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ABSTRACT 

Children's fears have been • the focus of a great deal 

of research over the past 10-15 years. Studies have 

centered on the developmental nature and frequency of 

children's fears, delineating the essential components of 

certain fears, as well as evaluating the efficacy of 

various treatment procedures. 

The present study examined the effects of three 

behavioral techniques on children's fear of the dark. Nine 

children who demonstrated a clinical fear of the dark were 

seen at a university clinic for two, one-half hour sessions 

each week over a seven week period, with follow-up 

assessment occurring one and two months after treatment. 

The three treatments employed were: symbolic modeling, 

self-instructional training and contact desensitization. A 

multiple baseline design across subjects was utilized, with 

dependent measures consisting of the motoric, cognitive, 

and physiological components of each child's fear and 

parent data were collected. 

Significant changes in dark tolerance between 

baseline and treatment were most consistently observed in 

xi 
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those children receiving the symbolic modeling procedure. 

The next condition yielding the most consistent changes in 

duration between baseline and treatment was the contact 

desensitization treatment. No appreciable changes were 

found in the children in the self-instructional condition. 

The self-report and heart rate measures failed to 

demonstrate strong, reliable changes for any subject in the 

study except for one subject whose heart rate significantly 

increased after intervention. Examination of parent data 

yielded inconsistent results across conditions, thereby 

limiting any conclusions regarding generalization. 

The results were discussed in relation to the 

literature on fear reduction techniques. Limitations of 

the present study were discussed and topics for future 

research were delineated. 



CHAPTER 1 

INTRODUCTION 

Perhaps one of the most universal phenomena 

exhibited during the course of human development is the 

presence of fear responses to certain stimuli. Children 

have been observed to demonstrate a progression of fearful 

responses to different objects, persons or situations 

throughout their development and such progression is 

classified as "normal" and considered to be an integral 

part of normal child development (Morris & Kratochwill, 

1983). Fear has been called "an inevitable and an 

essential emotion ... it augments energies in times of 

danger and it provides an impetus to caution and prudence" 

(Jersild, 1968, p. 327). Because fears have been observed 

to be natural as well as transitory, adults often minimize 

the importance of some childhood fears (Graziano, 

DeGiovanni & Garcia, 1979). However, research has shown 

that children's fears may not always be transient and that 

some fears such as specific fears of animals (e.g., 

Jersild, 1968; Marks & Gelder, 1966) fears of physical 

injuries or psychic stress (e.g., Miller, Barrett, Hampe & 

Noble, 1972) and fear of the dark (e.g., Graziano & Mooney, 
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1980; Holmes, 1936; Kanfer, Karoly & Newman, 1975) may 

become persistent problems. Following a review of the 

literature in the field, Graziano et al., (1979) state that 

children often experience intense and disturbing fears and 

that the "psychological suffering" of a fearful child, even 

if it dissipates in a few years, is worthy of professional 

concern. 

One of the obstacles which has plagued research in 

this area is the confusion of terminology. For example, 

words such as fear, phobia, clinical fear and anxiety have 

often been used interchangeably in the literature depending 

on one's theoretical orientation (Morris & Kratochwill, 

1983). There is, however, fairly good agreement on the 

difference between the terms fear and phobia. 

Fear is generally regarded as a normal reaction to a 

genuine threat involving subjective feelings of discomfort 

(involving an actual physiological change in the organism 

such as change in heart rate, skin conductivity, etc.) and 

a resulting avoidance of the fear-provoking stimulus 

(Morris & Kratochwill, 1983). Reactions to fear-provoking 

stimuli are thought to involve at least three response 

systems: 1) overt behavioral (motoric) responses 2) covert 

subjective (cognitive) thoughts and feelings and 3) 

physiological responses (Barrios, Hartmann & Shigetomi, 
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1981; Graziano et al., 197 9; Johnson & Melamed, 197 9; 

Marks, 1973; Melamed & Siegel, 1975; Miller, Barrett & 

Hampe, 1974; Rachman, 1978; 1984). This position formally 

developed by Lang (19 6 8) conceptualizes fear as a complex 

multi-response pattern of behavior. These three response 

systems have been noted to covary, vary inversely or vary 

independently (Rachman & Hodgson, 197 4; Hodgson & Rachman, 

1974). 

The term phobia is commonly regarded as a special 

type of fear in which at least one of the three response 

systems discussed above is excessively persistent and 

unadaptive (Marks, 1969). More specifically, Marks claims 

a phobia is 1) "out of proportion to the demands of the 

situation 2) cannot be reasoned away 3) is beyond voluntary 

control, and 4) leads to avoidance of the feared situation" 

(p. 3). Miller et al. (1974) extended this definition by 

specifying that a phobia is a special form of fear which: 

1. Is out of proportion to demands of the situation. 
2. Cannot be explained or reasoned away. 
3. Is beyond voluntary control. 
4. Leads to avoidance of the feared situation. 
5. Persists over an extended period of time. 
6. Is unadaptive. 
7. Is not age or stage specific [p. 90], 

Thus, in general, fears and phobias have been distinguished 

on the basis of their persistence, maladaptiveness, and 

magnitude (Morris & Kratochwill, 1983). While a fear is a 
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normal response to threatening stimuli, a phobia is an 

unreasonable response often to usually "benign or ill-

defined stimuli" (Graziano et al•, 197 9; p. 805). 

— Another label which has been used interchangeably 

with phobia is clinical fear (Graziano et al., 197 9; Morris 

& Kratochwill, 1983). Graziano et al. have purported that 

some children can be classified as showing fears of 

clinical duration and that intensity and duration may be 

the defining characteristics. They have suggested that 

"clinical fears" be defined as those with a duration which 

exceeds two years or shows an intensity which is 

debilitating to the client's normal life style. 

Still another term which appears throughout the 

literature is anxiety. Oftentimes this term has been 

distinguished from fears and phobias on the basis of the 

specificity of the eliciting stimuli or the resulting 

response (Morris & Kratochwill, 1983). Anxiety has been 

regarded as more global than fears (Barrios et al., 1981) 

but it has also been linked to phobias (Mavissakalian and 

Barlow, 1981). 

Still other researchers have not distinguished 

between the concepts of anxiety and fear (e.g. Nietzel and 

Bernstein, 1981). For example, some behaviorally-oriented 

people view anxiety merely as a construct used to explain 

behavior (Borkovec, Weerts, & Bernstein, 1977). While the 
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term "anxiety" was first used by Freud to describe the 

negative affect and physiological arousal similar to that 

experienced when having food stuck in one's throat (Sarbin, 

1964, cited in Borkovec et al., 1977), Freud never 

specifically defined the term yet he emphasized it in his 

theory of the development of behavior and behavior 

disorders (Borkevec et al., 1977). Since then, theorists 

have tried to operationalize the-construct which soon 

became an entity assumed to be of vital importance in the 

understanding of human behavior. It has been 

conceptualized as a human trait, a transient emotional 

and/or physiological behavior and as a cause or explanation 

of behavior (Borkovec et al., 1977). 

Normative and Incidence Data 

As mentioned earlier, fears are commonly exhibited 

in children from infancy through adolescence, with trends 

existing along this age progression (Johnson & Melamed, 

197 9; Morris & Kratochwill, 1983; Morris, Kratochwill, & 

Dodson, 1986). These trends deal with the number and type 

of common fear-eliciting stimuli observed during children's 

development. Most of the studies in the literature have 

focused on the number of children's fears, and some have 

examined the specific content and type of fear, but few 
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have dealt with the issue of fear intensity (Graziano et 

al., 1979). Some researchers have found as many as 90% of 

their sample of children ages 2 years to 14 years to 

exhibit at least one specific fear (MacFarlane, Allen, and 

Honzik, 1954). Lapouse and Monk (1959) found 43% of normal 

children could be described as having seven or more fears. 

However the content of children's fears change with age, 

with fears in infancy arising as a reaction to an event in 

the infant's environment (Morris & Kratochwill, 1983). 

Very young children show fears of loud noises, 

depths and strangers which later are replaced by fears of 

animals in 2- and 3- year olds and by fears of the dark, 

nightmares and imaginary creatures in 4- and 5-year olds 

(Jersild & Holmes, 1935). A study by Bauer (1976) found 

that 7 4% of a sample of kindergartners were fearful of 

monsters, ghosts, and nightmares. 

As children grow older, fears tend to broaden to 

involve particular persons, objects and events as well as 

the future (Jersild, 1968). Meanwhile, fears such as the 

fear of animals, the dark and of imaginary creatures tend 

to disappear (Angelino, Doll ins & Mech, 1956; Bauer, 197 6; 

Lapouse & Monk, 1959). This may be due to the fact that 

the- child acquires the ability to "dwell on the past and to 

anticipate the future" (Graziano et al., 1979, p. 809). 

Bauer (1976) found that sixth graders rarely reported fears 
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of imaginary creatures but instead were fearful of physical 

danger and bodily injury. With increasing age, children 

also begin to exhibit social and interpersonal fears 

evidenced in school phobia, social withdrawal and elective 

mutism (Lapouse & Monk, 1959; Simon & Ward, 1974). All of 

these "age-related" fears are typically transitory, of 

short duration, and vary in intensity both within and 

across children (Jersild & Holmes, 1935; Morris & 

Kratochwill, 1983). Eme and Schmidt (1978), however, 

obtained results which question the transitory nature of 

some age-related fears. In their longitudinal study of 27 

children, Eme and Schmidt found that fears were quite 

stable in type and number. Eighty-three percent of the 

fears initially identified were present one year later. 

Other studies have found no significant relationships 

between fear and age (Graziano et al., 197 9). 

In their review of the literature, Graziano et al. 

(1979) concluded that there is a general decline from early 

childhood to late adolescence in the percentage of child 

reports of one or more specific fears as well as the number 

of fears reported (e.g. MacFarlane et al., 1954). However, 

some studies have shown an increase in the number of fears 

between the ages of 9 and 11 (MacFarlane et al., 1954) and 

a peak at 11 years (Chazan, 1962; MacFarlane et al., 1954). 
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Miller, Barrett, Hampe and Noble (197 2) conducted a 

factor analytic study which categorized the general content 

of children's fears. Factor 1 was found to be composed of 

fears of physical injury or personal loss (e.g., divorce of 

parents, death of family member, having an operation), 

Factor II consisted of fears of natural and supernatural 

dangers (e.g., storms, the dark, ghosts), while Factor III 

included what was termed "psychic stress" which were fears 

of exams, school, making mistakes, social events, doctors 

and dentists. The second factor was found to diminish with 

age whereas the other two factors were noted to continue 

through the life span. 

Firm conclusions cannot be drawn concerning the 

prevalence of severe and disabling fears in children due to 

the fact that this type of information is derived in part 

from studies examining fear intensity and such research is 

lacking (Morris & Kratochwill, 1983). While studies have 

demonstrated that the incidence of common fears is quite 

high, severe phobias accounted for only a small percentage. 

Some authors have noted that more severe phobic disorders 

comprise only three to four percent of all referrals to 

child psychiatrists (e.g., Marks, 1969; Poznanski, 1973). 

Graziano and DeGiovani (1979), on the other hand, found 7% 

to 8% of children were referred for specific fear 

disturbances. Rutter, Tizard and Whitmore (1970) found a 
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prevalence rate for serious fears of only seven per 1000 of 

a group of 10 to 11-year-olds on the Isle of Wight. School 

phobia, one of the more common phobias, has been 

hypothesized to make up only 1% to 6% of child cases at 

psychiatric clinics (Chazen, 1962). Leton (1972) found a 

prevalence rate of 5 per 1000 students. Miller et al. 

(197 4) proposed that a typical response pattern resembles a 

J curve in which 84% or more children exhibit no fear to 

the stimulus, 5% to 15% show "normal" fear while 0% to 5% 

demonstrate excessive fear. This pattern is observed with 

such fear-eliciting stimuli as masks or puppets, dirt, old 

people, furry toys, toilets and others. However, Barrios 

et al. (19 81) found data from other studies which do not 

fit this pattern. 

Behavioral Treatments 

Given the frequency of fears exhibited during the 

childhood years and the data describing the serious and 

disruptive nature of these phenomena, numerous 

interventions have been designed to ameliorate the 

concomitant behaviors. Most of the treatments have been 

generated from a behavioral perspective; in fact the 

earliest studies employed behavioral principles (e.g. 

Jones, 1924; Watson & Rayner, 1920). . These involved the 

utilization of the respondent paradigm, conditioning and 
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deconditioning fears in infants. Wolpe (1958) later used 

these principles in developing his inhibitory therapy or 

what is now termed systematic desensitization, a treatment 

with variations which has become one of the most commonly 

used techniques in fear research today. The procedure 

involves the pairing of a response which is antagonistic to 

anxiety (e.g. relaxation) with gradations of the fearful 

stimulus, thus weakening the bond between this stimulus and 

anxiety or fearful behavior. While this procedure has been 

empirically tested and proven useful with fearful adults, 

research on its use with children under 9 years of age is 

limited (Morris & Kratochwill, 1983). 

The writings of Skinner (e.g., 1938, 1953) 

stimulated efforts at developing fear treatment strategies 

which emphasized operant principles, stressing the causal 

relationship between the fearful response and various 

environmental stimuli (e.g., reinforcement factors in fear 

generation and maintenance) (Morris & Kratochwill, 1983). 

Contingency treatment programs have been studied wherein 

the reinforcers of fearful behavior are removed and 

appropriate behavior is rewarded (e.g., Patterson, 1965; 

Williamson, Jewell, Sanders, Haney & White, 1977). Other 

studies have examined such procedures as stimulus fading 

(e.g., Wulbert, Nyman, Snow & Owen, 1973) and extinction 

(e.g., Gresham & Nagle, 1981; Piersel & Kratochwill, 1981). 
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Due to the lack of well-controlled studies in the area of 

contingency management, no firm conclusions can be made 

concerning their efficacy with fearful children (Morris & 

Kratochwill, 1983). The limited number of fears studied 

using this approach as well as the fact that many studies 

combine contingency procedures with other treatment 

techniques increases the difficulties of drawing 

conclusions. 

Another model which has generated therapeutic 

techniques aimed at treating severe fears and phobias is 

the social learning perspective of Albert Bandura (Bandura, 

1969, 1977). The foundation of this treatment is based on 

the premise that a child/adult can become less fearful by 

observing a model interacting with the feared stimulus 

without adverse consequences (Bandura, Grusec & Menlove, 

1967). Studies have suggested that modeling procedures 

expedite behavioral changes through vicarious extinction of 

fear arousal to aversive stimuli below the threshold for 

activating avoidance responses, thus enabling persons to 

perform approach behaviors (Bandura & Menlove, 196 8; 

Bandura, Blanchard & Ritter, 196 9) . Studies have examined 

the effects of such dimensions as symbolic versus live 

modeling (e.g. Bandura & Menlove, 196 8), use of peer versus 

adult models (e.g. Kornhabeer & Schroeder, 197 5) and 

multiple models versus single models (Bandura & Menlove, 
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196 8). The available research lends support to the use of 

modeling techniques in treating fears, however the range of 

fears to which the approaches has been applied is still 

rather limited (Morris & Kratochwill, 1983). 

The most recent fear treatments have come from the 

self-control literature (Graziano et al., 197 9; Johnson & 

Melamed, 1979; Morris & Kratochwill, 1983; Prins, 1986). 

The prescribed procedures deal with teaching the fearful 

individual to reward and punish his/her own behavior and 

often involves self-instructional training or the 

implementation of certain problem-solving strategies which 

then lead to specific behavioral outcomes (Kanfer, 1980). 

For example, fearful children have learned to cognitively 

mediate their behavior by learning certain comforting 

phrases to repeat to themselves while in the fearful 

situation (e.g. Kanfer, Karoly & Newman, 1975). Again, the 

limited number of studies using these techniques renders 

this area fertile for further investigation. Studies are 

needed which examine pure self-control procedures without 

the treatment package design which has been used in many 

studies (Morris & Kracochwill, 1983). 

While there are numerous studies examining 

variations of the fear treatments from the various 

individual paradigms, the number of studies which compare 

the different techniques is scarce. There is very 
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little information concerning how the treatments compare 

regarding speed of effect in reducing fear responses or in 

generalization across settings. Moreover, only a few of 

the most recent studies have used dependent measures which 

have included the "triple' mode response" model promulgated 

by numerous theorists. 

Purpose of the Study 

On the basis of the literature cited above, the 

present study compares three of the major child-oriented 

behavioral fear reduction methods with respect to their 

effects on children's fears of the dark. Fear of the dark 

was chosen as the target behavior due to the high frequency 

of occurrence in the general population in addition to the 

fact that comparative outcome studies are lacking in the 

treatment of this fear. The treatments utilized consist of 

symbolic modeling {with coping strategies), self-

instructional training (self-control techniques), and 

contact desensitization. The particular fear under 

investigation (i.e., fear of the dark) meets the criteria 

established by Marks (1969) for the definition of a 

clinical fear. 

Because of the paucity of research findings 

comparing the treatment approaches cited above, no formal 

hypptheses were made prior to data collection concerning 
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the relative efficacy of each procedure. One could only 

predict that there would be no differences between the 

modeling, contact desensitization and self-instructional 

treatment conditions and their relative effects on the 

dependent measures between baseline and intervention phases 

of the study. While no formal comparisons between groups 

can be made, logical comparisons given the resultant data 

could be drawn by the reader. Moreover, it was 

hypothesized that there would be no differences between the 

treatment conditions and their effects during the 

intervention and follow-up phases of the study. 



CHAPTER 2 

REVIEW OF RELATED RESEARCH 

The following chapter contains a thorough review of 

the literature of the area of fears and phobias in 

children. To facilitate a thorough conceptualization of 

the area, this review will include etiological theories 

emanating from various perspectives within psychology as 

well as a discussion of the treatments which have been 

generated from the behavioral tradition. The behavioral 

paradigm has been targeted because of the vast amount of 

research it has provided. 

Theoretical Perspectives of Fear/Phobia Development 

Psychoanalytic Theory 

The etiological theory of fears/phobias in children 

from the psychoanalytic perspective evolved out of the 

writings of Sigmund Freud and his case of "Little Hans" 

(Freud, 1909). Hans was a 4 1/2-year-old boy who developed 

a severe fear of horses which deterred him from leaving his 

house. While Freud never directly treated Hans (he spoke 

with him only once), he basically constructed his entire 

theory on the symptoms and information obtained from 

15 
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Hans' father during therapy. The father actually treated 

Hans under Freud's supervision. 

According to Freud's account, Hans was walking in 

the street one day with his nursemaid when he developed "an 

attack of morbid anxiety" in the presence of a horse. He 

wanted to return home and be with his mother and to "coax 

with her," which Freud (1909, p. 149) noted was a phrase 

meaning "to caress." The following day Hans' mother took 

him for a walk in the same vicinity in order to determine 

what had frightened him. On the walk he again began to cry 

and became scared. While going home he told his mother 

that he was afraid a horse would bite him. Earlier in the 

week Hans had awakened one morning and told his mother 

"When I was asleep I thought you were gone and I had no 

Mummy to coax with" (Freud, 1909, p. 166). This initial 

fear of horses soon generalized to horses in a variety of 

situations with certain physical characteristics (e.g. 

those with black around their mouths and with blinders), 

and to other large animals such as giraffes and elephants. 

Freud interpreted the development of this phobia in 

light of his notion of Oedipal conflicts. Hans had hostile 

and jealous feelings toward his father and sexual impulses 

toward his mother. According to Freud, Hans hated his 

father because he saw him as a rival for his mother's 
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affections and attentions and wanted to take "possession" 

of his mother. Hans also feared his father would punish 

him for having such thoughts about his mother and that this 

punishment would take the form of castration. Freud 

proposed that Hans repressed his hostile feelings toward 

his father as well as his castration anxiety and displaced 

them onto formerly innocuous objects, in this case, horses. 

Freud supported his hypothesis by comparing the physical 

characteristics of the horses with Hans father, namely the 

father had a beard and wore eyeglasses which were 

symbolically associated with the black around the horse's 

mouth and horse's blinders. 

Freud noted that the case of Little Hans clearly 

provided support for his theoretical statement concerning 

the development of phobias. It should be noted, however, 

that there has been little or no well-controlled research 

published in support of this theory (Morris & Kratochwill, 

1983) . 

Biological/Organic Theory 

There have been several hypotheses regarding the 

biological underpinnings of fears in humans. The basic 

assumption of those theorists working from this perspective 

is that the genetic endowment of a person influences the 

predisposition toward neurotic illness, affecting 
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personality and the type of disorder the individual may 

develop when placed under stress (Shields, 1978). One way 

this may be conceptualized can be referred to as "anxiety-

proneness" (Mavissakalian & Barlow, 1981). Although some 

empirical findings have been cited in the adult phobia 

literature, little or no theoretical research has been 

conducted with children (Morris & Kratochwill, 1983). 

Another theory emanating from this viewpoint is 

espoused by Seligman (1971) who suggests that human phobias 

are a form of "prepared" classical conditioning. Seligman 

proposes that there is a selectivity associated with the 

development of fears and phobias, and that this selective 

learning process has its basis in evolution. Thus, phobias 

are "prepared" in humans and the degree of preparedness is 

defined by the amount ot input (e.g. number of trials, 

pairings) which is necessary before the output (responses, 

acts, etc.) which is taken as evidence of acquisition, 

reliably occurs (Seligman, 1970). Seligman views responses 

as falling on a continuum composed of those which are 

"prepared", "somewhat prepared", "unprepared" and 

"contraprepared." Prepared responses are those which are 

instinctual in nature while responses which are somewhat 

prepared occur consistently after only a few pairings. A 

response which takes place consistently only after many 

pairings is viewed as unprepared and a response which is 
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contraprepared is one which occurs only after "very many" 

pairings or does not occur at all. Seligman (1971) claims 

that the prepared learning category provides an adequate 

explanation for fears and phobias due to the fact that 

there can be one trial learning, fears are selective, show 

resistance to extinction and they may be noncognitive. 

In their review of the research, Morris and 

Kratochwill (1983) found that a fair amount of research has 

been conducted using this prepared model with adults and 

laboratory animals, yet little or no research was again 

conducted on the development and maintenance of children's 

fears and phobias. 

Behavioral Theories 

Theories and subsequent studies derived from a 

behavioral perspective have not only appeared quite 

frequently in the recent literature dealing with children's 

fears and phobias, but they also constituted some of the 

earliest studies in the area (e.g., Jones, 1924; Watson & 

Rayner, 1920). In general, behavioral approaches consist 

of four models which all share one basic assumption: fears 

and phobias are learned behaviors (Graziano et al., 1979; 

Morris & Kratochwill, 1983). These models consist of 

respondent conditioning, operant conditioning,- social 

learning and the two-factor theory of learning. 
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The basic roots of behavioral theories regarding the 

etiology of fears and phobias come from the early learning 

theory positions of Pavlov (1927), Mowrer (1939, 1960), 

Hull (1943), Skinner (1938, 1953), and Bandura (1969, 

1977). Most theories concerning the etiology of fears 

include Pavlov's notion of classical conditioning, and 

Bandura's concept of social learning, or operant 

conditioning elements somewhere in their tenets (Morris & 

Kratochwill, 1983). In terms of the respondent model, 

fears and phobias may be conceptualized as conditioned 

anxiety (fear) reactions. 

Any neutral stimulus, simple or complex, that 
happens to make an impact on an individual at 
about the time that a fear reaction is evoked 
acquires the ability to evoke fear subsequently. 
If the fear at the original conditioning 
situation is of high intensity, or if the 
conditioning is repeated a good many times, the 
conditioned fear will show the persistence that 
is characteristic of "neurotic" fear; and there 
will be generalization of fear reactions to 
stimuli resembling the conditioned stimulus 
(Wolpe & Rachman, 1960, p. 145-146). 

Thus, the respondent model proposes that anxiety is the 

central component of phobic behavior and that any neutral 

stimulus present at the time a fear response occurs may 

become a conditioned stimulus. The conditioned fear is 

thought to be maintained in the absence of reinforcement 

because the avoidance behavior precludes the requirements 

for extinction (the repeated confrontation of the actually 
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benign conditioned stimulus without its pairing with the 

unconditioned stimulus) (Graziano et al. , 1979). 

The empirical evidence supporting this view of fears 

and phobias stems from early studies of the behavior of 

children and animals (Rachman & Costello, 1972). Perhaps 

one of the most famous fear development studies was 

conducted by Watson and Rayner in 1920 which involved an 11 

month old infant called Little Albert. The experimenters 

wished to demonstrate that a child could learn to fear a 

formerly neutral object through the process of classical 

conditioning. While impacting greatly on the field of 

behavioral psychology, later attempts at replicating this 

study using other neutral objects have not been completely 

successful (Costello, 1979; Marks, 1969). Some writers 

question these subsequent studies on the basis of their 

methodology and still maintain that there is insufficient 

data available to totally refute Watson and Rayner1s 

conclusions (Delprato, 1980; Rachman & Costello, 1972). It 

has also been cited that a major flaw with the respondent 

model is that it does not adequately explain why some 

neutral stimuli seem more likely than others to become 

conditioned fear stimuli, nor does it adequately explain 

the maintenance of phobic behavior in the absence of 

reinforcement (Graziano et al., 1979). 
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A second behavioral approach to the development of 

fears and phobias is derived from the operant model (e.g. 

Skinner, 1953). Operant models maintain that reinforcement 

rather than anxiety is the central element of phobic 

behavior. Specifically, it is social reinforcement such as 

attention which is stressed (Graziano et al., 1979). 

Children learn to be afraid of objects or situations due to 

their parents' or significant others' behavior i'n the 

fearful situation. Persons in the child's environment 

unintentionally selectively attend to and reward fearful 

behavior on the part of the child. The major problem with 

this model is its lack of an adequate explanation for the 

subjective feelings of intense fear or anxiety and their 

accompanying cognitions that are often reported by phobic 

children (Graziano et al., 1979). There is a paucity of 

research findings which support this operant model with 

children and it seems that most investigators have not 

identified strongly with this approach over the past 10 to 

20 years (Morris & Kratochwill, 1983): 

Another model which has generated a great deal of 

research is the social learning theory position of Albert 

Bandura (1969, 1977). This position posits that fears can 

be conditioned through vicarious learning where the child 

acquires a fear or avoidance behavior by observing a model 

being exposed to a traumatic event. Bandura (1971) 
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stresses the informational function of the modeling, where 

the observer acquires mainly symbolic representations of 

modeled events rather than specific stimulus-response 

connections. Modeling and subsequent response output is 

then governed by four processes; observer attention, 

retention, motoric capabilities and 

reinforcement/motivational processes. Effective 

reinforcement can be either objective (e.g. verbal praise) 

or subjective and covert such as internal cognitions of 

social praise generated within the observer. There have 

been numerous studies on the effects of modeling on fear 

acquisition and Marks (1969) purports that there is ample 

evidence for the development of fears through modeling in 

both animals and children. However, little attention has 

been directed toward examining the nature and function of 

cognitive variables in the acquisition, maintenance and 

extinction of children's fears and phobias (Graziano et 

al., 1979). Bandura has more recently (1977b) conducted 

studies on phobias and developed a theory of behavior which 

is based on the premise that behavior is greatly influenced 

by a person's perceived self-efficacy in certain 

situations. Self-efficacy can determine whether coping 

strategies will be employed, how much effort will be put 

forth and the period of time the coping strategies will be 

utilized (Rosser & Nicholson, 1984). Two types of 
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expectations are discussed by Bandura. First, efficacy 

expectations refer to a personal conviction that the 

individual can perform a certain behavior. Related yet 

distinct from self-efficacy expectations are the ideas of 

"outcome expectations" which relate to whether or not a 

behavior will result in a certain consequence. For 

example, in relation to school phobia, an efficacy 

expectation might relate to a child's expectation that 

he/she could go to school while outcome expectations might 

include factors as reinforcement from parents and the 

child's self-satisfaction at performing the behavior. 

These self-efficacy perceptions can be createid or 

strengthened by certain behavior change procedures. 

A fourth paradigm from which theories have been 

designed to explain the development of fears and phobias is 

the two factor theory developed by Mowrer (1939, 1960). 

This theory is composed of both respondent and instrumental 

(specifically Hullian instrumental learning theory) 

conditioning constructs, and proposes that phobias 

originate according to the respondent conditioning paradigm 

but are maintained according to the operant conditioning 

model. Mowrer proposed that fear was a classically 

conditioned response (CR) that arose after the pairing of 

an aversive unconditioned stimulus (UCS) with a previous 

neutral stimulus (CS). The conditioned fear response (CR) 
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motivates avoidance behavior in the organism whenever the 

CS is present, and this avoidance behavior reduces the CR 

which then reinforces the organism for engaging in the 

avoidance behavior (Carr, 1979). Thus, anxiety reduction 

becomes the reinforcement for avoiding the noxious stimulus 

created by respondent conditioning. While this theory 

dominated the fear research until the 1960's, its problems 

have been discussed by several theorists (e.g. Bandura, 

1969; Herrnstein, 1969; Rachman 1976, 1977, 1978). In a 

discussion of the deficits of the theory, Graziano et al. 

(1979) cite the following: 

1. The theory assumes that phobias are mediated 
through the autonomic nervous system, although 
studies by Solomon and Turner (1962) and Bandura 
(1969) suggest that behavior is regulated in 
large part by the central nervous system. 

2. It does not explain why people fail to 
acquire fear in what are theoretically fear-
evoking situations (e.g. air raids). 

3. It fails to explain the "choice of symptom" 
issue of why some stimuli are more likely than 
others to become fear signals, that is, the 
distribution of human fears is not consistent 
with the equipotentiality premise of the theory. 

4. It accepts the faulty assumption that all 
fears are acquired directly through classical 
conditioning, although is has been shown that 
operant conditioning and observational learning 
can also indirectly produce fearful behavior. 

5. It fails to explain why active avoidance 
behavior is so persistent and does not extinguish 
in the absence of further reconditioning of 

. trauma experiences to maintain the anxiety 
associated with the conditioned fear stimulus (p. 
807) . 
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Herrnstein (1969) cited evidence revealing that the 

conditioned stimulus may function as a discriminative 

stimulus for the avoidance response rather than as a 

noxious stimulus whose removal is inherently reinforcing as 

the two-factor theory proposes. 

In their review of the literature, Graziano et al. 

(1979) maintain that the major theoretical models are not 

adequate to explain childhood .phobias. Two issues which 

are not addressed by these existing models are 1) the role 

of cognitions in the origin, maintenance and reduction of 

fears and 2) the influence of developmental issues in 

children's phobias. Graziano et al. (197 9) feel that 

these issues deserve more attention and that further 

exploration might lead to a more complete theoretical model 

of childhood fears and phobias. 

Behavioral Treatment of Fears/Phobias 

Research on the treatment of children's fears and 

phobias has been conducted over the past 6 0 years. Some of 

the techniques subsumed under the category "behavior 

therapy" were applied in some modified form during the 

1920's and 30's (Yates, 1970). Most of the early research 

was composed of case studies rather than being 
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experimental-manipulative in design (Graziano et al., 

1979). In 1920, for example, Watson and Rayner discussed 

some possible treatments to decondition Little Albert, 

however these were not experimentally tested. Jones 

(1924a, b) studied the effects of the application of 

learning principles on one subject, Peter, who exhibited 

fears. She also examined a group of children in order to 

determine possible treatments for existing fears. Other 

studies collected data on methods often used by parents 

with fearful children (e.g., Hagmen, 1932; Jersild & 

Holmes, 1935b) as well as examined the importance of child 

participation in the process of fear elimination (e.g. 

Holmes, 1936) . 

After these early studies, the interest in treating 

children's fears and phobias subsided and except for a few 

case studies, little research was conducted until 1961 when 

Rachman and Costello presented a literature review of the 

field. In this article, the authors stressed a need for 

more research in the form of "a major project" to discover 

the amount and degree of improvement derived from fear 

interventions. Following an extensive examination of the 

literature, Graziano et al. (1979) state that this 

suggestion was not heeded by researchers and that the 

number of studies in the behavioral treatment of children's 

fears since that time has been disproportionately smaller 
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than those conducted with adults. In the behavior therapy 

literature with children, five major therapeutic methods 

have been emphasized: 1) systematic desensitization (and 

variations) 2) flooding procedures 3) contingency 

management procedures 4) modeling procedures and 5) self-

control methods. These techniques will be reviewed in the 

following sections. 

Systematic Desensitization 

Procedures involving systematic desensitization and 

its variants constitute the most frequently used methods 

for reducing fears in children and adolescents (Morris & 

Kratochwill, 1983; Morris et al., 1986; Oilendick, 1979). 

These techniques involve the use of Wolpe's (19 5 8) 

inhibitory therapy which is based on the principle of 

reciprocal inhibition. Wolpe defines this as follows: 

If a response antagonistic to anxiety can be made 
to occur in the presence of anxiety-evoking 
stimuli so that it is accompanied by a complete 
or partial suppression of the anxiety responses, 
the bond between these stimuli and the anxiety 
responses will be weakened (Wolpe, 195 8, p. 71). 

Anxiety is most typically inhibited by the treatment 

process and the response which is most frequently 

substituted is relaxation. The process is accomplished by 

exposing the child in small steps to the feared stimulus or 

event as he/she is performing an activity which is 
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antagonistic to fearfulness or anxiety. This gradual 

exposure can be done in real life (iji vivo) or can occur in 

fantasy (through imagery). Lazarus and Rachman (1957) 

utilized this technique in treating a 14 year old boy who 

had a fear of hospitals and ambulances for a duration of 

four years. This phobia developed after a prolonged 

illness and suffering by the boy's mother who had been 

taken from home several times by ambulance and spent over a 

year in hospitals. The desensitization training began with 

teaching the boy to relax. Hierarchies of disturbing 

situations concerning ambulances and hospitals were then 

constructed, ranging from mildly upseting to extremely 

upsetting items. The lowest item in the ambulance 

hierarchy, for example, was an ambulance in a junk yard, 

and the highest item was the image of the boy sitting 

beside the driver in a moving ambulance. The therapist 

then slowly worked up the hierarchy, desensitizing each 

item by relaxation responses. After 10 desensitization 

sessions, the boy was much improved and was able to visit a 

hospital. A four month follow-up revealed that treatment 

effects were maintained. 

Systematic desensitization is typically composed of 

three phases: 1) relaxation training 2) development of a 

fear hierarchy, and 3) systematic desensitization proper 

(Morris & Kratochwill, 1983). Although major reviews of 
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the literature have reported that this technique and its 

variations are among the most common procedures used to 

reduce fears in children and adolescents (see for example 

Graziano et al., 1979; Hatzenbuehler & Schroeder, 197 8; 

Morris & Kratochwill, 1983; Morris et al., 1986; Osborn, 

1986) the authors of these reviews have also noted that in 

comparison to the amount of systematic research conducted 

with adult phobics, relatively little research is available 

on the use of systematic desensitization with children and 

adolescents. In addition, many of the studies utilizing 

this technique have incorporated it into treatment packages 

so that the relative efficacy of systematic 

desensitization, per se, is not known (e.g., Bornstein & 

Knapp; DiNardo & DiNardo, 1981; Giebenhain & O'Dell, 1984; 

Miller et al., 197 2b; Roberts & Gordon, 197 9). 

There have been individual case studies with 

children and adolescents which have described the success 

of desensitization and its variants on such fears as water 

(Weinstein, 1976), loud noises (Wish, Hasazi & Jurgela, 

1973) school phobia (Lazarus, 1960; P. Miller, 197 2; 

Trueman, 1984) , toilet phobia (Walker & Werstlein, 1980) 

and fear of the dark (Kipper, 1980). Because of 

difficulties arising in training children to relax, other 

antagonistic responses have been taught such as play 
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behaviors (Croghan & Musante, 197 5; Kelly, 197 6) and eating 

(Jones, 1924a) . 

Miller (1972) used systematic desensitization to 

treat a 10-year-old male who was afraid to go to school, 

showing extreme anxiety at being separated from his mother 

as well as fearing his own death. Miller found that the 

boy's separation anxiety and school phobia gradually 

decreased during the 11 week treatment but the fear of 

death was not changed. 

Lazarus (1960) treated a "school phobic" 9-year-old 

girl with systematic desensitization. As a result of being 

separated from her mother, the child became enuretic, 

fearful of darkness and had developed severe abdominal 

pains at school which resulted in her mother coming to 

school. After a program of five sessions over a 10 day 

period, enuretic incidents and school related problems 

decreased and a 15 month follow-up revealed a maintenance 

of these improvements. 

Walker and Werstlein (19 80) used _in vivo 

desensitization and reinforcement procedures with a 4-year 

old encopretic male demonstrating a fear of toilets. Using 

a balloon inserted in the rectum to measure degree of 

relaxation, relaxation training took place over a five week 

period (in an office and office bathroom). Results showed 

that progressive muscle relaxation facilitated relaxation 
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of the external sphincter and that the general program of 

in vivo desensitization combined with reinforcement by 

parents for bowel movements in the toilet and elimination 

of punishment for inappropriate toileting successfully 

eliminated the child's toilet phobia. 

Kipper (19 80) demonstrated the efficacy of _in vivo 

desensitization with a 21-year-old male and 13-year-old 

female diagnosed as nyctophobics. Kipper used progressive 

exposure to darkened streets with both the therapist 

present and absent, having the therapist walk away from the 

subjects and vice versa for longer distances and durations. 

He also interjected the use of "attention shifting" whereby 

the subjects focused on objects or ideas other than the 

dark. This was used because it was observed that the older 

subject could accomplish the motoric separation from the 

therapist, however he still demonstrated signs of anxiety 

(sweating palms). The positive effects of desensitization 

in the dark street environment did not generalize to the 

younger subject's fear of sleeping in the dark, thus 

relaxation techniques were utilized along with gradual 

reducement of illumination for this setting. 

Bornstein and Knapp (1981) studied another variation 

of desensitization, "self-control desensitization," with a 

12-year-old boy with separation anxiety, fear of traveling 

in ah auto and fear of becoming ill. With this approach, 
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the desensitization procedure was conceptualized as 

training the client to cope with anxiety. This technique 

is based on the supposition that clients will often be in 

positions where escape from the fearful situation is 

impossible, therefore they must learn how to cope or deal 

with the situation. Bornstein and Knapp ulilized a 

multiple baseline across fears design and three separate 

hierarchies were developed. The subject's parents 

monitored fear-related verbalizations and the boy was never 

instructed to use his newly developed skills beyond areas 

completed as training until after successful completion of 

the hierarchy. Results showed that both fearful 

verbalizations and scores on a fear survey dramatically 

decreased over treatment. One deficit in this study is 

that no other dependent measures were taken such as 

physiological responses or behavioral avoidance 

observations (see, for example, Morris & Kratochwill, 

1983). Specific generalization measures other than effects 

on the fear survey also were not taken. 

DiNardo and DiNardo (1981) used the same technique 

in a case study with a 9-year-old boy with a severe fear of 

contamination. Throughout 14 sessions, treatment consisted 

of relaxation training and concentration on eliminating 

signs of "nervousness." A hierarchy with specific coping 

imagery and self-statements (self-instructions) was 
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employed. Again, the authors noted a significant reduction 

in fear with "behavioral changes" noted at home. Changes 

were maintained at both six month and one year follow-ups. 

Each of the preceding case studies is more clinical 

or descriptive as opposed to rigorously experimental in 

nature. Most of the controlled research as well as many 

case studies have been conducted on adolescents as opposed 

to children (e.g. Kushner, 1965; Ollendick, 1979; Taylor, 

1972). Two well-controlled single subject design 

experiments studying the effects of systematic 

desensitization were conducted by Van Hasselt, Hersen, 

Bellack, and Rosenblum (1979) and Oilendick (1979). The 

first study employed desensitization on an 11-year-old boy 

with fears of blood, taking tests and heights. The 

dependent measures targeted in the study consisted of 

motoric, cognitive and physiological responses. Each fear 

was desensitized separately and results showed that while 

relaxation training did not significantly change any of the 

dependent measures, systematic desensitization was found to 

effect "impressive" changes on all but the physiological 

measure. 

Ollendick (1979) demonstrated the usefulness of 

systematic desensitization on a 16-year-old anorexic male 

who had a fear of gaining weight which involved 

accompanying peer criticism. Using a withdrawal design, 
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Ollendick found that while the desensitization procedure 

was in effect, the subject gained weight and when the 

procedure was absent, weight loss was exhibited. A 

reinstatement of the desensitization resulted in subsequent 

weight gain. After a weight maintenance procedure was 

taught, a follow-up check at 18 months showed weight 

maintenance while at two years the weight had decreased 

slightly. 

In a group study comparing different components of 

the desensitization technique, Kelly (197 6) compared three 

variations involving graded exposure to a feared stimulus 

(darkness) with 40 preschool children. A behavioral 

avoidance test was first administered where the children 

could escape lowering ill laminations and eventually total 

darkness. Children were then randomly assigned to the 

following treatment groups: 1) no treatment control 2) 

play placebo 3) play desensitization 4) play 

desensitization with non-contingent M&M's and 5) play 

desensitization with contingent M&M's. The treatment 

groups received three half hour sessions over a three week 

period and subjective fear was monitored with a "Fear 

Thermometer." In each of the desensitization groups, the 

children were told that they were going to play a game 

similar to the avoidance test given previously. Dolls in a 

dollhouse were used and the child was instructed to press 
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a button if the doll became scared during the lowering of 

room illumination within the dollhouse. During the 

hierarchy presentation, if the "doll" was reported to 

experience fear, another play situation was introduced. 

Kelly found that none of the treatment conditions resulted 

in significant decreases in fear of darkness on either 

behavioral or self-report measures. However, one important 

finding was that there was a significant effect of a 

simple demand manipulation where verbal instructions to 

remain in a dark room dramatically increased dark tolerance 

and was a more powerful influence on both measures than 

three sessions of therapy. No physiological measures were 

taken in this study and no follow-up or generalization 

assessment was conducted. 

There have been a number of studies involving 

systematic desensitization or its variants as part of a 

treatment package for children and adolescents with fears 

(e.g. Giebenhain & O'Dell, 1984; Miller et al., 1972b; 

Morris et al., 1986; Obler & Terwilliger, 1970; Osborn, 

1986). For example, Giebenhain and O'Dell (1984) studied 

the effects of a treatment package developed as a training 

manual for parents with children who are fearful of the 

dark. A multiple baseline across matched subject pairs was 

utilized and the package consisted of desensitization, 

reinforcement and verbal self-control statements. 
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Dependent measures were bedtime illumination, illumination 

during "the game" and self-report on a fear thermometer. 

Each evening the parent and child would practice relaxing 

and repeating a positive self-statement and at bedtime, the 

child set a rheostat at a comfortable level which parents 

recorded. Each morning the child was rewarded for staying 

the whole night in a progressively more dimly lighted room. 

The rule of this game was that the rheostat had to be 

dimmed to one-half the number of the previous night to 

receive the reward. Data revealed that all children were 

sleeping all night with the rheostat set at the criterion 

level or below within two weeks after initiation of 

treatment, without any reported fear. 

Only two controlled studies have been conducted 

comparing systematic desensitization to other psychotherapy 

approaches (Miller, Barrett, Hampe and Noble, 197 2b; 

Sheslow, Bondy, & Nelson, 1983). Miller et al. compared 

the effects of desensitization (or reciprocal inhibition) 

to those of conventional psychotherapy and waiting list 

control conditions on a group of phobic children. The 

desensitization procedure included elements not included in 

the traditional systematic desensitization. It included 

assertiveness training, use of parent support in the 

desensitization sessions as well as in the generation of 

alternative responses to fear and anxiety for the children 
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and altering the home environment to remove fear-promoting 

factors. Procedures for the psychotherapy group included 

having the children discuss their feelings and conflicts 

with an emphasis on the expression and cognitive 

awareness of the preconditions of fear. Parents were also 

asked in this group to alter the home environment. 

Dependent measures in the study included parental ratings 

on the Louisville Behavior Checklist and Louisville Fear 

Survey for Children, and clinician ratings of the intensity 

and extent of each child's fear. No observational data 

were acquired relating to actual fear behavior. 

Results of the study revealed that according to the 

clinicians' ratings, neither treatment method was superior 

to the control condition. However when making age a 

factor, while there were no differences found between 

desensitization and psychotherapy conditions for the 6-10 

year-olds and 11-15 year-olds, there was a significant 

effect for treatment in the 6-10 year-olds with both 

treatment conditions being superior over the control group. 

Results of parental ratings showed that parents with 

children in both treatment groups across ages rated their 

children as significantly improved over parents with 

children in the control group. No significant differences 

were found between treatment groups however. 
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Sheslow, Bondy and Nelson (19 83) compared three 

different treatment strategies to treat a group of 4- and 

5-year-olds fearful of the dark. The treatments consisted 

of 1) principles of desensitization (which they termed 

"graduated exposure") 2) verbal coping skills and 3) coping 

plus exposure. Dependent measures consisted of a 

behavioral avoidance test and self-report (via a fear 

thermometer). The first treatment group mentioned above 

were gradually exposed to a nine step hierarchy of 

decreasing illumination during which time the child and 

experimenter talked, played games and ate cookies (these 

last three activities occurred in all treatment groups). 

The second group discussed the three potential sources of 

fear of the dark (seeing, hearing and pretending) and were 

taught and given the opportunity to practice specific 

coping phrases for each source of fear (e.g. "If we hear 

things in the dark, I know it's just people talking or the 

T.V. I can listen very carefully and know I don't have to 

be afraid because it's just people talking"). The group 

who received the combination of exposure and coping skills 

received similar training as the coping group, however they 

were given the chance to practice their phrases using the 

exposure procedures. 

Results showed that only the two treatment 

conditions that included _in vivo exposure to the dark 
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demonstrated significant increases in dark tolerance. The 

graduated exposure group which received most dark exposure 

demonstrated greater increases in dark tolerance on both 

posttests than did group three (coping + exposure). Verbal 

coping alone did not differ in dark tolerance from the 

control group. Another significant finding was that unlike 

the "high demand vs. low demand" result found by Kelly 

(1976), this study did not find any differences between 

those who were directly instructed to stay in the dark as 

long as possible as opposed to those who were not given the 

instruction. The researchers found that interpretation of 

the self-report data was difficult in that 58% of the 

response choices on the pretest fell within the "not at 

all" and "a little" categories in contrast to the minimal 

behaviorally recorded tolerance for the dark. They 

concluded that self-report measures in 4- to 5-year-olds 

are not congruent with other fear measures. No 

generalization measures or follow-up assessment was 

conducted nor were physiological measures taken. 

Two other forms of desensitization which have been 

used in the literature to treat children's fears are 

emotive imagery and contact desensitization. The first 

procedure was developed by Lazarus and Abramovitz (1962) 

with the purpose of adapting the desensitizing proper phase 

to children, especially those who experience difficulty in 
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following instructions to relax. The second procedure was 

developed by Ritter (1968, 1969a, b) . 

Only a few case studies have been published using 

the emotive imagery technique. For example, Jackson and 

King (1981) utilized it in treating a 5 1/2-year-old boy 

who was afraid of the dark. The boy's hero was Batman and 

the child was told to imagine that Batman had chosen him to 

be a special agent. Four sessions of emotive imagery took 

place and at the conclusion, parental data (recording night 

behavior on a three point scale) indicated that the boy was 

free of night fear episodes and was sleeping through the 

night. Follow-ups at one, two and three month intervals 

revealed a maintenance of results. 

Lazarus and Abramovitz (1962) also used emotive 

imagery to successfully treat individual children who had 

fears of dogs, the dark and school. These studies were 

clinical/descriptive in nature, however. 

Hermecz and Melamed (19 84) examined fearful 

children's capabilities for imagery training in one of the 

most controlled imagery studies to date. They studied 

children with severe dental fears and found that children 

respond to imagery instruction in a manner similar to that 

of adults. 

Contact desensitization involves a combination of 

both desensitization and modeling techniques, where the 
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fearful child is presented with a hierarchy of items in an 

in vivo manner which they are to execute only after 

observing a model perform them appropriately. Following 

the modeled performance, the therapist then assists the 

child in performing the step, encouraging and touching the 

child throughout and praising any degree of progress. 

Morris (1976) has also noted that another critical element 

may be the therapeutic relationship between the client and 

therapist (see, for example, Morris & Magrath, 1983). 

Ritter (1968) compared a contact desensitization 

group and a modeling group to a control group and found 

that both treatments were superior to the control group, 

with the subjects in the contact desensitization group 

improving more than the modeling group. In a later study, 

Ritter (1969) found that contact desensitization was 

superior to contact desensitization without touch. 

Morris and Dolker (in press) examined the relative 

efficacy of the verbal input and touch elements of contact 

desensitization in treating snake phobic children. All 

groups improved at posttest on a behavioral avoidance 

measure. The touch and no touch contact desensitization 

groups were found to be equally effective in reducing 

avoidance behavior and both were superior to the no-

treatment control group. No significant differences were 
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found between groups involving the variations of amount of 

verbal input. 

McReynolds and Morris (1984) used a contact 

desensitization procedure for the treatment of a mentally 

retarded youth with a severe dog phobia. The youth was led 

through a series of steps which included approaching the 

dog, petting, walking, brushing, feeding and stroking it. 

Each step involved modeling by the therapist followed by 

the child being encouraged to perform the steps with 

physical guidance if necessary. The authors found that 

contact desensitization was effective in reducing the 

youth's fear and that the treatment effects generalized to 

other dogs of various sizes and colors as well as to other 

settings. 

Flooding Therapies 

Two other fear reduction techniques that involve 

exposing the child to phobic-relevant stimuli via mental 

images are implosive and flooding therapies. Flooding 

procedures may take place via either imaginal or real life 

experiences, however, implosion necessitates the use of 

imagery. Whereas desensitization requires that the child 

experience minimal levels of anxiety for short amounts of 

time, flooding therapies generally aim at generating 

extremely high levels of anxiety for longer durations. The 
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rationale behind flooding and implosion is based on the two 

factor theory which states that escape from or avoidance of 

the feared stimulus reinforces phobic behavior by 

preventing the fear response. Thus, if the phobic child 

can be induced to remain in the phobic situation through 

the use of imagination in spite of high levels of anxiety, 

extinction will result (Rimm & Masters, 1979). 

While flooding and implosive therapy have common 

elements, there are theoretical and procedural differences 

between them (Rimm & Masters, 1979). Flooding involves 

having the child imagine or actually experience what would 

be the most frightening scene of a desensitization 

hierarchy without having gradually ascended the hierarchy. 

Implosive therapy involves this as well; however, the child 

is also asked to imagine scenes derived from psychoanalytic 

theory. According to the developer of implosive therapy, 

Thomas Stampfl (Stampfl, 1961; Stampfl & Levis, 1967), most 

phobic behaviors result from traumatic learning experiences 

in childhood. Consonant with psychoanalytic theory, such 

early experiences revolve around the themes of rejection, 

aggression, dependency, guilt (Stampfl, 1961). 

There is an obvious concern over the use of these 

techniques with children as well as adults, and their use 

has been questioned especially if other techniques are 
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available (Gelfand, 197 8; Morris, 1986; Morris & 

Kratochwill, 1983; Redd, Porterfield & Anderson, 1979). 

Contingency Management Techniques 

Many fear-reduction studies have included such 

operant procedures as reinforcement, shaping, extinction 

and stimulus fading, all of which are subsumed under the 

classification of contingency management techniques. These 

procedures are derived from the early works of Pavlov, 

Skinner and Watson in that they all stress the causal 

relationship between stimuli and subsequent responses 

(Morris & Kratochwill, 1983). As mentioned earlier, many 

studies have combined these techniques into comprehensive 

treatment packages to reduce certain fears (e.g. Giebenhain 

& O'Dell, 1984; Graziano & Mooney, 1980; Graziano, Mooney, 

Huber & Ignasiak, 1979; Leitenberg & Callahan, 1973; L.C. 

Miller, 1972b). Graziano et al., (1979) and Graziano and 

Mooney (1980) studied the effects of self-control 

instruction training which combined relaxation, imagining 

pleasant scenes, and repeating special bravery phrases with 

a small grouup of children with fears of the dark. 

Reinforcement played an integral part of this study where 

these children were reinforced by their parents with 

"bravery tokens" and praise for practicing their exercises 

each, night as well as for being brave when going to bed and 
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throughout the night. Feedback acquired through self-

monitoring was also provided by having the children record 

the number of tokens earned each night. Results showed 

that the long-standing, highly resistant problems of 

nighttime fears were solved for all families. 

Leitenberg and Callahan (1973) studied the effects 

of graduated exposure, reinforcement for performance gains, 

feedback and an expectancy component with a group of 

children exhibiting fear of darkness and another group with 

fear of heights. The treatment procedure involved 

"reinforced practice" where the experimental group children 

were provided with feedback regarding the exact time they 

spent in a darkened room plus praise, a prize, repeated 

practice during each session and instructions. Results 

revealed that the reinforced practice procedure produced 

significant improvement over the control condition in the 

length of time that the children remained in both a 

partially and completely darkened room. 

Within the literature dealing with children's fear 

of darkness, several studies have utilized contingency 

management as the primary intervention technique. In a 

series of case studies, Kellerman (19 80) used behavior 

analysis to specify the stimuli that elicited, maintained 

and followed anxiety, and incompatible response training 

was used to produce anxiety reduction. Operant 
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reinforcement (consisting of praise and money) for 

appropriate nighttime behavior was utilized to modify 

deviant nocturnal behavior. This behavioral approach was 

found to be effective in eliminating nocturnal anxiety 

within two weeks in three children of differing age levels. 

Follow-up for the subjects ranged from 9-24 months post-

treatment and in each case there was no recurrence of any 

night fears. 

Shaping is another contingency management procedure 

used when children show difficulty approaching a feared 

object or situation despite positive reinforcement for such 

approach. The difficulty in executing approach behavior 

may be due to the fact that the approach behavior is too 

complex to master, involving so many steps that the 

reinforceraent contingency is ineffective (Morris & 

Kratochwill, 1983). Shaping can be used in these instances 

by teaching the child the approach behavior in a series of 

smaller steps with each step approximating the end target 

behavior. This technique has been shown to be effective in 

the treatment of a bus riding phobia (Luiselli, 1977) as 

well as school phobia (Tahmisian & McReynolds, 1971) and 

selective mutism (Rosenbaum & Kellman, 1973). Examples of 

shaping techniques can also be found in contingency 

management packages used in treating fears of the dark 

where the door to a darkened room is gradually closed 
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(e.g. Kipper, 1980) or . the light in a room is gradually 

dimmed (e.g. Giebenhain & O'Dell, 1984). 

Another technique which can be used to elicit 

behavior in situations where it has never occurred is 

through stimulus fading. This procedure is illustrated by 

Wulbert, Nyman, Snow, and Owen (1973) who used it to treat 

an elective mute child by creating a situation where the 

mother was faded out of a room while an unfamiliar adult 

and later classmates were slowly faded into the room. 

Other studies with elective mutes have also employed this 

strategy (e.g. Clayton, 1981; Conrad, Delk & Williams, 

1974). 

One last operant technique which has been used in 

treating children's fears and phobias is extinction. This 

involves removing the reinforcing consequences of the 

fearful behavior. Extinction procedures have been used in 

successfully treating school phobia (e.g. Hersen, 1970), 

selective mutism (Piersel & Kratochwill, 1981) and noise 

phobia (Stableford, 1979). 

Major reviews of the literature dealing with the use 

of contingency management programs designed for fear 

reduction have concluded that there is no overwhelming 

evidence supporting the efficacy of these procedures in 

reducing children's fears (Graziano et al. , 1979; Johnson & 

Melamed, 1979; Morris & Kratochwill, 1983). Existing 
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research is primarily clinical/descriptive in nature rather 

than controlled experimental research and again, many of 

the studies utilize the operant techniques in conjunction 

with other strategies which makes it difficult to ascertain 

the relative benefits the individual components. 

Modeling Procedures 

Modeling procedures have evolved out of the work of 

Bandura.(e.g. Bandura, 1969) and his colleagues (Bandura, 

Grusec & Menlove, 1967; Bandura & Menlove, 196 8; Bandura & 

Walters, 1963). Research on fear reduction in this area 

has been conducted using both single and multiple models 

(e.g. Bandura & Menlove, 1968) and have compared modeling 

alone versus modeling plus graduated contact with models 

and the feared stimulus (Lewis, 1974). Also, studies have 

been done where the model approaches a single fear stimulus 

(Bandura, Blanchard & Ritter, 1969) or graduated variations 

of the fear stimulus (Bandura & Menlove, 196 8). 

Modeling research in the area of fear reduction in 

children has examined such dimensions as symbolic (filmed) 

versus live modeling techniques (e.g. Bandura & Menlove, 

1968? Melamed & Siegel, 1975), the use of peer versus adult 

models (e.g. Kornhaber & Schroeder, 1975) and multiple 

models versus single models (e.g. Bandura & Menlove, 1968). 

The range of fears to which modeling and its variations 
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have been applied is rather limited, with most studies 

dealing with fears of dental/surgical treatment (Melamed & 

Siegel, 1975; Peterson, Schultheis, Ridley-Johnson, Miller 

& Tracy, 1984), animals (Bandura & Menlove, 1968) social 

isolation (O'Conner, 1969) and water (Lewis, 1974). 

Moreover, there is a paucity of generalization or 

maintenance data available from such studies (Graziano et 

al., 1979). Data that are currently available indicate 

that the positive effects of modeling may disappear within 

a few weeks unless reinforced practice is not conducted 

with the observer (Keller & Carlson, 197 4). 

Various modeling components have been found to be 

effective in promoting or enhancing imitation (Johnson & 

Melamed, 1979). Model and subject similarity has been 

shown to be an importent variable; specifically one study 

demonstrated that age similarity was associated with 

greater fear reduction for children (Kornhaber & Schroeder, 

1975). Also, models who demonstrate initial fear of the 

stimulus but who visibly learn to "cope" with their fear 

may be more effective than models who demonstrate no fear 

(Meichenbaum, 1971; Rachman, 1972). 

Another consistent finding within the modeling 

research on fear reduction is that live modeling seems to 

be more effective than symbolic modeling (Graziano et al., 

1979). However, if the symbolic modeling procedure 
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involves such components as multiple trials, multiple 

models and progressively varied fear stimuli, it may be 

equally efficacious (Bandura & Menlove, 1968). 

The fear reduction research using modeling 

techniques suggests that these procedures become more 

powerful as additional components are included (Graziano et 

al., 1979). There is general agreement within the field 

that packages including modeling plus contact 

desensitization (Ritter, 1968) or live modeling combined 

with progressive contact with models and fear stimuli are 

potentially very powerful techniques yet no well-controlled 

experimental research with children has been conducted 

{Graziano et al., 1979). 

One group of well-controlled modeling studies has 

been conducted in an attempt to help children cope with 

normal anxiety-provoking situations such as in preparation 

for surgical or dental treatment. Melamed and Siegel 

(197 5) studied children admitted for surgery who were shown 

either a modeling film or a control movie about a child's 

fishing trip. Dependent measures included behavioral, 

self-report and physiological measures and were taken 

immediatley prior to the film, after the film, the evening 

before the surgery, and at a post-operative follow-up 

visit. The children who viewed the modeling film 

demonstrated significantly less anxiety on all measures. 
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Also, according to parent reports, the control children 

showed significant increases in behavior problems from 

prehospital to post-operative assessment. Such findings 

were not revealed for the modeling children. Melamed and 

her colleagues (e.g. Melamed, Hawes, Hieby & Glick, 1975; 

Melamed, Yurcheson, Fleece, Hutcherson & Hawes, 1978) have 

also studied the use of symbolic modeling in reducing 

children's fear and uncooperativeness during dental 

treatment. They found that the presentation of a filmed 

peer model demonstrating positive coping behavior during a 

dental visit was effective in reducing disruptive behavior 

in children who were visiting a dentist for the first time. 

Self-Control Techniques 

These procedures constitute one of the most recent 

approaches to fear reduction conducted with children, 

adolescents and adults (Graziano et al., 1979; Johnson & 

Melamed, 1979; Prins, 1986). Self-control procedures 

concentrate on instructing a person on how to apply reward 

and punishment contingencies to their own behavior and 

often involve the teaching of self-instructional, 

cognitive, or problem-solving strategies which then lead to 

specific behavioral outcomes (Kanfer, 1980). These 

procedures share the basic assumptions that 1) the 

cognitive processes of the individual play an integral part 
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in behavior change and 2) that the person has the ability 

to regulate his/her own behavior (Meyers & Craighead, 

1984). 

Only a few specific techniques have been developed 

and empirically tested for use with phobic children (e.g. 

Graziano, Mooney, Huber & Ignasiak, 197 9; Kanfer, Karoly & 

Newman, 1975; Peterson & Shigetomi, 1981). Graziano et al. 

(1979) cite this as a major limitation of the field's 

research since many fears, such as fear of the dark, or 

monsters, ghosts and other imaginary events are clearly 

related to cognitive activities. 

Kanfer, Karoly and Newman (197 5) used a self-control 

technique in treating children exhibiting a fear of 

darkness. Specifically they examined the effects of 

different types of verbal controlling responses on darkness 

tolerance. Four and five year old children rehearsed one 

of three verbal-mediation responses. One group rehearsed 

sentences emphasizing the child's control or competence in 

the situation (e.g. "I am a brave girl/boy. I can take 

care of myself"). Another group rehearsed sentences aimed 

at reducing the aversive qualities of darkness (e.g., "The 

dark is a fun place to be "} while a third group rehearsed 

neutral sentences (e.g., "Mary had a little lamb"). The 

researchers found that emphasis on the child's competence 

to deal with the dark resulted in significantly longer 
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tolerance times. Sentences emphasizing the positive 

aspects of the dark had a comparatively smaller effect 

while pretraining with neutral sentences had no appreciable 

effects. No generalization measures were obtained 

comparing laboratory and home environments. 

Sheslow, Bondy and Nelson (19 83) compared verbal 

coping skills, graduated exposure and the combination of 

the two in 32 four and five year olds with fears of 

darkness. They found that only the two treatment 

conditions that included _in vivo exposure to the dark 

demonstrated significant increases in dark tolerance. 

There was a relationship between amount of dark exposure 

and dark tolerance where the group receiving the most 

exposure demonstrated the greatest increases in tolerance. 

Verbal coping skills alone did not differ in dark tolerance 

from the control group. The verbal coping skills taught in 

this study differed from the Kanfer, Karoly and Newman 

study in that this latter study used verbal coping skills 

which emphasized the informational content of the dark as 

opposed to the competency element of the earliet study. 

As in the Kanfer et al. (197 5) study, this experiment did 

not employ either generalization or follow-up measures and 

did not have any measures of physiological activity. 

Peterson and Shigetomi (19 81) compared self-control 

procedures with symbolic modeling techniques with a group 
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of children who were to undergo tonsillectomies. The 

children were assigned to one of five groups with one group 

receiving preoperative information presented by having a 

party four days prior to surgery. Here they were informed 

via a story and use of puppets of the "typical hospital 

stay from admission to discharge." A second group received 

coping procedures where the children received the 

preoperative information plus cue-controlled muscle 

relaxation. A third group received distracting mental 

imagery training (i.e. imagining a quiet, happy scene) and 

comforting self-talk (e.g. "I will be better in a little 

while") while a fourth group was given filmed modeling with 

preoperative information. The last group was given coping 

plus filmed modeling where the children also received a 

hospital tour and spent another 15 minutes eating ice cream 

and cookies after the tour. The results showed that the 

groups receiving the two coping conditions experienced less 

distress during their hospital treatment that those in the 

modeling only or information only groups. Children 

receiving the coping plus modeling procedure were more calm 

and cooperative during procedures than the coping or 

modeling alone conditions. 

As discussed in earlier sections, a few fear studies 

have been conducted utilizing treatment packages which have 

incorporated self-control elements within them (e.g. 
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Giebenhain & O'Dell, 1984; Graziano, Mooney, Huber and 

Ignasiak, 1979). While these have shown success in 

reducing some fears using the total package, the relative 

effects of the self-control procedures themselves is 

difficult to determine. Jakibchuk and Smeriglio (197 6) 

discuss the use of self-control mechanisms, specifically 

self-speech, in treatment strategies such as symbolic 

modeling. They suggest that a first-person self-speech 

narrative would be an effective accompanyment to a modeling 

film. Graziano et al., (197 9) interpret this as suggesting 

that children's own verbal self-instructions, regardless of 

the medium through which they are taught (i.e., via film, 

verbal or pictorial images or through direct instruction of 

sentences), dealing with how to successfully cope with fear 

stimuli, are a vital component of successful interventions. 

However, at this point, there is not an adequate data base 

on which to form conclusions. 

The paucity of well-controlled research on the use 

of self-control procedures with fearful children renders 

this area fertile for future investigation. Testing 

generalization and maintenance of the results as well as 

gathering data on differing behavioral responses is needed. 

Morris & Kratochwill (1983) view the self-control area as 

in need of more research resembling Kanfer et al. (197 5) to 

determine if a "pure" self-control approach is viable with 
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fearful children and under what conditions and with which 

fears. If results reveal the procedure to be inviable, 

then other techniques combined with self-control may be 

added as in the studies by Graziano et al• (1979, 1980). 

Comparison Studies 

To date there are very few well-controlled studies 

which c.ompare the most successful variations of established 

fear reduction techniques with children. Most of the 

existing studies have concentrated on exploring the basic 

components of individual therapeutic procedures. Miller et 

al. (1972b), as mentioned earlier, conducted one of the 

earliest comparison studies including traditional 

psychotherapeutic techniques with reciprocal inhibition 

procedures. Mann and Rosenthal (1969) and Mann (1972) 

compared direct and vicarious desensitization procedures 

with test-anxious students. The results, revealing that 

vicarious desensitization was superior, have been 

interpreted as supporting the efficacy of symbolic modeling 

rather than desensitization itself (Graziano et al., 1979). 

Bandura, Blanchard and Ritter (1969) compared 

systematic desensitization, contact desensitization, live 

modeling and symbolic modeling with a group of snake phobic 

adolescents and adults. Their results indicated that all 

treatments led to significant fear reduction, however the 
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contact desensitization was deemed the most powerful 

technique. 

Sheslow et al. (1983) compared the effects of 

graduated exposure, verbal coping and the combination of 

exposure and coping with a group of children with fears of 

the dark. This study marks one of the first studies which 

specifically compared self-control techniques with other 

procedures. 

In summary, there is a paucity of research comparing 

the efficacy of individual treatment strategies. While 

there is evidence that certain techniques are effective 

with some fears, there is little information regarding 

which procedure eliminates fears in children most rapidly 

and with the greatest generalization across settings. 



CHAPTER 3 

METHOD 

The following sections describe the methodological 

components of the present study. Included in this section 

are descriptions of the participants, experimenter, 

dependent measures, procedures and treatments which were 

utilized. 

Participants 

Twelve children between the ages of 4 1/2 and 7 

years of age were chosen from a group of 45 children whose 

parents responded to advertisements placed in local Tucson, 

Arizona newspapers and broadcast over local radio stations 

or to announcements posted at local day care centers (see 

Appendix A). In addition, one school district gave 

permission for flyers to be sent home with all 

kindergarten, first and second grade students. The sample 

of children included in the study all met the following 

criteria based on telephone and clinic interviews (see 

Appendix B and C for interview format): 1) fear of the 

dark was the primary behavior problem; 2) the fear had 

persisted at least 3 months; 3) parent and child rated the 

59 
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fear as serious and disruptive; 4) parents had attempted to 

reason with the child about his/her fear for at least six 

weeks; 5) the child could not remain in a darkened 

laboratory setting for at least one minute; and, 6) the 

child had never received Adaptive Education services at 

school as a mentally handicapped child. 

Three of the initial 12 children who met the 

screening criteria had to be later discontinued from formal 

treatment due to a substantial improvement during their 

baseline performance (both at home and in the clinic 

laboratory setting) within the first two weeks of the 

project. Although these three subjects were deleted from 

the study, they were continued to be seen in the clinic 

once a week for monitoring. 

With regard to ethnicity, eight children were 

Caucasian and one was Hispanic. Seven of the children came 

from two parent homes while the remaining two lived with 

their mothers. Four of the children were "only" children, 

three were the oldest and one was the youngest child (see 

individual profiles in Appendix D). The socioeconomic 

status of each family in the study can be best summarized 

as being middle class. 

Seven of the nine sets of parents reported that 

their child's fear of the dark had persisted for more than 
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two years, while one set of parents estimated that their 

child's fear had been present for 1-2 years. Only one 

parent stated that her child's fear had been apparent for 

3-6 months. All parents rated their child's fear as 7 or 

more on a 10 point severity rating scale with a mean score 

of 8. 

Seven children had a history of sleeping with their 

parents for 1-2 years, with four of them consistently doing 

this on almost a nightly.basis. 

Therapist/Experimenter 

The primary experimenter was the present author who 

is a doctoral student in the school psychology program at 

The University of Arizona, College of Education, and has 

been a practicing certified school psychologist for three 

and one-half years. Her experience includes the treatment 

of children ages 5 through 10 years who have various 

behavioral and/or learning difficulties. 

Apparatus and Equipment 

In order to obtain the data for the physiological 

measure (heart rate), a Pulseminder Model 771H {Computer 

Instruments Corporation) was used. A sensor clip was 

attached to the child's earlobe and a 15 second period was 

required for equilibration of the instrument. 
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The modeling films which were shown to one of the 

treatment groups were taped in the clinic setting under low 

light (using Fuji super HG 246m/807' FHS tape) to give the 

impression that the models were in darkness. The tapes 

were then shown on a 12 inch black and white monitor using 

a Toshiba M-5010 video cassette recorder. 

Dependent Measures 

The dependent measures for the present study address 

the "triple mode response" system advocated by various 

writers in the field {e.g. Cone, 1979; Johnson & Melamed, 

1979; Kratochwill & Morris, 1985; Morris & Kratochwill, 

1983). 

Louisville Fear Survey For Children (LFSC) (Miller et 

al., 1972a). This is a fear rating scale consisting of 

over 100 fears which was completed by the parents. The 

parents rated each fear on a scale from one to five (see 

Appendix E). Only the four fears related to the dark and 

bedtime were examined. The fears were #5 (going to sleep 

at night), #18 (being in the dark), #7 6 (nightmares) and 

#95 (sleeping alone). 

Fear Thermometer for the Child (FT-C) (Barrios et 

al., 1981). This measure required the child to rate 

his/her degree of fear during the experimental sessions. 

The child was presented with a series of five pictures of 

faces with varying expressions of fearfulness and 
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corresponding words such as "Not Afraid At All", "A Little 

Afraid", "Pretty Afraid" and "Very Much Afraid," and really 

scared. The pictures were color coded corresponding to the 

degree of fear (e.g., the face on a red card was most 

fearful while the face on a blue card was least fearful; 

see Appendix F). He/she was then asked to choose the face 

which best illustrated the degree of fear experienced 

during each session. Prior to administering the FT-C, the 

meanings of the faces were reviewed with each child. 

Fear Thermometer for the Parent (FT-P). Parents 

used this measure to augment the behavioral observation 

procedures used at home each evening (see Appendix G). 

They rated the degree of fearfulness exhibited by the child 

every evening immediately following the fearful episode. 

The FT-P scale is a five point rating scale, with one being 

"No Fear" and five being "Extremely Fearful." The use of 

the FT-P provided information as to the parents' impression 

of the degree of severity of their child's fear observed in 

the home. 

Behavioral Avoidance Test (BAT) (Lang & Lazovik, 

1963). This direct observational strategy was utilized in 

th clinic setting to determine the amount of time the child 

could remain in a dark bedroom-like setting in the clinic 

laboratory. The child with his/her pillow and toy was 

escorted to the setting and instructed to remain in the 
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unlighted room for as long as possible. The child was 

given an acclimation period prior to this darkness phase in 

order to familiarize him/her with the room itself. A 

stopwatch was then used to calculate the number of seconds 

the child remained in the dark room alone, providing a 

measure of duration. 

Physiological measure. This measure was utilized in 

conjunction with the BAT and involved a measure of heart 

rate. The instrument equilibrated using the sensor clip on 

the child's earlobe and following this period, five 

measures were recorded five seconds apart and an average of 

these measures was used as a measure of heart rate. An 

average was used due to the variability experienced with 

the instrument. 

Parent observations; social validation measures. 

All parents involved in the study were instructed in 

monitoring their respective child's fearful behavior at 

home. They completed a data sheet every night throughout 

the study which included such information as the date, 

whether or not a nighttime disruption occurred, the 

duration of the disruption, how the parents reacted to the 

disruption, whether the child slept with the parents, a FT-

P rating, and whether or not the parent had to return the 

child to bed (see Appendix G). 
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Procedure 

A multiple baseline across subjects design (e.g., 

Barlow & Hersen, 1984; Kazdin, 1982) was utilized in the 

present study with a follow-up assessment conducted one and 

two months following the last treatment session. 

Initial assessment; Screening and problem 

identif ication. Those parents who responded to the 

advertisements or flyers announcing the project were 

interviewed by phone' to determine the severity of their 

respective child's fear. If the child's fear existed for 

at least three months, was rated by the parent(s) to be at 

least 6 (out of 10) on the FT-P and at least three actions 

to deal with the fear had been attempted by the parents, 

then the parents were invited to attend a more intensive 

problem identification interview (PII) (Bergan, 1977; see 

Appendix C) at the clinic. The actions tried by the 

parents at home included the following (with #5 being 

required): 

1. Use of a night light 

2. Use of a stuffed animal, doll, etc. 

3. Sleeping with child in his/her room 

4. Child sleeping with parent in parental bedroom 

5. Reasoning with the child about the fear for at 

least six weeks 

6. Spanking or other disciplinary action 
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7. Use of rituals such as checking under beds, in 

closets, etc. 

8. Use of reward systems, charts, etc. 

9. Requested advice from other professionals 

To prepare for the clinic interview, parents were 

instructed to bring their child to the clinic with his/her 

pillow as well as a favorite toy that is usually found in 

his/her bedroom at night. At this session, parental 

informed consent was obtained (see Appendix H). Following 

the clinic interview, each child meeting the above criteria 

was randomly assigned to one of three treatment conditions 

described below. 

Baseline. The baseline period for the first subject 

in each condition comprised the first three sessions 

conducted approximately 3-5 days apart. Consistent with 

Barlow and Hersen (1984) and Kazdin (1982), baseline 

sessions for the second and third subjects in each 

condition lasted for 7 to 11 sessions, with the sessions 

occurring 3-5 days apart. 

The first baseline session for each subject began 

with procedures to ensure that the child met the criteria 

necessary for inclusion in the study. The PII was 

conducted at this time, with the purpose of this interview 

being to make sure that "fear of the dark" was the primary 

problem rather than other behavioral disturbances such as 



67 

separation anxiety, nightmares, or night terrors (the 

individual case profiles that are based on the PII appear 

in Appendix D). The LFSC was also completed by parents 

during this first session in order to obtain more 

information concerning the type, number and degree of each 

individual child's fears. 

Following the PII, the child was then taken to the 

simulated bedroom setting in the clinic where the BAT was 

administered. This setting contained a desk and two 

chairs, a comfortable cot, and a nightstand. On top of the 

nightstand was a lamp with a dimmer switch connected to the 

power cord in order to regulate wattage from 0 to 100 

watts. It was in this laboratory setting that the three 

mode dependent measures for the child were obtained. High 

demand verbal instructions (e.g., Kelly, 1976; Sheslow, 

Bondy & Nelson, 1983) were given to all the children, 

telling them to remain in the room as long as possible. 

The same procedure was conducted during each clinic 

session. 

Following the high demand verbal instructions to 

remain in the room as long as possible, the child was given 

a small "magic" bell that could be used when he/she became 

too scared in the dark. The child was told that when the 

bell was rung, the therapist would return and illuminate 

the room. The child was then asked to place a little 
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sensor clip on his/her ear to measure how fast his/her 

heart was beating. Immediately following the end of the 

session, each child was administered the FT-C. If a child 

could stay in the dark room for more than one minute, 

he/she was excluded from the remainder of the study. 

In addition to administering the PII and baseline 

measures during the first baseline session, parents of the 

target children were also trained in home observational 

procedures. Specifically, each parent was instructed in 

how to complete the nightly home observational sheet (see 

Dependent Measures section). The parents were also told 

that starting with the first home observation, no child was 

to be allowed to sleep with his/her parents and was to 

sleep in his/her own room by himself/herself. 

Treatment. Each child in the three experimental 

conditions was seen in the clinic laboratory for 3 0 minutes 

twice a week for a period of seven weeks. Parents were not 

told at what point in time their child's formal treatment 

was to be initiated. Treatment for Subject 1 in each 

condition began at Session 4, and treatment for Subjects 2 

and 3 were begun at Sessions 8 and 12, respectively. This 

resulted in each subject receiving two weeks of treatment 

before the next subject in the condition began treatment. 

This amount of time was designated in order to provide 

sufficient data points to enable a valid interpretation of 
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the findings (e.g., Hersen & Barlow, 1976). No more than 

two weeks was scheduled due to the fact that the treatments 

utilized in this study have been shown in the literature to 

render rapid positive behavioral changes on targeted 

childhood fears (Morris & Kratochwill, 1983, 1985). 

Starting with session six, for all participants, 

small toys were given to the children to reward them for 

coming to the clinic. No connection between clinic 

performance and the reward was made by the therapist at any 

time during the study. (The rewards were given because it 

was reported by a few parents that their children were 

complaining of having to come to the clinic so frequently 

and the therapist noted the display of behaviors indicating 

boredom, especially those children undergoing the extended 

baseline activity). 

During the final treatment session for each subject, 

the LFSC was again administered to each parent or set of 

parents. 

In the symbolic modeling condition (SM), the 

children viewed three modeling films showing a boy and two 

girl models separately entering the simulated bedroom in 

the clinic, with the therapist instructing them to lie down 

and stay in the dark room as long as possible (see script 

in Appendix I). Multiple models were used due to the 

conclusions of past research that suggest that symbolic 
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modeling is as effective as live modeling when more than 

one model and multiple trials are used (Bandura & Menlove, 

1968; Morris & Kratochwill, 1983). The ages of the models 

were within the age range of the subjects and they had 

their pillows and toys within view. The order of the 

modeled presentation was randomized for all subjects. The 

coping modeling procedure that was utilized is consistent 

with that of Ginther and Roberts (1982) and Kornhaber and 

Schroeder (1975). Each model initially demonstrated 

fearful behavior. They discussed their fear aloud in a 

soliloquy-like fashion as well as their desire to escape 

the bedroom setting. They also commented on how they felt 

physiologically as well as their thoughts concerning the 

darkness. Gradually, they began to demonstrate coping 

behavior where they discussed their own ability and 

confidence in dealing with darkness and verbalized good 

thoughts about the dark such as: "The dark is a fun place 

to be", "Watching movies in the dark is fun and I'm not 

scared then". Following the viewing of the modeling film, 

the child was asked to review what he/she saw in the film 

to ensure his/her comprehension. This structured review 

phase consisted of a series of questions posed to the child 

covering the major points in the film (see Appendix J). 

In the self-instruction training (SI) condition, 

each child met with the therapist during which time he/she 
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learned "special words" (adapted from Kanfer et al., 1975) 

such as "I am a brave boy/girl"; "I can take care of rrr/self 

in the dark" (see script in Appendix K). Following 

Meichenbaum and Goodman (1971) and Meichenbaum1s (1986) 

self-instructional training program, each child learned to 

regulate his/her actions through audible self-talk where 

the overt statements then become covert. While learning 

these phrases, each child was in the simulated bedroom 

setting lying on the bed in a relaxed position. 

The first step in the SI condition consisted of the 

therapist (in the hallway) discussing the ways in which the 

darkened laboratory setting resembled the child's room at 

home. In addition, the act of becoming fearful in these 

settings was discussed, reviewing how the child knew when 

he/she was afraid. Next, the child was told that he/she 

could talk to him/herself to help stop his/her fear. 

Finally, the therapist discussed under what conditions this 

"self-talk" could prove useful (e.g., when lying in bed, 

entering a dark room, going down a dark hallway, etc.) 

Following this introductory dialogue between 

therapist and child, the actual self-statements were taught 

in the laboratory bedroom setting. These statements 

focused on detecting the problem (feeling frightened), 

actions and thoughts the child could do to deal with the 

feelings, and self-evaluative and reinforcing statements 
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the child could make. The first step in the actual self-

statement instruction involved the therapist modeling each 

statement aloud with the child immediately imitating it 

three times. After the child learned a statement, the next 

statement was modeled and the child repeated both the 

previously learned and new statements together. This 

procedure continued until all statements were learned. 

Step 2 involved having the child, now having learned all 

thfe statements, whisper each aloud. Mistakes in sentences 

were corrected by the therapist and cues were given if one 

was forgotten. Step 3 involved instructing the child to 

repeat statements covertly to himself/herself. 

The contact desensi tization (CD) condition followed 

the procedure described by Morris & Kratochwill (1983). 

First the therapist provided information about the darkened 

room while both of them were approaching it, and the 

therapist gave reassurance that the child would be 

successful. A 31 step hierarchy was developed for all 

children (see Appendix L) in this condition which begins 

with initially walking to the simulated bedroom door with 

the therapist and ends with the child spending at least 

three minutes in the room in total darkness by him/herself. 

Intervening steps included such behaviors as standing at 

the door of the room, entering the totally lighted room and 

remaining standing, approaching the bed, sitting on the 
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bed, lying on the bed and finally the gradual fading of the 

illumination with the accompanying gradual fading of the 

therapist. If a child reported anxiety (holding up a red 

card) during the time, the therapist repeated the 

particular step. With the successful completion of the 

step, the therapist verbally praised the child and stated 

what the child had just completed. If the child continued 

to fail a particular step, it was repeated as many times as 

necessary until the child reported no anxiety regarding 

that step. 

Follow-up Assessment 

Two follow-up assessments were scheduled to take 

place one and two months following the last treatment 

session for each subject. At that time, the BAT was 

administered with its accompanying physiological and self-

report measures. Parents were called one week in advance 

to set up the appointment at which time they were asked to 

begin collecting observational data for the week prior to 

the follow-up session. 

Debriefing Session 

Upon the completion of the follow-up period, parents 

were informed of the results of the study. They were given 

the option of either meeting to discuss the results with or 

without other parents in the study or receiving a written 
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synopsis of the study's results. In addition, if the 

treatment method that their child received failed to show 

demonstrable results, one of the other treatments shown to 

be effective was offered to the parents. 

Data Analysis 

Data from all direct and indirect measures have been 

either graphically displayed or placed in tables. The 

duration data from the BAT and the physiological measure 

were the only results which have been evaluated via a time 

series analysis (Tryon, 1982) . Only these data were 

statistically analyzed because inferences about the effects 

on the other dependent measures could be readily drawn 

through visual inspection. It has been noted elsewhere 

(Kazdin, 1984) that statistical analyses in such situations 

may not add an increment of useful information unless a 

specific question arises about a particular facet of the 

data at a specific point in time. 

Duration data have been graphed, placed in tables 

and statistically analyzed. The C statistic (e.g., Tryon, 

1982) was employed due to its ability to analyze only a 

limited number of data points -- a characteristic not found 

in most time series analysis. It is viewed as a rather 

straight-forward procedure to quantitatively evaluate the 

presence of changes due to treatment interventions in 

serially dependent time-series data (Tryon, 1982). 
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According to Tryon (1984), this statistical procedure is 

sensitive to changes in slope and intercept when the 

treatment series is appended to the baseline series and the 

aggregate series is evaluated. However the C statistic is 

not a measure of the size of a treatment effect; rather it 

evaluates the probability that the time series.is random. 

The main logical question which the C statistic answers is 

whether or not the series contains any trends, i.e., any 

reliable, systematic departures from random variations 

(Tryon, 1982, 1984). 

The C statistic was used to first determine whether 

the baselines were stable for each subject. If a stable 

baseline was determined, the aggregate baseline plus 

treatment was tested. If a trend in baseline was 

evidenced, the C statistic was used to compare baseline and 

treatment data to determine whether the trend in baseline 

continued. This latter usage of C has been noted to be a 

less powerful test, however (Tryon, 1982). Due to the 

decrease in power of this latter procedure, curve-fitting 

procedures using the method of least squares were also used 

as recommended by Tryon (1982). Curve-fitting procedures 

were also conducted on the self-report data to aid in 

visual inspection. 
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The C statistic and its standard error was computed 

as follows: 

C = 1 -

K-1 
~ (X1-X1+1)2 

1•1 

\ f N-2 
8 c = V(N+l) (N-1) 

Young (1941) has demonstrated that the ratio of C to 

its standard error is the Z statistic 

which is normally distributed for time series containing 25 

or more data point values. However, the deviation from 

normality is not significant even for time series 

containing only eight data points (Tryon, 1982). A .01 

level of significance was chosen as the criterion value to 

reject the null hypothesis. This choice of significance 

level was made due to the small number of subjects per 

condition (the minimum number of data points for the use of 

the C statistic) and the relatively small number of data 

points per subject during baseline which then could affect 

variability. To control for these factors, a .01 level was 

designated. 



CHAPTER 4 

RESULTS 

This chapter will summarize the results of the 

data obtained from the present study. The results are 

based on the dependent measures utilized in both the clinic 

and home settings. 

CIinic Setting; Behavioral Avoidance Test (BAT) 

The duration data obtained from the BAT are 

graphically presented in Figures 1-3. The actual numerical 

values by condition are found in Table 1. 

Of the 31 steps on the BAT, all children during 

baseline were able to complete at least step # 18 

(described as the child lying on the bed for 3 0 seconds in 

darkness with the therapist outside the door with the door 

halfway closed). Six children could not progress past this 

point at the end of the first treatment session. Three 

participants (CDl, CD2, SMI) could not have the clinic door 

completely closed until session 4, and one child (SI3) 

required a partially open door through session 11. Another 

participant (SM3) was inconsistent in requiring the clinic 

door to be partially open, i.e., requesting that it be 

partially open during sessions 1, 3, 4, 7, 8, 9, and 10. 
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Table 1. Duration data: Number of seconds in dark (BAT). 

Sessions 

Condition 1 2 3 4 5 6 7 8 9 10 11 12 13 14 FU FU 

SI 0 0 0 17 29 36 40 49 55 64 240 188 110 82 101 252 
S2 0 19 18 48 25 9 16 65 103 79 101 79 134 65 35 -

S3 0 20 0 0 81 32 0 0 0 0 53 87 75 90 — 
— 

SI 0 0 0 33 38 41 68 176 90 175 173 194 203 144 210 _ 

S2 0 0 0 16 17 29 26 37 161 38 89 122 114 109 89 103 
S3 0 27 24 27 31 27 47 40 41 49 44 195 137 95 — 75 

SI 21 39 14 37 42 32 49 35 22 36 81 61 67 48 65 93 
S2 10 19 18 29 75 170 195 456 384 627 531 534 516 776 713 781 
S3 0 0 0 0 0 0 0 0 0 0 0 15 20 15 - -
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The data in Figure 1 for the symbolic modeling (SM) 

subjects suggest that a change in duration was observed at 

the point of initial intervention for SI and S2, while the 

spikes at sessions 5, 6, and 11 for S3 make visual 

interpretation of the data difficult. No C analysis was 

performed with SI due to the lack of an insufficient number 

of data points. An analysis of an overall trend for the 

combined treatment and baseline data revealed a significant 

trend for this child, C= .69, z= 2.7 6, £< .01. Similar 

results were obtained for S2 in this treatment condition, 

namely, no significant trend during baseline, C= .19, 

£= .59, £> .05, but a significant trend was found for the 

combined baseline and treatment data, C= .65, z= 2.60, 

£< .01. Although a visual analysis of the duration data for 

S3 in this condition was difficult due to a possible 

unstable baseline, the time series analysis revealed that 

the baseline data did not contain a significant trend, 

C= .11, z= .41, jg> .05, yet overall aggregate analysis of 

the baseline and treatment data showed a significant trend, 

C= .59, z= 2.36, £< .01. 

A visual inspection of the duration data in Figure 2 

for the self-instructional (SI) subjects suggests that no 

baseline trends occurred for SI and S3 while a trend did 

exist in the baseline data of S2. Visually, it is 
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difficult to determine whether overall trends (baseline and 

intervention) are exhibited for the three subjects in this 

condition. A C analysis for the baseline data of SI could 

not be performed due to insufficient data points (Tryon, 

1982). An analysis for an overall trend yielded no 

significant trend, C= .41, js= 1.64, JD> .01. A C analysis 

of the baseline data of S2 resulted in a significant trend 

in baseline, C= .84, z= 2.62, £< .01. A comparison 

analysis between baseline and treatment was also not 

significant, C= .11, z= .44, JD> .01. This indicates that 

the trend in intervention did not significantly depart from 

the baseline trend. The analysis of the baseline data for 

S3 was not computed due to the lack of variability in 

baseline with 0 seconds spent in the dark throughout the 

baseline phase. A C analysis for an overall trend resulted 

in significance, C= .80, z= 2.96, 2 < .01. 

A visual inspection of Figure 3 for the contact 

desensitization (CD) subjects appears to indicate a slight 

positive increase in slope in the baseline performance of 

S2 and S3 with no trend in baseline for SI. Moreover, a 

change in duration between baseline and intervention 

appears to occur for all three subjects. A C analysis 

revealed significant trends in baseline for S2 (C= .79, z= 

2.47, £< .01) and S3 (C= .67, z= 2.48, JD< .01) ; however, no 

C analysis was performed on the data for SI due to the lack 



84 

of sufficient data points. A statistical analysis for 

overall trends resulted in a significant C for SI (C= .80, 

z= 3.20, p< .01) and a significant C score (using the 

variation of the C statistic as suggested by Tryon, 1982) 

at .05 level for S2 (C= .54, z= 2.16, £>< .05. Data for S3 

was not evaluated due to 1) the trend detected in baseline 

and 2) the lack of sufficient data points during 

intervention to employ Tryon's C variation. 

Although no subject in any condition completed the 

31 step BAT hierarchy by the end of the study, one subject 

in the SM condition completed the hierarchy to step 25, 

another completed the hierarchy to step 24, and a third 

subject completed it to step 23. Of the subjects in the SI 

condition, one subject reached step 30, one reached step 23 

while the third subject completed step 19. Within the CD 

condition, all three children successfully completed the 

hierarchy through step 25. 

With regard to the follow-up data that are available 

for the subjects in each of the conditions, it can be seen 

from Figures 1-4 that most subjects1 performances were 

similar to their respective performance during the 

intervention part of the study—with the exception of 

subjects CD3 and SM2 whose follow-up scores decreased to 

approximately baseline level. 
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CIinic Setting: Physiological Measure 

Heart rate measures were graphed for all 

participants and can be found in Figures 4-6. Actual 

numerical values are listed in Table 2. All of the 

participants' heart rates fluctuated between approximately 

80 and 100 beats per minute throughout the study. A visual 

analysis of the graphed data indicate that no change in 

heart rate was indicated at the point of intervention or at 

follow-up for any subject. This was verified statistically 

through the use of the C statistic (Tryon, 1982), where no 

C achieved significance except for the first subject in the 

SI group who showed a significant upward trend in heart 

rate, with C= .70, z= 2.8, p< .01. Since it was not 

possible to test for a significant baseline trend for this 

subject due to the limited number of data points (Tryon, 

1982), it cannot be concluded that the significant trend 

began at the initiation of treatment. 

CIinic Setting: Child Self-Report (FT-C) 

The fear ratings which the children made in the 

clinic are graphically represented in Figures 7-9. Due to 

the lack of visible change between baseline and 

intervention phases for all subjects as well as a lack of 

sufficient range of data values, no formal statistical 

analyses were performed; however curve-fitting procedures 
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Table. 2. Mean number of heart beats per minute. 

Sessions 

Condition 1 2 3 4 5 6 7 8 9 10 11 12 13 14 FU FU 

SI 83 90 111 93 99 88 102 104 113 80 92 110 88 97 99 89 
S2 92 80 94 68 77 87 81 90 95 91 96 84 89 86 78 -

S3 81 92 80 98 90 83 93 88 88 95 96 75 110 90 — 
— 

SI 64 92 88 67 94 108 109 91 127 94 107 99 98 108 99 
S2 1 86 92 94 93 97 94 96 87 99 90 88 101 84 99 92 
S3 85 90 111 91 85 94 83 82 91 90 90 98 99 98 — 86 

SI 64 67 65 82 86 88 80 84 78 84 95 93 83 91 79 96 
S2 84 98 94 80 95 77 83 67 80 77 73 76 72 75 84 81 
S3 69 101 84 67 79 81 96 87 87 85 93 81 93 96 - -

CO 
\D 



c..'J 
z 
H 
E-i 
~ 
p:; 

:· -r 

2 

0 

+ 

3 

2 

0 

:, ' 

2 

Ba.seli.n~ 
I 

Intervention Follow-up 

:,-(O)x + 1.33 

\1 
t 

I 

I /r'\ j\ '\ 
I \ / _ \ / j,.. c;.os>x + 1.66 ,r v ~ &=--0 -

I a 8 

I 

1-

:,- (O)x + 1. 00 

' B 8 

., 

B B B 

1" (O)x + 1,00 --

0 

a 

04-~-.--.--,---,,--,,---,--.,---,--,--.---,--,r-..--..---.--,--.--: 
l 2 3 4 5 6 7 8 9 10 11 I 12 13 14 'FU1 Fu2 

SESSIONS 

90 

Sl 

S2 

S3 

Figure 7. Self-Report Scores: Symbolic Modeling Condition. 



2 

0 I 
=· -

I 

,4. 

3 

0 z 
H 2 
E:-; 

~ 

2 

Figure 8. 

I f 

I_ -

4 5 

= ;- -::ervention Follow-up 

-

I .. il 

Y- (O)x + 1.00 

Iii 9 Iii Iii il 

--, 

I 
y- (O)x + 2. 33 

I 

I 1 /\ 
1A 
I ci b 
I 
I 

, I 

9 10 11 12 13 14 

Cl 

Cl 

Cl Cl 

91 

51 

52 

53 

Self-Report Scores: Self-Instructional Condition. 



I ~, Bc .. ..:o- _.:__ 

I 
=:ntervention Follow-up 

I y- (l)x + 0 1 

I 

.Jl, r 
/ I \ y-(O)x + 1.82 

p I I I~ ~ 

I :J Li 

Cl 

2 

0 ... I 

3 

I r lr (-.52)x + 5.52 

~ Cl 

: /\ ~ '·"'·. '" 1J--r.\~ 
I I 

G--0 Cl I 

I 

oL-~-.---.---r--,--,--,-1--,-,-,--r-.--r--.-r-r---r--r~ 
I_ 

y- (O)x + I. 00 I Y- (O)z + 1.00 

~--<ga...-~g_..;g,-.1gg....~g-..ig;,.-~g-iig,-.19a-~Bla--e--e 

) 4 a 9 10 11 12 13 14 

D 

Sl 

S2 

S3 

Figure 9. 
SESSIONS 

Self-Report Scores: 
Condition. 

Contact Desensitization 

92 



93 

were conducted to aid an analysis. Little change was 

observed in most children across their respective baseline 

and intervention phases. Seventy-eight percent of the 

children rated their degree of fear as 3 ("pretty afraid") 

or below during baseline so the initial subjective level of 

fear was not high. One subject (S2) in the contact 

desensitization group did appear to decrease his rating 

between phases; however, the decrease occurred prior to 

intervention and fluctuated during treatment. 

In summary, the direct fear measures obtained in the 

clinic setting revealed that the duration data demonstrated 

significant changes between baseline and intervention 

phases. Some subjects in each of the conditions showed 

these changes. Specifically, 100% of the subjects in the 

SM condition showed significant changes, whereas one of the 

three of the subjects in the SI condition and one of the 

three of the children in the CD condition showed 

significant changes. The heart rate and self-report 

measures failed to show any major changes between baseline 

and treatment phases, nor did they change appreciably.at 

follow-up. 

Home Setting; Frequency of Waking 

The data on the frequency of waking is presented in 

Figures 10-12. A great deal of variability was observed in 

many subjects' nightly wakings throughout the study. Four 
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of the subjects (CD2, CD3, SM2, SM3) had a relatively low 

frequency of nightly wakings throughout baseline and 

treatment. Five children (CD1, SMI, SI1, SI2, SI3), on the 

other hand, showed a relatively high frequency of nightly 

wakings during baseline with little change observed during 

their treatment phase. Follow-up data on these children 

were consistent with the intervention phase data except for 

SMI whose follow-up data showed improvement over the two 

previous phases. The children who had a low frequency of 

nightly wakings during baseline continued this trend at 

follow-up. 

Home Setting: Percentage of Nights 
Sleeping With Parents 

The number of nights that each child slept with 

his/her parents was computed, averaged for each week and 

plotted on graphs in Figures 13-15. All but two subjects 

(CD2, SM2) slept with their parent(s) at some point during 

the study. Of these subjects, only two children (SMI, SI1) 

demonstrated a substantial reduction in this behavior after 

intervention. The other children exhibited a high level of 

variability in one or both phases of the study, making it 

difficult to draw any firm conclusions on the impact of the 

respective treatment procedures on this behavior. 

Follow-up data were available on seven subjects--two 

from- the SM condition, two from the SI condition and three 
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from the CD group. Of the available follow-up data, all 

three of the SM children were sleeping without their 

parents each night, one of the two SI subjects were 

sleeping without their parents, and two and three CD 

subjects were sleeping without their parents. 

Home Setting; Frequency of Returning 
Child To Bed 

The frequency of returning each child to bed has 

been graphed in Figures 16-18. No demonstrable treatment 

effects can be observed for any subject in any condition. 

These graphs must be compared to those in Figures 13-15 

showing the percentage of nights the child slept with 

parent(s) because the number of returns is affected by 

whether or not the child was allowed to remain with a 

parent(s). For example, a child may have warranted one or 

several returns to bed; however, his/her parents allowed 

him/her to remain with them during the night. Thus, a low 

frequency of returns may or may not indicate a nightly 

disturbance. 

Within the CD group, SI had the most difficulty in 

this category, while S2 and S3 habitually remained in bed. 

Within the SM group, the number of returns to bed decreased 

for SI and S2 and were rather stable following intervention 

and at the first follow-up. 
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With respect to the graphs of the SI subjects' 

behavior, none of the children across baseline and 

treatment required more than one return to bed at night 

(with the exception of two returns for SI during baseline 

one evening). Thus, no apparent intervention effects were 

observed. 

Follow-up results for all subjects showed no 

appreciable departure from the data obtained during the 

intervention phases. 

CIinic Measure: Louisville Fear Survey 
for Children (LFSC) 

The data on the four LFSC items dealing with fear of 

the dark and related subjects are graphed in Figures 19-21. 

In the SM condition, only pretest and posttest scores are 

available for SI and S2. For SI, all four items 

dramatically decreased from pretest to posttest and 

continued to decrease at follow-up. The ratings for S2 

decreased on items #5 and #18 from five to three; however, 

ratings remained high (5) and unchanged for items #7 6 and 

#95. 

On LFSC items #18 ("being in the dark") and #95 

("sleeping alone"), all children in the CD group were rated 

by their parents as appreciably less fearful from pretest 

to posttest. In addition, two of the' three children's LFSC 

scores decreased on item #5 ("going to sleep at night"). 
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Two of the three children's ratings on item #76 

("nightmares"), however did not change from pretest to 

posttest sessions. Of the available follow-up data on the 

children in the CD condition, it appears that parents of 

S2 and S3 rated their children at levels approximately 

equal to their pretest ratings on #7 6 and 9 5, and, parents 

of S3 rated their child as more fearful on all four items 

than they rated them at posttesting. 

Within the SI group, SI and S2 showed appreciable 

pre-post rating reduction on items #5, # 18 and #95 and 

slight reductions on item #76. Ratings tended to be stable 

or slightly elevated at follow-up for both these children. 

No reductions in fear rating on any item was exhibited for 

S3. 

In summary, all parents except for three reported 

reductions from pretest to posttest in their children's 

level of fear on items #5, #18 and #95. One parent did not 

see "going to sleep" (item #5) as a specific fear while 

another parent rated all items unchanged from pretest to 

posttest. At follow-up, the available data revealed that 
\ 

100% of the ratings for the children in the CD condition 

remained the same or increased (indicating greater fear) 

from posttest on items #5, #18, and #95. Ratings on #76 

for SI and S3 at follow-up did not change from pretest 

ratings. For S2, ratings on #76 increased at follow-up to 



110 

pretest levels. Follow-up data were available on only one 

child in the SM group (SI) and indicated a rating reduction 

on all items from both pretest and posttest ratings except 

for item #76 which remained at the posttest rating level. 

Of the two children whose follow-up data were available in 

the SI condition, follow-up ratings were similar to 

posttest ratings on #5, #18, and #95 and SI and ratings for 

S2 were constant from posttest ratings on #18. However, 

ratings on items #5 and #95 increased from posttest, but 

not to pretest levels. Ratings on #7 6 increased at follow-

up for both subjects over posttest ratings; however, these 

did not reach pretest levels. 

Home Setting: Parental Fear Rating (FT-P) 

A visual analysis of the plotted data in Figures 22-

24 for the parent fear thermometer rating indicates that a 

great deal of variability was present over time for each 

subject in each condition. 

The children in the SM group demonstrated 

improvement in fear ratings throughout the study; however, 

many of the changes did not occur at the point of 

intervention. SI exhibited the greatest amount of rating 

fluctuation with the most frequently occurring baseline 

score being four; however, after intervention a rating of 

four was given only once. The modal score after 
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intervention was two which continued through the first 

follow-up and then decreased to one by the second follow-

up. 

The only major characteristic of S2 and S3 in the SM 

group'was that greater stabilization of ratings occurred 

during the intervention phase. This stable trend in the 

ratings, however, did not begin at the point of the 

intervention. 

Within the SI group, SI and S2 exhibited reductions 

in fear ratings; however, a great deal of variability 

occurred. For example, during the baseline for SI, the 

most frequently occurring score was four (range 2-5); 

however, after intervention, the modal score was two (range 

1-5). During follow-up periods one and two, the child's rating 

fluctuated evenly between a rating of one and two. S2 also 

received variable ratings during the baseline and it 

appears that a downward trend began during this phase; 

however, ratings stabilized dramatically during the 

intervention period with a consistent score of one. This 

continued during the first follow-up and then increased to 

two during the second follow-up. 

The third child in the SI group appeared to have no 

rating change between baseline and intervention phases. 

Scores of three and four were the most common scores in 

both' the baseline and treatment phases. 
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Within the CD group, range fluctuation for SI was 

decreased between baseline and intervention. During 

baseline; fear was rated several times with 4's ("a lot 

afraid") and 5's ("extremely fearful"); however, after 

intervention, SI never was rated as 5 and most frequently 

rated 2 ("a little fear"). Follow-up data resembled that 

of the intervention phase. 

For S2 in the CD group, the parental fear rating was 

predominantly a one throughout both phases; however, 

immediately after baseline the fear rating increased to a 

maximum of three before reducing to one for the duration of 

the study and at follow-up. 

Little change between phases was observed for S3 in 

the CD group. A score of one was the most common score 

with the exception of the follow-up period where a score of 

four was consistently given. 

In summary, many of the children appeared to have 

been rated as less fearful by their parents throughout the 

study; however, the large amount of variation in many of 

the children's ratings and baseline trends makes it 

difficult to draw firm conclusions regarding the relative 

effects of the different treatment procedures. 



CHAPTER 5 

DISCUSSION 

The present study addressed the contribution of 

three behavioral treatments on children exhibiting a 

clinical fear (fear of the dark) through a time series 

analysis. This study also incorporated the notion of the 

"triple mode response" system in which there was monitoring 

of the cognitive, physiological and behavioral components 

of the fear to determine the relative effectiveness of the 

behavioral treatments on these components. An additional 

unique feature of the present study was that it examined 

three behavioral treatments in their "pure form" rather 

than combining elements into packages as has been the case 

in many previous studies (see, for example, Giebenhain & 

O'Dell, 1984; Graziano et al., 1979; Graziano & Moonwy, 

1980; Kellerman, 1980; Leitenberg & Callahan, 1973; Morris 

& Kratochwill, 1985; Osborn, 1986). 

While all three behavioral treatments utilized in 

the present study have each been shown to be effective in 

the reduction of many childhood fears (Morris & 

Kratochwill, 1983; Kratochwill & Morris, 1985), the present 

study revealed that the symbolic modeling treatment 
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produced the most consistent positive changes on the 

duration measure (BAT); however, nearly all children in all 

three conditions were able to remain in the darkened clinic 

laboratory setting for longer periods of time relative to 

their respective baseline performance, after the 

interventions were completed. On the other hand, the 

generalization data gathered outside the clinic setting 

yielded inconsistent results and, therefore, did not permit 

any firm conclusions regarding the generalizability of the 

treatment effects to the home environment. 

The success of the symbolic modeling treatment on 

the reduction of the children's fear of the dark in the 

clinic setting supports the findings of previous fear 

reduction studies that focused on such fears as hospitals 

and impending surgery (e.g., Melamed & Siegel, 1975), dental 

fears (e.g., Melamed, Hawes, Hieby & Glick, 1975; Melamed, 

Wernstein, Hawes & Katin-Borland, 197 5; Melamed, Yurcheson, 

Fleece, Hutcherson & Hawes, 197 8) and social withdrawal 

(e.g., O'Conner, 1969). The present study also supports 

the findings of Rosenfarb & Hayes (1984) — although these 

researchers did not include clinically fearful subjects in 

their study. The present results, therefore, are the first 

to demonstrate the benefits of symbolic modeling with 

children who are clinically fearful of the dark. 
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There may be several reasons why the symbolic 

modeling treatment was significantly effective in the 

present study. First, the models used in the film 

resembled the subjects with regard to age. Such similarity 

is important for the modeled responses to be imitated 

(Kornhaber & Schroeder, 1975; Perry & Furukawa, 1980). 

Second, multiple models were used in the present study. 

The use of. such models has been shown to be an important 

factor in treatment outcome (Bandura & Menlove, 1968). 

Third, the models were initially shown as fearful and 

gradually changed the nature of their verbal and motoric 

fear responses. This "coping" component has been shown to 

be an important factor in the successful outcome of a 

number of modeling studies (Blanchard, 197 0; Gelfand, 197 8; 

Morris & Kratochwill, 1983; Rachman, 1972; Ross, 1970). 

The self-instructional condition resulted in the 

fewest significant trends from the baseline through 

treatment. Although the self-control literature suggests 

that the present self-instructional procedure is a 

potentially viable treatment procedure for fear reduction 

(see, for example, Kanfer, 1980; Kanfer & Gaelik, 1986; 

Morris & Kratochwill, 1983), only a small number of studies 

have actually been published involving this type of self-

control method (Graziano et al., 1979'; Kanfer, Karoly & 

Newman, 1975; Leal, Baxter, Martin & Marx, 1981; Morris & 
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Kratochwill, 1985). The present findings are in contrast 

with those of Graziano et al. (197 9) and Kanfer & Newman 

(197 5) who successfully reduced children's fear responses 

with a self-control treatment. In the Graziano et al. 

(1979) study, however, other elements such as relaxation 

and token delivery were combined with the self-

instructional training -- a combined treatment package that 

has been used in other self-instructional studies (e.g., 

Graziano & Mooney, 1980; Peterson & Shigetomi, 1981). 

Consonant with the present results were those of Fox & 

Houston (1981) who showed that self-instructional training 

had no appreciable effects on anxiety or quality of 

performance of fearful children in an evaluative setting. 

These researchers, however, attributed their findings to 

the negative aspect of their self-statements and the fact 

that the statements may have been distracting to the 

subj ects. 

In the Kanfer et al. (1975) study, the children were 

not diagnosed as having a clinical fear of the dark and it 

might be the case that the self-instructions that they 

learned were easier for them to apply in treatment because 

there were fewer competing fearful self-statements that 

they were concurrently saying to themselves during 

treatment (Kanfer, 1986, personal communication). In 

addition, perhaps the clinic setting did not elicit the 
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negative self-statements that the child usually says to 

himself or herself while in his/her natural environment. 

It is also a viable hypothesis that given each child's long 

history of the fear, with the corresponding history of 

negative self-statements, an intervention of only seven 

weeks duration was insufficient to override the long 

history of negative self-speech (Kanfer, 1986, personal 

communication). Support for this hypothesis is found in a 

study by Prins (1986) who reported a significant 

relationship between negative self-speech and high fear in 

children exposed to a fear-provoking behavioral test in a 

swimming pool. 

Kanfer and Gaelik (1986) have discussed various 

factors which may influence the outcome of a self-control 

program. For example, one factor relevant to the present 

study is the apparent positive reinforcement that the 

children received from their parents for their fear (e.g., 

the opportunity on the part of the children to sleep with 

their parents each night as well as the excessive parental 

attention that the children received). Secondly, these 

children may not have been aware of the fact that their 

clinical fear was under their own control. Kanfer and 

Gaelik (19 86) maintain that in order for self-control to 

begin, the person must view the behavior to be under 

his/her control, and if they do not, the chances for the 
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execution and maintenance of the program are reduced. This 

approach may therefore place young, clinically fearful 

children at a disadvantage. 

Of the three conditions of BAT duration results, the 

CD data are the most difficult to interpret. While all 

three subjects in this group increased their dark tolerance 

as indicated by the BAT, two of the three subjects 

evidenced baseline trends with no significant comparison 

baseline-intervention trends which reached the specified .01 

level of significance. A visual inspection of the graphs 

for subjects CD2 and CDS3 clearly indicates that some type 

of change occurred between baseline and intervention 

phases regardless of the baseline trends. Regression lines 

which are plotted also indicate this. The nonsignificant C 

results in these two instances highlight the more recent 

discussion by Blumberg (1984) over the limitation of the C 

statistic, particularly when no stable baseline has been 

established. First, the comparison procedure computed 

which compares data points in one phase with corresponding 

points in the second phase has been noted to be a less 

powerful procedure for detecting changes between trends 

(Blumberg, 1984; Tryon, 1982) . Secondly, Tryon (1982) 

discusses how the C statistic will not be significant when 

the slope of data points in the two phases under inspection 

are equal even when one series has shifted up or 
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down dramatically relative to the other series. Thus, in 

this situation, the C statistic will not be significant 

even though an appreciable change has taken place between a 

subject's baseline and treatment performance. 

The duration changes as witnessed for the three 

subjects in the CD group support previous research 

substantiating contact desensitization as a viable 

treatment for childhood fears (e.g., Morris & Dolker, in 

press; Ritter, 1968). While forms of desensitization and 

exposure-type techniques have been used and found 

successful in treating fear of the dark (see, for example, 

Giebenhain & O'Dell, 1984; Kelly, 197 6; Kipper, 1980; 

Leitenberg & Callahan, 197 3; Sheslow, Bondy & Nelson, 

1983), this is the first study to examine the use of 

contact desensitization proper (i.e., as a structured 

procedure) without other elements included as part of a 

package. 

As alluded to above, another important feature of 

the present study was that the population under examination 

involved children who demonstrated clinical fears of the 

dark. The screening process used was sufficiently 

stringent to ensure such a sample. With few exceptions, 

previous fear studies have included only "mildly" or 

"moderately" fearful children in laboratory settings, 
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offering limited information on the reduction of severe 

fears occurring in the natural environment (Graziano & 

Mooney, 1980). Most of the studies to date examined 

samples obtained by merely disseminating letters to parents 

inquiring whether or not their children were afraid of the 

dark with minimal discussion of either intensity or 

duration of the fear (e.g., Rosenfarb & Hayes, 1984). 

In most of the above studies, parents did not seek 

help for the problem (e.g., Leitenberg & Callahan, 1973). 

Concerns have been raised in the literature about the use 

of nonclinical cases in research with Ross (1981), for 

example, noting that while the scientific "rigor" in many 

of these studies may be high, the relevance for clinical 

treatment is low. The usual criterion for inclusion into 

previous fear of the dark studies have involved the child's 

inability to remain in a darkened room in a clinic or 

laboratory setting (e.g., Kanfer, Karoly & Newman, 1975; 

Kelley, 1976; Leitenberg & Callahan, 1973; Rosenfarb & 

Hayes, 1984). Such dark-tolerance tests may have no 

relationship to "real" fears in the child's natural 

environment (Graziano & Mooney, 1980). The present study 

included children whose fears were not solely dark 

tolerance defined in the clinic but rather whose fear 1) 

seriously interfered with their family's functioning, 2) 

was of at least three months duration, and 3) was unable to 
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be reasoned away by parents through discussions with the 

child (see, for example, Morris & Kratochwill, 1983). 

The present study also broadened the knowledge base 

of fear reduction research through its use of a single case 

experimental design and the use of the C statistic in 

analyzing time series data (Hersen & Barlow, 197 6; Tryon, 

1982). With group research, which is characteristic of 

most of the previous fear reduction research, there is 

always the problem of obscuring the individual clinical 

outcomes in group averages. Important findings may be 

obscured because of the enormous complexities of any 

individual subject in a given treatment group (Hersen & 

Barlow, 1976). It is believed that child phobics are a 

heterogenous group and researchers need to be careful in 

grouping clients on broad, descriptive variables 

(Kratochwill & Morris, 1985). In addition, the use of a 

single case design promotes the ability to render the 

findings more generalizable to the practicing clinician 

(Hersen & Barlow, 1976). 

Triple Mode Response System 

The Fear Thermometer for Children, heart rate and 

BAT measures were utilized in this study to contribute 

further to empirical work on the triple mode response 

system as developed by Lang (196 8). Interestingly, only 
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the BAT (duration measure) yielded the most clearly 

significant results between the experimental phases within 

the multiple baseline design. The'other two measures 

resulted in a great deal of variability which rendered 

general conclusions difficult. The more precise nature of 

the duration measure itself may be one reason for its 

detection of significant changes. 

Regarding the failure of the present study to detect 

changes in the children's self-report of fear, the results 

are similar to those found in the study of Sheslow, Bondy & 

Nelson (1982) and Kelly (1976). In both studies, self-

report measures in the 4-6 year-old children were not 

congruent with the other fear measures. Most of the 

children in these studies reported low levels of self-

reported fear while minimal behavioral tolerance for the 

dark was exhibited. This discrepancy may be due to the 

young child's inability to identify and label feelings or 

may relate to attentional and/or memory limitations of 

young children (Sheslow, Bondy & Nelson, 1982). From a 

developmental perspective, due to the fact that the young 

children are not cognitively prepared to perceive 

subjective states as objects of thought (Gruber & Voneche, 

1977), it would follow that they would be incapable to 

describe such fear states. 
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The present study's inability to demonstrate 

significant changes in heart rate within and across 

treatment conditions (except for one subject whose heart 

rate increased during treatment) was similar to those 

findings of Van Hasselt, Hersen, Bellack, Rosenbaum and 

Lamparski (1979). They found no change in heart rate on 

finger pulse volume for a BAT in a ladder climb task. 

These authors hypothesized that the clients might have 

instead shown physiological arousal in non-cardiac response 

channels. The results of the present study may also have 

been due to the lack of precision of the specific 

instrument used or its requirement for an "adaptation 

period" (especially during the baseline phase) which 

resulted in constant readings. Consistent with Graziano 

and Mooney (19 80), the present study's use of a laboratory 

dark-tolerance test may not resemble closely enough each 

child's real-life environment in which the physiological 

reaction to the fear stimulus occurs. 

The demonstration in the present study of the lack 

of covariation between cognitive, physiological and 

behavioral measures of fear has also been suggested 

elsewhere in th literature (Giegenhain & Barrios, 1986; 

Lang, 1968). The conceptualization of a triple mode system 

though interesting both theoretically and empirically 
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appears to need more research to support its relevance to 

children's fear reduction work. 

Social Validation and Transfer of Training 

In general, while some changes were reflected in the 

parental data collected at home, conclusive statements are 

not possible due to the variability and/or inconsistent 

findings within each treatment condition. The fact that 

these data were examined at all makes this study one of the 

few in the existing literature that has looked at 

concurrent changes in the child's natural environment. 

While the measures which were used to collect parent 

data were consistent with those in previous literature 

(Morris & Kratochwill, 1983), they failed to capture the 

anecdotal information from parents which indicated positive 

change for all subjects but three (SI3, CD1, CD3). Even 

written correspondence to the therapist -- initiated by 

some parents 11 months following the end of the study — 

indicated that the positive changes noted during the 

intervention phase were maintained. This apparent lack of 

sensitivity of the measures may have been due to the more 

global nature of the questions and statements being rated 

by parents. This global measure is quite different from 

the detailed BAT that was used in the clinic setting. 
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From another perspective, it may be unrealistic for 

the present study to detect a great deal of treatment 

generalization since it did not include generalization as 

part of the intervention program. Some psychologists 

(e.g.. Bijou & Baer, 1979) claim that generalization should 

not occur unless it is programmed into the treatment 

procedure. 

Limitations of the Study 

One of the most obvious deviances in the present 

study is the small number of subjects per condition. This 

number affects the amount of confidence one has in the 

validity and reliability of the results. A more credible 

number would be perhaps six subjects per condition. 

Another limitation related to the single case design 

involves the number of baseline sessions for the first 

subject in each group. Because there were only three 

sessions, the C statistic could not be performed and the 

determination of a stable baseline could not be made. 

Increasing the number of intervention sessions for S3 in 

each condition would also have allowed for the use of a 

more powerful statistical test to be performed to determine 

whether significant trends existed for those subjects. 

Greater number of follow-up sessions may have been useful 
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as well in order to more firmly substantiate the 

maintenance or deterioration of treatment effects. 

The use of the comparison C statistic for those 

subjects with unstable baselines was also a limitation of 

the study. The lack of development and research on 

statistical techniques designed for small n studies makes 

results similar to these difficult. Regression procedures 

such as computing a line of best fit are currently the most 

frequently used (Tryon, 1982). In many situations, readers 

may be uncomfortable upon relying on visual inspection 

only. 

The use of a single case design also precluded any 

type of between group analysis, thus no comparison between 

the treatments could be made. No conclusions could be made 

concerning the superiority of one treatment over the other 

except through impressions drawn from a visual inspection 

of the graphs. Thus, logical comparisons could be made; 

however, formal statistical comparisons were restricted. 

Another limitation of the study which may have 

affected the generalizability of results was the degree to 

which the clinic setting was made to approximate a bedroom 

atmosphere. The children may not have been able to 

transfer the treatment effects found in the rather stark 

laboratory conditions to the familiarity and uniqueness of 

their own bedrooms. 
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The physiological and cognitive measures in the 

present experiment may have lacked sensitivity which 

accounted for the failure to detect any type of reliable 

change for any subject in any condition -- although similar 

measure have been utilized by other researchers (Giebenhain 

& Barrios, 1986; Morris & Kratochwill, 1983). Perhaps, as 

mentioned earlier, the measure lacked precision. On the 

other hand, the question arises whether or not the measures 

used were even the most appropriate. Regarding the 

physiological measure, none of the cardiovascular measures 

have been used extensively with children (Morris & 

Kratochwill, 1983), thus one lacks direction regarding 

which measure is superior. In the past, the measure of 

choice has been heart rate due to the relative ease with 

which it is taken and its accuracy (Nietzel & Bernstein, 

1981). Perhaps either superior instrumentation or multiple 

measures within each mode were needed. 

The cost of perhaps more refined physiological 

instruments as well as the use of filmed modeling, 

emphasizes the cost effectiveness limitation of the present 

study. The cost and availability of these materials may 

render this procedure difficult for the practicing 

clinician, thus making the relevancy of findings negligible 

outside the experimental arena. 
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Future Research 

Due to the paucity of systematic, well-controlled 

research conducted on children's fears, numerous areas are 

in need of further investigation. First, comparative 

outcome group research on children with severe or clinical 

fears is needed to be able to compare and contrast the 

treatments used in the present study. In addition, fears 

other than fear of the dark should be examined in relation . 

to these treatment strategies. It would be interesting and 

very important, for example, to determine the types of 

fears for which symbolic modeling is most effective. A 

viable question would concern whether this procedure is 

more effective on "concrete" types of fears such as the 

dark, snakes, etc., than on such fears as that of 

strangers, test anxiety or school phobia. This would be 

consistent with the direction taken by Goldstein and Stein 

(1976) who promulgate a prescriptive approach to treatment. 

Another highly needed area for research involves 

studies which would lead to the refinement in understanding 

of the "triple mode response" as it relates to fears. 

Pilot studies are needed to help determine the most 

sensitive change measures within the cognitive and 

physiological modes. Fears and related problems in 

children have been measured along a limited number of 

dimensions (Morris & Kratochwill, 1983). Kozak and Miller 
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(1982) feel that a major problem has been that researchers 

still want to focus on three measures rather than 

considering that there may be numerous measures within each 

category. Moreover, they view "fear" as a construct and 

that observed responses can evidence fear. From this 

perspective, research is needed to determine the relative 

status of each response system as an index of fear as well 

as the correlational relationships among the content areas 

(Morris & Kratochwill, 1983). Cone (1979) warns however 

that researchers must not marry both the method of 

assessment (e.g., self-report and direct observation) and 

content area (e.g., cognitive, physiological or motoric 

modes) when computing such correlations. Cone suggests a 

computation where at least two content areas are assessed 

by at least two different methods (i.e., same behaviors 

assessed differently). While this approach is intricate 

and requires a large sample to establish reliability 

assumptions, it would perhaps shed light on why 

correlations between the modes fail to occur such as in the 

present study. 

Future research is also warranted to explore the 

impact of a generalization-training component to the 

treatment process to help determine the treatment effects 

on the child's behavior in the natural environment. 

Consistent with Morris (1985) and Goldstein and Kanfer 
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(197 9) it is conceivable that generalization could be 

taught using such procedures as stimulus expansion and 

stimulus variability. Examples of these procedures would 

be to gradually bring parents into the laboratory setting 

to first observe and then take an active role in the 

intervention procedures. As the child's behavior 

stabilizes, he/she might then be exposed to other 

situations.where treatment could then be applied or the 

therapist could gradually introduce into the laboratory 

setting certain elements of the situations in which the 

target behavior is to occur (Morris, 1985). 

One last area for future research which is 

highlighted by the present study is the development of more 

refined measures for the home environment. Perhaps a 

duration measure similar to the clinic-based BAT could be 

used in the home setting whereby the parents could record 

the number of seconds each fearful episode lasts. A 

procedure like this might then resiilt in data which would 

be more sensitive to behavior change than was found in the 

present study. 

In summary, the present study yielded an abundance 

of information concerning the reduction of children's 

clinical fears of the dark using three behavioral 

treatments. Yet, like much clinical research, it also 
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highlighted the vast amount of unexplored territory with 

regard to the conceptualization of children's fears and the 

complexities of the current fear reduction techniques. 

Further experimentation within the areas of assessment, 

treatment and programming for generalization will hopefully 

someday provide severely fearful children and their parents 

with effective and cost-efficient therapeutic programs, 



APPENDIX A 

SCREENING ADVERTISEMENT 

135 



136 

IS YOUR CHILD AFRAID 

OF THE DARK? 

Now you can do something about it. 

As part of a research project, the Department of 

Educational Psychology, College of Education of The 

University of Arizona is offering a free treatment program 

for children who are afraid of the dark. 

For further information, call 

(or leave a message) at 
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Parent name(s): 

Address: 

Phone: 

Chil d • s name: 

Date of birth: 

Age: 

Sex: M F 

Ethnicity: Caucasian Hispanic Black 

Asian Native Am. Indian Other 

Is your child presently receiving any special educational 

services? Yes No 

How long has your child been exhibiting fear of the dark? 

a) 0-3 months 

b) 3-6 months 

c) 6-12 months 

d) 1-2 years 

e) 2 years + 

On a scale of 1-10 (1= little fear, 10= extreme fear), how 

would you rate the severity of your child's fear? 

Which of these behaviors does your child exhibit at night 

in his/her bedroom when he/she is frightened? 

a) crying 

• b) insistence for light 
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c) insistence for parents 

d) temper tantrums 

e) leaves bedroom for parents' 

f) sleeping with parents 

What methods have you tried to deal with your child's fear 

of the dark? 

a) used a night light 

b) used a stuffed animal, doll, etc. 

c) sleeping with child in his/her own room 

d) child sleeping with you in parental room 

e) reasoning with child about fear (e.g. giving 

information about the dark, imagination, etc.) 

f) spanking or other disciplinary actions 

g) used rituals such as checking under beds, in 

closets, etc. with child 

h) used reward systems, charts, stars etc. 

i) sought professional help 

pediatrician 

psychologist 

psychiatrist 

other 

j) other 
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What method has actually helped? 

Does your child exhibit any other fears? 

Yes 

No 
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Questions for the Problem Identification Interview (PII) 

Describe child. 

One parent home 

Two parent home 

1. What do parents feel is the problem? Cause? 

2. What has been the duration of the fear? Worse than 

siblings? 

3. What is the frequency of the fear (e.g. every night, 

once a week, etc.?) 

4. With whom does the child exhibit the fears? 

5. Does the child have any other fears (e.g. school 

phobia?) 

6. Is the child afraid to leave the parents? 

7. What happens immediately prior to the child's fearful 

behavior? 

8. What behavior does the child exhibit when fearful? 

9. How do the parents react to these behaviors? 

10. What have the parents done to deal with the child's 

fear? 
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Tablfe D-l. Demographic data and screening information by condition. 

Sex Ethnic 1-2 Parent Home Birth Order Fear Duration Rating 

F C 1 Only 1-2 years 8 
M C 2 Oldest 2+ 7-8 
F C 2 Only 2+ 8 

M 
F 
F 

C 
C 
C 

Oldest 
Oldest 
Middle 

2 + 
2 + 
3-6 mo. 

8 
8 
7-8 

M 
M 
M 

H 
C 
C 

2 
2 
2 

Youngest 2+ 
Only 2+ 
Only 2+ 

7 
8-10 
8-9 
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Background Data - CD1 

This four and one half year old female had been 

exhibiting fear of the dark for one to two years as 

reported by her mother. She lives with her mother who is 

divorced and sees her father regularly although not weekly. 

Her fear was rated 8 by her mother and behaviors exhibited 

during fearful episodes included crying, insistence for a 

light, insistence for parents, leaving bed and sleeping 

with parent. These behaviors were demonstrated with 

everyone, not just her mother. All methods on the phone 

interview sheet had been tried prior to clinic contact and 

reward systems were judged to be most effective. 

Currently the child sleeps with her mother at least 5 0% of 

the time. Her fearful behaviors began to be exhibited 

about one hour prior to bedtime. 

This child's mother had been raped one and one half 

years prior to the present study. It was believed that the 

child witnessed at least parts of the rape. She began 

receiving counseling by a social worker which was 

terminated after six months. Her other significant fear 

which her mother reported to exist now is fear of being 

deserted (insecurity). 

In general however, this child's mother describes 

her as a leader, knowing what she wants and usually getting 

it. ' The child's behavior in the clinic was very "clingy" 
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and she was concerned about her mother leaving her. After 

she saw where her mother was going to wait, she was fine 

and then began worrying about the dark. 

Background Data - CD2 

This five year old male had been exhibiting fear 

(rated 7 or 8) almost regularly for over two years 

according to his parents. He was the oldest of two 

children in a two parent home. He was described by his 

parents as a leader, usually not inhibited about anything 

with lots of energy. His fear of the dark was seen as an 

exception to this. He has never shown any other serious 

fears. In addition, there have been no traumatic events in 

the past that parents thought might have triggered the 

fear. 

When in the dark, this child cried for parents and 

insisted for room lights. If no lights were provided, 

crying began. The parents had tried a, b, and e on the 

method list of the phone screening and using lights had 

been most effective. 

During the course of the study, the participant's 

younger brother began displaying fear of the dark and the 

child was noted to begin helping his sibling, telling him 

how to not be afraid of the dark. 
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Background Data - CD3 

This five and three quarters year old female (only 

child) had been displaying her fear of the dark (rated 8) 

for over two years according to her mother. The fear was 

exhibited at least two times per week regardless of who put 

her to bed. At bedtime she began making excuses why she 

shouldn't have to go to bed, sometimes crying and 

screaming. Her mother had tried all the methods except a 

reward system on the method list and usually she just 

talked to the child and then left a light on in the room. 

Her fear has kept her from wanting to spend the night out 

with friends. 

Her parents described the child as an extrovert --

seemingly shy at first but warming up quickly. She tended 

to take things very seriously and was sometimes 

overdramatic. The child's mother could not remember any 

traumatic event in the past which triggered the fear except 

that it began after she started preschool. Also at that 

time she watched a series of scary movies which frightened 

her. 

Background Data - SMI 

This participant was a five and one half year old 

male who had exhibited fear of the dark (rated 8) for over 

two years. He was the oldest of two children in a two 
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parent household and was described by his parents as 

energetic, inquisitive, strong-willed and a leader. At 

times he was insecure and tended to be perfectionistic. No 

other fears were reported to be exhibited. 

This child's parents hypothesized that his fear of 

the dark originated when he was an infant and had to be 

hospitalized several times for obstructive sleep apnea. 

Since those times both parents have been very anxious at 

bedtime and during the night, concerned that he would stop 

breathing. They felt that he might have "picked up" on 

these feelings. 

This child's fear of the dark was exhibited every 

night and five out of seven times it was estimated he awoke 

in the middle of the night. He made excuses for not going 

to bed which evolved into crying and tantruming behavior if 

the parents did not give in. Most evenings parents slept 

with him or let him sleep with them, but they have also 

used many lights. They also have tried reasoning with him. 

At the time of the study he was usually sleeping with 

parents. 

Interestingly, this child's younger brother also 

began showing some signs of developing fear of the dark and 

the target child enjoyed trying to help him overcome it. 
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Background Data SM2 

This five year old female had exhibited fear of the 

dark {rated 8) for over two years. She was the oldest of 

two girls in a single parent home. Her mother described 

her as generally a happy child, active and very sensitive. 

She tended to be a leader rather than follower and a little 

more nervous than other children her age. she still was a 

thumbsucker. Fear of the dark and other imaginary things 

(e.g., witches at windows) were stated to be her only major 

f ears. 

This child's mother claimed her fear may have 

started after watching a play about witches at about 18 

months of age. She soon began refusing to stay in her 

room. She slept with her sister and yet fear was exhibited 

every night. If lights were not left on she would come 

screaming out of her room. Her mother had tried methods a-

e and g on the method list and found that using lights and 

sleeping in her room were most effective. 

The child's younger sister also began exhibiting 

fear of the dark and the mother requested treatment. 

Background Data - SM3 

This six year old female's fear of the dark was 

rated 7 or 8 and had existed for threie to six months. She 
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was described as energetic, an extrovert and highly-

creative. No other fears were a major problem. She is the 

only middle child in the current study. 

Parents feel that her fear originated when she began 

watching horror films with her father. She began not 

sleeping in her bed after a visit from her grandfather 

during which time she was allowed to sleep with him. 

During a fearful episode (exhibited 4-5 times a 

week) she would cry and leave her room. Usually parents 

would take her back and talk with her and remain with her 

until she fell asleep. They tried a, b, d and e on the 

method list and found that using a light and having her 

sleep with them until fully asleep then moving her worked 

the best. Also making sure she had an active day helped so 

that she was very tired. 

Background Data - SI1 

This was a four and one half year old Hispanic male 

who had exhibited fear of the dark (rated 7) for over two 

years. He was the youngest child has two older 

stepsisters ages 13 and 15 and lives in a two parent 

household. He was described as very active, pleasant, a 

follower and somewhat anxious. No other significant fears 

were noted. 
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The mother feels that watching scary movies 

exacerbated his fear but no traumatic event occurred to 

cause his fear that she could remember. 

At bedtime he wanted lights on and if not, for one 

hour he would cry and call for parents. The mother would 

usually lie down with him until he was asleep. She had 

tried ignoring and no lights as well as reasoning with him 

and conducting "checking" rituals, but light and having him 

sleep with parents worked best. At the time of the study, 

he was consistently sleeping with the parents. 

Background Data - SI2 

This seven year old male had exhibited fear of the 

dark (rated 8-10) for over two years. He was an only child 

in a two parent home. He was described as a leader and an 

extrovert yet at times anxious and nervous often being 

hesitant to try new things. Other major fears listed were 

of dogs, father's health and driving habits and his 

mother's smoking habits. 

The parents felt that his fear of the dark began 

when he was hospitalized at six months of age. They left 

him alone at the hospital at night and he remained 

hospitalized for 5 days. 

When this child was younger he developed an 

imaginary friend "Equay" who was a bone in his body. The 
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child related that it moved away. He would also claim to 

see figures (a headless horseman) and things in the hallway 

of his house. He felt best with his stuffed animals around 

him ("circle of good around me"). The PII did not reveal 

the existence of any type of existing psychosis, but the 

child did exhibit a great deal of imagination. 

His fear of the dark occurred in the daytime as well 

as at night, especially in the darker parts of the house. 

Fear occurred every night, with parents usually staying 

with him until he was asleep. He would often scream out at 

night for them or leave his room to sleep with them and 

parents complied to his requests for staying with him 80-

90% of the time. They have tried a-e and g on the method 

list and found that using stuffed animals, lights and 

sleeping with him have been most effective. 

Background Data - SI3 

This five and one half year old male had exhibited 

fear of the dark (rated 8 or 9) for over two years and 

requested that his mother inquire about the study when he 

heard about it on the radio. He was an only child in a two 

parent home and was described as an extrovert, intelligent, 

outspoken, inquisitive and as having a lot of personality. 

The parent could not think of a "cause" for this 

fear but related that he did have a highly developed 
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imagination. She stated that she was fearful as a 

youngster as well. The child's fear was exhibited every 

night, with screaming and tantruming until parents gave in 

and let him sleep with them. This was a consistent pattern 

and lasted 9 0 minutes each night. The parents had tried a-

f on the method list and found sleeping with him to be. most 

effective. 

Background Data - Residual 1^ 

This seven year old female had been demonstrating 

fear of the dark (rated 9-10) for over two years and had 

been consistently sleeping with parents for four years. 

She was the youngest of four children in a two parent home 

with siblings ages 15, 16 and 18. She was described as 

extroverted, imaginative, possessive and very organized. 

Fear of the dark was her only major fear. She used to be 

afraid of walking to school. 

Parents could not recall any past traumatic event 

which occurred to trigger the fear however the father 

claimed both he and his own mother were highly fearful as 

youngsters. 

The fearful episodes lasted four hours each night, 

with the child crying and constantly leaving her bedroom. 

Parents had tried a-f and h and found nothing to work for 

more than one night except letting her sleep with them. 
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Background Data - Residual 2_ 

This six year old male had been fearful of the dark 

for one to two years with a fear rating of 8. He was the 

youngest of two children in a two parent home and was 

described as outgoing, energetic, noisy, amiable, a leader, 

intelligent and conscientious. He was reported to be a 

"daredevil" during the daytime but wouldn't go into any 

dark rooms. Fear of the dark was the only notable fear. 

No specific event seemed to trigger the fear but he was 

scared by stories related to him by his sister. 

This child's fear occurred every night and began 

with him being afraid to go into his room to get dressed 

after his nightly bath. He would cry and ask for a light 

and in the morning his parents would find him asleep on the 

couch in the living room. He was also afraid to go down 

the hallway alone at night. Parents had tried a, b, e, f 

and g on the method list and found that just using lights 

and letting him sleep on the couch worked the best. 
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• LOUISVILLE FEAR SURVEY FOR CHILDREN (FORM B}_ 
(LFSC) 

Name of person being rated Age Date 

Address Tel. No. Grade 

Name of person doing rating 

The purpose of this questionnaire is to find out what sorts 
of things frighten your child. Please read each item 
carefully and circle the number that best describes how 
much your child fears the item at present. If you do not 
know check "Not at all". 

BE SURE TO MARK EACH ITEM 

Not at A A Fair Very 
All Li ttle Amount Much Much 
1 2 3 4 5 

Example: 
Music 2 3 4 5 

1. The ocean 1 2 3 4 5 

2. Getting a serious 
illnesses 1 2 3 4 5 

3. People of the 
opposite sex 1 2 3 4 5 

4. Being touched by 
others 1 2 3 4 5 

5. Going to sleep 
at night 1 2 3 4 5 

6. Someone in the 
family getting a 
serious illness 1 2 3 4 5 

7. Getting a shot 1 2 3 4 5 

8. Bats 1 2 3 4 5 

9. Going crazy 1 2 3 4 5 

10. Monsters 1 2 3 4 5 
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Not at A A Fair Very 
All Li ttle Amount Much Much 
1 2 3 4 5 

11. Rough games 1 2 3 4 5 

12. Sight of blood 1 2 3, 4 5 

13. Being in certain 
parts of the house, 
such as attic or 

1 2 3 4 5 

14. Crowds 1 2 3 4 5 

15. Mice 1 2 3 4 5 

16. People who 
are old 1 2 3 4 5 

17. Insects 1 2 3 4 5 

18. Being in the dark . . . . 1 2 3 4 5 

19. Reciting in class . . . . 1 2 3 4 5 ' 

20. Hospitals 1 2 3 4 5 

21. Sharp obj ects such 
as knives or scissors . . 1 2 3 4 5 

22. Someone in the 
family dying 1 2 3 4 5 

23. 1 2 3 4 5 

24. Guns 1 2 3 4 5 

25. People in uniforms, 
such as policemen, 
mailmen, etc 1 2 3 4 5 

26. Tests or 
examinations 1 2 3 4 5 

27. Fire 1 2 •3 4 5 



158 

Not At A A Fair Very 
All Li ttle Amount Much Much 
1 2 3 4 5 

28. Being stung by 
a bee , 2 3 4 5 

29. Strange looking 
people 2 3 4 5 

30. Making mistakes . . . , 2 3 4 5 

31. Riots 2 3 4 5 

32. Being alone 2 3 4 5 

33. Spiders , 2 3 4 5 

34. Not being able 
to breathe 2 3 4 5 

35. Loud sounds such as 
caps, firecrackers, 
or explosions . . . . , . . 1 2 3 4 5 

36. Dead peopl e 2 3 4 5 

37. Having parents 
argue , 2 3 4 5 

38. Doctors or 
Dentists 2 3 4 5 

39. Being in an 
enclosed place .... . 1 2 3 4 5 

40. Germs 2 3 4 5 

41. Being confined or 
2 3 4 5 

42. Cemeteries 2 3 4 5 

43. Furry things 2 3 4 5 

44. 2 3 4 5 
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Not at A A Fair Very 
All Little Amount Much Much 
1 2 3 4 5 

45. Having an 
2 3 4 5 

46. Being hit by 
2 3 4 5 

47. Seeing others 
cut or hurt 2 3 4 5 

48. Being in an 
elevator 2 3 4 5 

49. Being in a play 
or recital 2 3 4 5 

50. Being sent to 
the principal . . . . , 2 3 4 5 

51. Being in a 
high place 2 3 4 5 

52. Thunderstorms . . . . , . 1 2 3 4 5 

53 . Being teased . 1 2 3 4 5 

54. Parents getting 
a divorce 2 3 4 5 

55. Dogs ... 2 3 4 5 

56. Programs on TV ... . 2 3 4 5 

57. Crossing a street . . . . . 1 2 3 4 5 

•
 

00 in 

Snakes 2 3 4 5 

59. 2 3 4 5 

60. Masks or puppets . . . . 1 2 3 4 5 

61. Toilets 2 3 4 5 

62. Rats 2 3 4 5 
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Not At A A Fair Very 
All Little Amount Much Much 

63. Being adopted 1 2 3 4 5 

64. Members of 
another race 1 2 3 4 5 

65. Tornadoes, floods 
or earthquakes 1 2 3 4 5 

66. Lightning 1 2 3 4 5 

67. Being seen naked .... 12345 

68. Riding in a car 
or bus 1 2 3 4 5 

69. People who 
are ugly 1 2 3 4 5 

70. Dead animals 1 2 3 4 5 

71. Flying in 
an airplane 1 2 3 4 5 

72. Spooky things 
such as ghosts 1 2 3 4 5 

73. Frightening thoughts 
or daydreams, such as 
about wild animals, 
etc 1 2 3 4 5 

74. That food might 
be poisoned 1 2 3 4 5 

75. Nightmares 1 2 3 4 5 

76. Space creatures 1 2 3 4 5 

77. Deep water 1 2 3 4 5 

7 8. Being in a fight .... 1 2 3 4 5 

79. Lizards 1 2 3 4 5 
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Not At A A Fair Very 
All Little Amount Much Much 
1 2 3 4 5 

80. 2 3 4 5 

81. Getting poor 
grades 2 3 4 5 

82. When father is away, 
afraid father 
won't come back 2 3 4 5 

83 . Sirens 2 3 4 5 

84. Entering a 
strange room 2 3 4 5 

85. 2 3 4 5 

86. Making another 
person angry 2 3 4 5 

87 . Attending social 
events, such as 
parties or athletic 
events . 2 3 4 5 

88. Being cut or hurt .... 2 3 4 5 

89. Bombing attacks 
or invasions 2 3 4 5 

90. Looking foolish 2 3 4 5 

91. Burglar breaking 
into the house 2 3 4 5 

92. Being criticized .... 2 3 4 5 

93. Hell 2 3 4 5 

94. Sleeping alone 2 3 4 5 

95. Faces at windows .... 2 3 4 5 

96. Closets 2 3 4 5 



97. 

98. 

99. 

100 

101 

102 

103 

104 

105 

106 

107 

108 

109 
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Not At A A Fair Very 
All Li ttle Amount Much Much 
1 2 3 4 5 

Breaking a religious 
law (committing a sin) . 

Being kidnapped .... 

Not being with 
parents 

Horses or cows 

Dirt 

When mother is away, 
afraid mother won't 
come back 

Strangers 

Going to dentist . . . . 

Receiving a short or 
injection from nurse 
or doctor 

Scary movies 

Birds 

Worms or snails .... 

Going into a 
mine shaft 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 
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Data To Be Collected By Parents 

Case # Date 

1. When did your child go to bed for the night? 

2. Did child become fearful after being left alone in 
dark? Y N 

3. At what time did your child become fearful of being 
left alone in the dark? 

4. Did child do the following behaviors when fearful: 
Cry 
Scream 
Leave bed 
Turn on light 
Sleep w/parent 
Other 

5. How did parent react to fearful behavior: 
Let child cry 
Turned on lights 
Slept with child 
Talked to child 
Other 

6. How long did child show fearful behavior? 

7. At what time did child finally fall asleep for the 
night? 

8. Rating of degree of fear 
1 = no fear 
2 = a little fear 
3 = moderately fearful 
4 = a lot of fear 
5 = extremely fearful 

9. How many times did your child wake up during the night 
because of fearful behavior? 

10. How many times during the night did you have to return 
your child to bed? 



APPENDIX H 

INFORMED CONSENT FORM 

167 



168 

SUBJECT'S CONSENT FORM 
FOR 

REDUCING CHILDREN'S FEAR OF THE DARK; 
A COMPARATIVE OUTCOME STUDY 

You are being invited to participate in the above-
titled research project. The purpose of this project is to 
compare various treatments to observe their effects on 
children's fear of the dark. You have been invited to 
participate because of the severity of your child's fear as 
determined by your reports as well as direct measurement. 
We hope to enroll 9-12 subjects in this study. 

If you agree to participate, you will be asked to 
agree to the following: to bring your child to the clinic 
at the University twice a week for approximately 6-8 weeks 
during which time he/she will receive one of three 
treatments. One treatment will consist of your child 
watching a film and answering questions about its content. 
A second treatment will involve having your child discuss 
various ways of coping with their fear of the dark with a 
therapist. Another group will gradually work step by step 
with a therapist to approach and remain in a darkened 
setting for a certain period of time. Children who compose 
these groups are placed in them on a random basis (by 
chance). All children will be tested to determine the 
extent of their fear of the dark at the beginning and end 
of the treatment sessions. The test will include a measure 
of how long the child can remain in a dark room alone, 
while measuring a physiological response (heart rate). 
Parents will be responsible for completing an observation 
form each day during the study to provide information about 
the child's behavior at home. 

Your child's participation in this study may involve 
some risks. The most common risks are: the child may 
become increasingly fearful during the treatment phases 
when measuring the amount of time he/she can remain in a 
dark room. To minimize this risk, the therapist will not 
leave the child unsupervised at any time during treatment 
or assessment phases. While the child is in the darkened 
room alone during pretest, posttest and follow-up sessions, 
the therapist will closely monitor the room on the door's 
exterior and sounds will be monitored at all times. No 
sharp objects or other dangerous materials will be left in 
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the experimental room and the child will be told that 
he/she can leave the room at any time if he/she becomes 
fearful. 

By participating in this project, it is hoped that 
your child will learn ways of coping with his/her fear of 
the dark and that problems at bedtime concerning the dark 
will decrease at home. 

To assure confidentiality of records, all names will 
be changed to numbers on assessment forms and recorded 
notes. The list of names with their corresponding numbers 
will be kept by the primary investigator only and will be 
revealed to no one except the supervisor (Dr. R. Morris). 
Any persons assisting as therapists in the study will sign 
an agreement stating that they will keep all children's 
names confidential, revealing them to no one other than 
those directly involved with the study. 

The only cost to you as parent(s) which will be 
involved in the study will be for transportation to and 
from the University for the treatment sessions. All 
treatment will be free of charge. 

I have read this subject's consent form. The 
nature, demands, risks, and benefits of the project have 
been explained to me. I understand that I may ask 
questions and that I am free to withdraw from the project 
at any time without incurring ill will or affecting my 
medical care. I also understand that this consent form 
will be filed in an area designated by the Human Subjects 
Committee with access restricted to the principal 
investigator or authorized representatives of the 
particular department. A copy of this consent form will be 
given to me. 

I understand that my child will be given a 
simplified explanation of this study in compliance with 
federal regulations. 

Subject's Signature Date 

Parent/Guardian Signature Date 
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I have carefully explained to the subject the nature 
of the above project. I hereby certify that to the best of 
my knowledge the subject who is signing this consent form 
understands clearly the nature, demands, benefits, and 
risks involved in his/her participation. A medical problem 
or language or educational barrier has not precluded this 
understanding. 

Investigator's Signature Da te 
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MINOR SUBJECT'S ASSENT FORM (VERBAL) 

You will be working with me in learning some ways to help 
you not be afraid in the dark. One of the things you may 
be doing is watching a movie showing what other children do 
when they are afraid of the dark. Or you may just talk 
with me about things you can say to yourself when you are 
in the dark and afraid. One other thing you may do is work 
with me and you and I will slowly go to a room where you 
will learn how to stay in the room by yourself. You will 
only be doing one of these things I've just told you, not 
all of them. You will visit with me twice a week for about 
6 to 8 weeks. Is this OK with you? Do you understand? 
Remember, you can tell me to stop at any time if you want 
during these visits. 

First, I want to see how long you can stay in this room 
when it is all dark. I will be right outside this door and 
whenever you become too scared, you may ring the bell that 
is by your bed and I will come in the room to turn on the 
light. I will then ask you to put this tiny clamp on your 
finger to help me see how scared you are. Is this OK with 
you? Do you understand? 

Subject's Name Da te 
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MODELING FILM SCRIPT 

Experimenter leads child to experimental room (lighted) and 
says to child: 

I would like to see how long you can stay in this room 
without the lights on. Try and stay here as long as you 
can but if you get too scared ring this bell and I will 
come back in and turn on the light, OK? I will then ask 
you to put your finger on this button to help me see how 
scared you are. Is that OK with you? Do you understand? 

Door shuts with lights out. 

Child: Oh-h-h this room is so dark, just like my room at 
home at night. I'm not really scared, but I hate the dark. 
I hate dark rooms and I'm feeling very scared. I can feel 
my heart pounding so hard — I want to leave this room now. 

Let's see . . . What can I do to make me feel better. I'm 
brave and can do this all by myself. I can take care of 
myself. I'm not going to be afraid of the dark. I'm gonna 
try and just lay here and think of good things. When I go 
to the movies with my parents It's dark there but I'm not 
scared. 

So the dark can be a fun place to be. It's fun to cuddle 
up here with my and think of all the fun 
things I can do in the dark. I can pretend I'm 
(Wonderwoman, He-Man, Scooby-Doo) and I'm brave and strong. 

Wouldn't be scared of the dark. Here's 
who will protect me. 

See, I'm feeling better already. I'm not so afraid of the 
dark anymore. Since I'm so brave. I'll lay here and wait 
for that lady to come back in and get me. 
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Comprehension Questions 
for 

Modeling Treatment Group 

1. What did you see happening in this film? 

2. When the girl/boy entered the bedroom, was"he/she 
scared? How could you tell? 

3. What happened after the boy/girl layed down on the bed? 

4. How dark was the room when he/she layed down? 

5. When did the boy/girl begin to talk to him/herself? 

6. What did he/she say to him/herself when he/she was 
afraid? 

7. Did the boy/girl feel better after he/she talked to 
him/herself about the dark? 
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Self-Instruction Training 

In hallway: 

- talk about the dark room; relate characteristics 
similar to room at home 

- talk about what child must do (e.g., learn things to 
say to self when in the dark so they aren't scared) 

- talk about when to use the self-talk (e.g., when 
lying in bed, when going to dark room, going down dark 
hall, etc.) 

Self-statements 

1) Stop (as you go to get out of bed) 

2) It's dark in here. I can't see very well. 

3) How do I feel? Am I scared? 

4) What do I need to do now? 

5) I must remember, I'm a brave boy/girl. I can take 
care of myself in the dark. 

6) I can take a deep breath to make me feel better. 

7) I can lay here all be myself until I fall asleep --
I'm so brave. 

8) The dark can be a fun place to be. I can think 
about lots of good things. 

9) I've been laying here for a long time now -- I'm 
doing very well. 

10) I'm still a little bit scared but that's OK; I'll 
just remember how brave I am and soon I'll fall 
asleep. 

Experimenter models each self-statement aloud and child 
repeats each three times. After child learns a statement 
the next is added and the two are said together. This 
procedure continues. 

Experimenter and child then whisper each statement. 
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HIERARCHY STEPS 

1) Child will walk to first masking tape mark on floor 
approximately feet from waiting room area. 

2) Child will walk to second mark on floor approaching the 
clinic bedroom setting. 

3) Child will stand in doorway of clinic bedroom setting. 

4) Child will walk inside bedroom setting approximately 
three feet from door (door open). 

5) Child will walk to bed (cot) and stand for 30 seconds 
(door open). 

6) Child will sit on bed and be able to remain for 3 0 
seconds (door open). 

7) Child will lie down on bed with door open. 

8) Child will lie on bed with door shut. 

9) Room illumination will be lowered to while 
child is reclining on bed for 30 seconds. 

10) Room illumination lowered to while child 
reclines. This procedure will continue until room is 
totally dark (with therapist present). 

11) Child will remain reclined in total darkness for 5 
seconds. 

12) Child will remain reclined in total darkness for 10 
seconds. 

13) Child will remain reclined in total darkness for 2 0 
seconds. 

14) Child remains reclined for 3 0 seconds in total darkness 
with therapist next to bed. 

15) Child remains reclined for 3 0 seconds in total darkness 
with therapist three feet from door. 

16) Child remains reclined for 30 seconds in darkness with 
therapist standing at door. 
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17) Child remains reclined for 3 0 seconds in darkness with 
therapist outside door with door open. 

18) Child remains reclined for 3 0 seconds in darkness with 
therapist outside door with door halfway closed. 

19) Child remains reclined for 3 0 seconds in darkness with 
therapist outside door with door closed to within 2 
inches. 

20) Child remains reclined for 1 minute in darkness with 
therapist outside door with door closed to within 2 
inches. 

21) Child remains reclined for 2 minutes in darkness with 
therapist outside door with door closed to within 2 
inches. 

22) Child remains reclined for 30 seconds in darkness with 
therapist outside room with door closed completely. 

23) Child remains reclined for 1 minute in darkness with 
therapist outside room with door closed completely. 

24) Child remains reclined for 2 minutes in darkness with 
therapist outside room with door closed completely. 

25) Child remains reclined for 3 minutes in total darkness 
with door closed and therapist absent. 

26) Child remains reclined for 5 minutes in total darkness 
with door closed and therapist absent. 

27) Child remains reclined for 6 minutes in total darkness 
with door closed and therapist absent. 

2 8) Child remains reclined for 7 minutes in total darkness 
with door closed and therapist absent. 

29) Child remains reclined for 10 minutes in total darkness 
with door closed and therapist absent. 

30) Child remains reclined for 12 minutes in total darkness 
with door closed and therapist absent. 

31) Child remains reclined for 15 minutes in total darkness 
with door closed and therapist absent. 
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