

03.2% 
 (01)* 

TG.T1-T3 vs 
TG.TI-T2 

15.50 .01 

        
Notes: A cut-off point of 63 for the CBCL total was used. For all analyses 2X3 chi square tests with df=2 were 
calculated.  A significance level of .01 was assumed. Major contributors to the significant chi square value (as 
determined by standardised residuals) are indicated by:  ** = More cases improved / deteriorated than 
expected,* = Less cases improved / deteriorated than expected. Due to rounding cells may not sum to 100%. 
 
Child Behaviour Checklist. Frequencies of cases classified with respect to the 

clinical cut-off score of the CBCL total scale, as improved, deteriorated or 

showing no change from one assessment period to another are presented in Table 

8.4 along with the results of chi square analyses.    

 Compared with the control group, significantly more cases in the 

treatment group improved from Time 1 to Time 2. Only 13% of cases in the 

control group improved over this three month period, whereas 40.9% of cases in 

the treatment group improved.  

 In the treatment group, significantly more cases deteriorated from Time 2 

to Time 3 compared with the number that deteriorated from Time 1 to Time 2. 

While no cases deteriorated from  Time 1 to Time 2, 45.2% of cases deteriorated 

from Time 2 to Time 3. Significantly fewer cases improved from Time 2 to Time 

3 compared with the number that improved from Time 1 to Time 2. While 40.9% 

of cases improved from  Time 1 to Time 2, not a single case improved from Time 

2  to Time 3.  

 In the treatment group, significantly fewer cases improved from Time 1 to 

Time 3 compared with the number that improved from Time 1 to Time 2. While 
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40.9% of cases improved from  Time 1 to Time 2, only 3.2% of cases improved 

from Time 1  to Time 3.  

  
Table 8.5. Rates of clinically significant change for mothers on the GHQ-28 
 

    
Symptomatic 

status 
 

    

 
Group 

 
Time  
period 

 
Deteriorated 

 
No Change 

 
Improved 

 
Comparison 

 
χ2 P 

 
 

        
Control T1 - T2 04.4%  

(02) 
71.7%  
(33) 

23.9%  
(11) 

   

        
Treatmen
t 

T1 - T2 04.4%  
(02) 

60.0%  
(27) 

35.6%  
(16) 

TG. T1-T2 vs 
CG. T1-T2 

__ NS 

        
Treatmen
t 

T2 - T3 32.3%  
(10)** 

64.5%  
(20) 

03.2%  
(01)* 

TG. T2-T3 vs 
TG. T1-T2 

17.36 .01 

        
Treatmen
t 

T1 - T3 12.9%  
(04) 

67.7%  
(21) 

19.4%  
(06) 

TG.T1-T3 vs 
TG.TI-T2 

__ NS 

        
Notes: A cut-off point of 5 for the GHQ-28 total was used. For all analyses 2X3 chi square tests with df=2 were 
calculated. A significance level of .01 was assumed. Major contributors to the significant chi square value (as 
determined by standardised residuals) are indicated by: ** = More cases improved / deteriorated than 
expected,* = Less cases improved / deteriorated than expected. Due to rounding cells may not sum to 100%. 
 

General Health Questionnaire-28. Frequencies of cases classified with respect 

to the clinical cut-off score of the GHQ-28 total scale, as improved, deteriorated 

or showing no change from one assessment period to another are presented in 

Table 8.5 along with the results of statistically significant chi square analyses.   

 From Time 1 to Time 2, differences in rates of improvement for the 

treatment and control group did not differ significantly. 35.6% of mothers in the 

treatment group and 23.9% of mothers in the control group improved from Time 

1 to Time 2.  

 In the treatment group, significantly more cases deteriorated from Time 2 

to Time 3 compared with the number that deteriorated from Time 1 to Time 2. 

While only 4.4% of cases deteriorated from Time 1 to Time 2, 32.3% of cases 

deteriorated from Time 2 to Time 3. Significantly fewer cases improved from 
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Time 2  to Time 3 compared with the number that improved from Time 1 to Time 

2. While 35.6% of cases improved from  Time 1 to Time 2, only 3.2% of cases 

improved from Time 2  to Time 3.  

 In the treatment group,  differences in rates of improvement from Time 1 

to Time 2 and Time 1 to Time 3 did not differ significantly.   
  
Conclusions concerning clinically significant change. In round numbers, from 

Time 1 to Time 2, 41% of treated children showed clinically significant 

improvement (a significantly greater number than in the control group) and from 

Time 2 to Time 3, 45% of treated cases relapsed. From Time 1 to Time 2, 36% of 

mothers in the treatment group showed clinically significant improvement (but 

this was no different than the rate of improvement in the control group) and from 

Time 2 to Time 3, 32% of mothers relapsed. 

 
Consumer Response Questionnaire.  
 

Percentages of mothers who endorsed items on the consumer response 

questionnaire at Time 2 are presented in Table 8.6. More than two thirds of cases 

reported finding it easy to talk to multidisciplinary team members, found the 

conversations helpful, and found it useful to see that others had similar problems. 

Between a half and two thirds of respondents found that treatment helped them to 

cope better with their children; cope better with  their children's sleeping, eating 

and behaviour problems; and understand themselves, their reactions and their  



180 Clinical Psychology in Ireland 
 
 
 
Table 8.6. Consumer Response Questionnaire results for the treatment group at Time 2 
 

 
Variable 
 

 
% 

  
  1. It was very easy to talk to the worker. 87 
  2. It helped to have someone to talk to. 76 
  3. I found it helpful on the whole. 75 
  4. The meetings were useful to me in seeing that other people may have similar difficulties to me. 67 
  5. It helped me think out ways of coping with my child. 62 
  6. It helped me to understand my child more. 60 
  7. It helped me understand myself more than before. 59 
  8. It helped me to think of ways to cope with behaviour difficulties in my child. 57 
  9. It helped me to understand my own reactions to things better. 52 
10. It helped me to think of ways to cope with my child’s sleep or eating problem. 50 
11. It helped me to understand things about the whole family. 47 
12. I would have liked more advice. 42 
13. I would like to have been told more about handling my children. 41 
14. It helped me to understand my child better. 39 
15. The meetings were useful to us as a family group. 36 
16. The visits would have been more useful if they had been more frequent. 32 
17. I worried over what had been discussed. 24 
18. There were not enough visits to be really useful. 23 
19. It was just talk and not really useful. 23 
20. I sometimes felt upset after the discussions. 20 
21. Other family members should have had a chance to join in the discussions. 20 
22. It was difficult to see the point of some of the things brought up. 19 
23. Too many questions were asked. 18 
24. Discussions like that are just a waste of time. 13 
25. I found the visits inconvenient. 10 
26. Fewer visits would have been better.   5 
  

Note: N=47. Percentages sum to more than 100 because all respondents could endorse all items.  
 
 

children better. Between a quarter an a half of mothers believed that the family 

meetings were useful and helped them understand their child and  family better. 

However, between a quarter and a half of cases also would have liked more 

frequent meetings in which more advice was given, particularly advice on child 

management. Less than a quarter of cases worried about issues discussed in 

treatment; felt upset after sessions; felt that too many questions were asked; 

believed that other family members should have been included; or believed the 

sessions were of little use because they were just talk or were apparently 
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irrelevant to solving the problem. Less than a tenth of mothers reported that too 

many sessions were offered or that the sessions were inconvenient.  

  

Conclusion from the consumer response questionnaire. Predominantly 

positive comments were made by the majority of mothers about the service, and 

predominantly negative comments were made by under a quarter of respondents.  

 

 
DISCUSSION 

 

The expectation that treatment would lead to significant improvement in mothers' 

and children's symptoms was borne out by the present study. The expectation that 

gains made over the course of treatment would be sustained at 9 month follow-up 

was not met. Mean levels of symptoms for mothers and children at follow-up 

were not significantly lower than at intake and the majority of cases that 

improved from Time 1 to Time 2 had relapsed by Time 3. However, at Time 2 

the majority of mothers viewed the service in a positive light and only a minority 

made predominantly negative comments about it.  

 Considerable confidence may be place in these results for a number of 

reasons. First, cases were assigned to the treatment and control groups in a way 

that did not introduce  bias in terms of clients' motivation to benefit from therapy. 

That is,  participants were two cohorts of consecutive referral. These two cohorts 

were demographically similar. Also, because the treatment group scored lower 

than the control group on both the CBCL and GHQ at T1, if anything this 

situation would have introduced a bias in favour of the treatment group showing 

a more positive response to treatment. Second, the two cohorts were 

representative of typical referrals to the centres involved in the study both 

because they contained consecutive referrals and because they were relatively 

large (n=47).  Third, well validated, reliable instruments were used to assess 

children's and parents' symptomatology. Fourth, independent researchers (SL and 
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SM) gathered the data and these researchers were not part of the treatment team 

staff. Fifth, the quality of treatment in both settings was of the highest standard.  

Members of the teams at Ballyfermot Child and Family Centre and St James's 

Hospital were all experienced clinicians committed to the highest standards of 

multidisciplinary care. Treatment, in this study, was not offered by novice 

clinicians, as is often the case in studies of treatment effectiveness. A sixth reason 

for having confidence in the results is the duration of the follow-up period. The 

final round of data collection occurred 9 months following the baseline 

assessment period. Thus the pattern of changes in symptomatology probably 

reflected enduring changes rather than short term fluctuations.  

 The pattern of recovery and relapse observed in this study requires 

explanation. Our hypothesis is that the services provided led not only to 

improvements in parenting skills, parent-child co-operation, and mood regulation 

for parents and children, but also provided ongoing social support and a  social 

context within which these gains could be maintained. However, when treatment 

ended, this social support was withdrawn. This in turn probably led to the 

recurrence of mood regulation problems for parents and children. These 

difficulties in turn probably eroded patterns of parent-child co-operation and 

parenting skills which had developed during treatment.   

 The results of the study reported in this paper are consistent with the 

results of five of the six  community-based treatment outcome studies reviewed 

in the introduction section of this paper (Ashcraft, 1971; DeFries, Jenkins & 

Williams, 1964; Levitt, Beiser & Robertson, 1959; Shepard, Oppenheim &  

Mitchell, 1966; Weisz & Weiss, 1989), but are inconsistent with the voluminous 

literature describing university-based treatment studies with analogue populations 

(Weisz & Weiss, 1993).  

 At a methodological level, this study underlines the importance of 

conducting community-based treatment outcome studies on service using 

populations rather than university-based studies with analogue populations such 

as clients solicited through press advertisements. At a service development level, 
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the results of this study point to the importance of developing a chronic care 

rather than acute care approach to service provision for multiproblem families. 

There can be little doubt that sustained regular, albeit less frequent contact with 

treatment services would have led to the  maintenance of treatment gains. That is, 

there is a strong argument here for the long term provision of booster sessions  

for multiproblem families (Estrada &  Pinsof, 1995).  

 Future research in this area should examine the processes that underpin 

the pattern of recovery and relapse identified in this study and should examine 

the impact of the long term provision of "booster session" on these processes.  

 

 

SUMMARY 
 

In a comparative group outcome study of 47 multiproblem families which 

received treatment from multidisciplinary child and family mental health services 

teams and 47 waiting list controls, it was found that treated cases showed 

significant improvement over the course of three months during which they 

attended the service. Improvement occurred in children's behavioural adjustment 

and maternal psychological health. Waiting list controls did not improve 

significantly on either of these variables during the three month treatment period. 

However, mean scores of the treatment group at nine months follow-up were not 

significantly better than pretreatment scores, indicating that gains made during 

treatment were lost at follow-up. An analysis of the clinical significance of 

changes in children's adjustment showed that while 41% of children moved from 

the clinical to the normal range during the course of treatment, all had relapsed at 

six-month follow up. These results point to the importance of developing a 

chronic care rather than an acute care approach to service provision for 

multiproblem families. 
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Table 8.2. Results of ANOVAs for CBCL scales 
 

 Group  ANOVA Effects  Differences between means 
 Treatment Group Control Group Group 

Effect 
Time 

 Effect 
Group By 

Time 
Interaction 

Time Effect for 
Treatment 

Group 

 
Between treatment 
& Control Groups 

 
Within Treatment 

Group 
& within Control Group 

Variable Time 1 Time 2 Time 3 Time 1 Time 2 F F F F  
            

 

Total  M 
SD 

61.52 
14.12 

52.65 
11.81 

65.58 
10.94 

73.67 
06.68 

72.04 
09.15 

76.96*** 38.76*** 19.89***  46.07*** TGT1 < CGT1 
TGT2 < CGT2 

TGT3 > TGT1 > TGT2 
CGT1 = CGT2 

              

Internalising M 
SD 

62.07 
10.91 

53.58 
11.59 

64.36 
11.97 

72.63 
08.86 

69.87 
11.18 

55.01*** 38.30*** 12.05***  31.59*** TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

              

Externalising M 
SD 

58.39 
12.13 

51.32 
11.28 

63.71 
12.53 

72.59 
09.95 

70.85 
12.15 

71.98*** 33.25*** 11.24***  30.86*** TGT1 < CGT1 
TGT2 < CGT2 

TGT3 > TGT1 > TGT2 
CGT1 = CGT2 

              
Withdrawn M 

SD 
64.61 
10.76 

57.45 
10.45 

67.94 
13.47 

74.09 
10.88 

72.15 
12.55 

36.33*** 26.42*** 10.13**  26.81*** TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

              

Somatic 
complaints 

M 
SD 

56.61 
08.68 

53.61 
07.12 

58.90 
10.31 

64.13 
12.31 

60.98 
11.98 

14.86*** 11.65*** 00.13  04.33* TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 > CGT2 

              

Anxious 
depressed 

M 
SD 

63.07 
08.36 

56.81 
07.88 

64.65 
11.26 

72.70 
10.92 

69.09 
11.95 

41.35*** 44.60*** 03.36  21.39*** TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 > CGT2 

              

Social 
problems 

M 
SD 

59.94 
10.48 

56.97 
08.67 

62.58 
11.17 

64.94 
11.82 

63.87 
10.78 

10.54** 09.82** 03.01  05.55** TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

              

Thought 
problems 

M 
SD 

59.48 
09.82 

54.74 
07.49 

58.58 
11.31 

65.28 
09.80 

65.11 
10.31 

24.19*** 09.99** 08.64**  10.57*** TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

              

Attention 
problems 

M 
SD 

64.42 
11.68 

58.26 
09.78 

66.77 
12.69 

70.65 
11.08 

70.30 
12.40 

20.00*** 15.04*** 12.05***  15.97*** TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

              

Delinquent 
behaviour 

M 
SD 

59.48 
08.20 

54.74 
06.68 

63.07 
10.88 

71.44 
11.89 

71.33 
12.41 

61.32*** 08.45** 07.59**  11.78*** TGT1 < CGT1 
TGT2 < CGT2 

TGT3 > TGT1 > TGT2 
CGT1 = CGT2 

              



 
 

Aggressive 
behaviour 

M 
SD 

60.97 
10.84 

55.71 
07.81 

65.52 
12.09 

73.41 
13.30 

71.48 
14.58 

47.82*** 12.57*** 01.85  17.00*** TGT1 < CGT1 
TGT2 < CGT2 

TGT3 > TGT1 > TGT2 
CGT1 = CGT2 

Notes: M =Mean. SD=Standard Deviation. ANOVA effects are from a 2 X 2, Groups X Time ANOVA and a repeated Measures ANOVA for Time 1, Time 2 & Time 3 on the 
Treatment Group only. TGT1 = Mean Of Treatment Group at Time 1,  N = 47. TGT2 = Mean Of Treatment Group at Time 2,  N = 46. TGT3 = Mean Of Treatment Group at Time 
3,  N = 31. CGT1 = Mean Of Control Group at Time 1,  N = 47. CGT2 = Mean Of Control Group at Time 2,  N = 46. * p < .05,    ** p < .01,    *** p < .001 
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Table 8.3. Results of ANOVAs for mothers' GHQ-28 scales 
 

 Group  ANOVA Effects  Differences between means 
 Treatment Group Control Group Group 

Effect 
Time 
Effect 

Group 
ByTime 

Interaction 

Time  
Effect for 
Treatmen
t Group 

 
Between 
treatment 

&Control Groups 

 
Within Treatment 

Group 
& within Control 

Group 
Variable Time 1 Time 2 Time 3 Time 1 Time 2 F F F F  

 
Total M 

SD 
7.84 
6.71 

4.65 
7.03 

9.23 
8.35 

10.94 
07.25 

10.07 
08.56 

14.02*** 11.44***  4.24*  8.24*** TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

               

Somatic  
symptoms 

M 
SD 

2.77 
2.22 

1.68 
2.34 

2.71 
2.49 

3.09 
2.32 

3.04 
2.33 

07.55** 05.76*  4.94*  4.64*  TGT1 = CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

               

Anxiety 
insomnia 

M 
SD 

2.94 
2.73 

1.36 
2.18 

3.16 
2.92 

3.76 
2.32 

3.22 
2.69 

14.62*** 
 

15.80***  3.67  8.61*** TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

               

Social 
dysfunction 

M 
SD 

1.32 
1.83 

0.84 
1.85 

1.61 
2.09 

1.80 
2.12 

1.74 
2.40 

05.80* 02.89  1.84  3.53*  TGT1 = CGT1 
TGT2 < CGT2 

TGT1 = TGT3 > TGT2 
CGT1 = CGT2 

               

Depression M 
SD 

0.81 
1.64 

0.77 
1.88 

1.74 
2.16 

2.26 
2.28 

1.98 
2.63 

13.58*** 02.00  0.00  4.89*  TGT1 < CGT1 
TGT2 < CGT2 

TGT1 = TGT2 < TGT3 
CGT1 = CGT2 

               

Notes: M =Mean. SD=Standard Deviation. ANOVA effects are from a 2 X 2, Groups X Time ANOVA and a repeated Measures ANOVA for Time 1, Time 2 & 
Time 3 on the Treatment Group only.TGT1 = Mean Of Treatment Group at Time 1,  N = 47. TGT2 = Mean Of Treatment Group at Time 2,  N = 46. TGT3 = 
Mean Of Treatment Group at Time 3,  N = 31. CGT1 = Mean Of Control Group at Time 1,  N = 47. CGT2 = Mean Of Control Group at Time 2,  N = 46.  
* p < .05.  ** p < .01,    *** p < .001 
 
 

 


