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ABSTRACT 

KATHY SCHAEFFER 

THE EFFECTS OF VIDEO SELF-MODELING ON STUDENTS WITH EMOTIONAL 

DISTURBANCE INCLUDING A COMPARISON BETWEEN 

GENDERS AND IMPACT ON SELF-CONCEPT 

 

MAY 2016 

The purpose of this study was to test the efficacy and utility of VSM interventions 

with children and adolescents who had a special education designation of ED and were 

exhibiting behavioral or social difficulties in the educational setting.  In addition, a 

gender comparison was made to determine if there are gender differences with VSM 

intervention effectiveness and how the VSM intervention may impact a student’s self-

concept.  The study included 16 students from elementary, middle school, and high 

school.  Teachers and parents completed BASC-2’s and students completed the Piers-

Harris 2 both at the pre-and post-intervention phases. Observations and interviews were 

completed before and after the VSM intervention, as well as two months after the 

completion of the VSM intervention to examine maintenance effects.   For the primary 

analyses, nonparametric tests were conducted to examine the utility of VSM on the 

targeted behaviors, effects on self-concept, and gender differences.  The findings of this 

study revealed that VSM can be used as an effective intervention for students with ED in 

the domains of behavioral and functional deficits at both the elementary and secondary 

school levels.  Clinically significant differences were found in both the teacher and parent 
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reported goal ratings.  The majority of the parents and teachers indicated that the changes 

were maintained after two months.  The study also revealed that the majority of the 

participants, regardless of their gender, displayed low self-esteem scores.  The 

investigation found that the Piers-Harris 2 self-concept scores for females increased 

significantly after the VSM intervention, while the males’ scores were maintained.  The 

VSM intervention did not affect either the males’ or females’ physical appearance scores.  

The results from both the teacher and parent BASC-2 did not demonstrate gender 

differences in regards to the internalizing scaled scores, but the parent externalizing 

scaled scores for the boys were significantly lower after the VSM intervention.  The 

observations demonstrated that all students improved in their goals, with three of the 

students demonstrating significant change.  These findings demonstrate an effective 

intervention that school psychologists can implement when working with both males and 

females with ED.  In addition, VSM can also help increase these students’ self-concept, 

especially females.   

  



 

viii 

 

 

 

TABLE OF CONTENTS 

Page 

ACKNOWLEDGMENTS ................................................................................................. iii 

ABSTRACT ....................................................................................................................... vi 

LIST OF TABLES ............................................................................................................. xi 

LIST OF FIGURES ......................................................................................................... xiii 

Chapter 

I. INTRODUCTION ............................................................................................................1 

Statement of the Problem .........................................................................................1 

Rational for Proposed Investigation.........................................................................5 

Significance of the Study .........................................................................................6 

Definitions................................................................................................................8 

Research Questions ................................................................................................10 

II. LITERATURE REVIEW ..............................................................................................12 

Defining Emotional Disturbance ...........................................................................13 

Prevalence and Outcomes ......................................................................................18 

Characteristics of Students With ED .....................................................................22 

Emotional Disturbance and Gender Differences ...................................................24 

Assessment of Emotional Disturbance ..................................................................31 

Interventions for ED ..............................................................................................37 

Video Self-Modeling (VSM) .................................................................................46 

VSM Procedures ........................................................................................48 

Efficacy of VSM ........................................................................................49 

Efficacy of VSM With Autism Spectrum Disorder ...................................51 

Efficacy With VSM and Classroom Behaviors .........................................52 

Efficacy With VSM and Academic Learning ............................................54 

Efficacy With Intellectual Disabilities .......................................................55 

Self-Concept ..........................................................................................................55 

Assessment of Self-Concept ......................................................................59 

Gender Differences in Self-Concept ..........................................................60 



 

ix 

Self-Efficacy and VSM ..........................................................................................61 

Students With ED and Self-Concept......................................................................62 

Chapter Summary ..................................................................................................64 

III. METHOD ....................................................................................................................68 

Participants .............................................................................................................68 

Procedures ..............................................................................................................71 

Baseline Phase ...........................................................................................72 

Intervention Phase ......................................................................................73 

Post Intervention Phase ..............................................................................75 

Maintenance Phase.....................................................................................75 

Instrumentation ......................................................................................................75 

Behavior Assessment System for Children-2 (BASC-2) ...........................75 

Reliability of the BASC-2 ..........................................................................77 

Validity of the BASC-2 .............................................................................78 

Piers-Harris Children’s Self-Concept Scale, Second  

Edition (Piers-Harris 2) ........................................................................80 

Reliability of the Piers-Harris-2 .................................................................80 

Validity of the Piers-Harris 2 .....................................................................82 

Subscales in the Current Investigation ...................................................................83 

Data Analysis .........................................................................................................84 

Data Collection ......................................................................................................85 

Summary of Research Design ................................................................................88 

IV. RESULTS ....................................................................................................................91 

Preliminary Analyses .............................................................................................91 

Primary Analyses .................................................................................................106 

Research Question One: What is the Utility of VSM on  

Targeted Behaviors? ..........................................................................107 

Research Question Two: What Effects on Self-Concept  

Result From Engaging in VSM? ........................................................115 

Research Question Three: Are There Gender Differences in  

How VSM Impacts Children? ............................................................117 

Observation Results at Pretest, Posttest, and Maintenance......................120 

Qualitative Results at Pretest, Posttest, and Maintenance .......................121 

Summary of Findings ...........................................................................................145 

V. DISCUSSION .............................................................................................................147 

Research Question One ........................................................................................147 

Research Question Two .......................................................................................151 



 

x 

Research Question Three .....................................................................................153 

Qualitative Indicators ...........................................................................................156 

Summary ..............................................................................................................157 

Limitations ...........................................................................................................158 

Future Research ...................................................................................................160 

REFERENCES ................................................................................................................163 

APPENDICES 

A. Parent/Guardian Consent Form and Student Assent ..................................................203 

B. Teacher Consent Form ...............................................................................................208 

C. Parent Interview Pre-Intervention ..............................................................................213 

D. Teacher Interview Pre-Intervention ...........................................................................216 

E. Student Interview Pre-Intervention ............................................................................219 

F. Example Pre-Observation Information Sheet ............................................................222 

G. BASC-2 Reference.....................................................................................................225 

H. Piers-Harris 2 Reference ............................................................................................227 

I. Parent Interview Post-Intervention ............................................................................229 

J. Teacher Interview Post-Intervention ..........................................................................231 

K. Student Interview Post-Intervention ..........................................................................233 

L. Parent Interview Maintenance ...................................................................................235 

M. Teacher Interview Maintenance .................................................................................237 

N. Student Interview Maintenance .................................................................................239 

O. Graphical Display of Each Child’s Teacher and Parent Goal Scores ........................241 

P. Graphical Display of Each Child’s Targeted Behavior BASC-2 Scores ...................250 

Q. Graphical Display of Each Child’s Observation Data and Specific  

Observation Locations ...............................................................................................259 

  



 

xi 

 

 

 

LIST OF TABLES 

Table Page 

1. Types of Disruptive Behavior in the Classroom ..........................................................43 

2. Planning and Creating a VSM Project .........................................................................48 

3. Development of Self-Esteem .......................................................................................58 

4. Five Stages of Stigma in Being Identified With a Disability in School ......................63 

5. Information on Student Participants ............................................................................70 

6. VSM Behavioral or Functional Goals for Students .....................................................74 

7. Frequencies and Percentages for Categorical Variables ..............................................94 

8. Means and Standard Deviations for Continuous Demographic Variables ..................95 

9. Means and Standard Deviations for Continuous Dependent Variables  

for Teachers and Parents ..............................................................................................99 

10. Means and Standard Deviations for Continuous Dependent Variables  

for Piers-Harris 2 and Observation Scores .................................................................101 

11. Pretest and Posttest Scores for Piers-Harris 2 Total Self-Concept and  

Physical Appearance and Attributes ..........................................................................102 

12. Spearman’s Correlation Among Teacher Pre-Intervention Scores ............................103 

13. Spearman’s Correlation Among Parent Pre-Intervention Scores ..............................103 

14. Spearman’s Correlation Between Teacher and Parent  

Pre-Intervention Scores ..............................................................................................104 

15. Spearman’s Correlation Between Piers-Harris 2 Pre-Intervention Scores ................105 

16. Spearman’s Correlation Between Piers-Harris 2 and Teacher/Parent  

Pre-Intervention Scores ..............................................................................................106 



 

xii 

17. Means, Medians, and Standard Deviations of Goal Pre-Intervention  

and Post-Intervention Scores for Teachers and Parents .............................................108 

18. Goal Pre-Intervention and Post-Intervention Scores for Teachers  

and Parents .................................................................................................................110 

19. Frequencies and Percentages for Teacher and Parent  

Maintenance Results ..................................................................................................112 

20. Means, Medians, and Standard Deviations of Pre-BASC-2 and  

Post-BASC-2 Results Related to Targeted Behavior for  

Teachers and Parents..................................................................................................113 

21. Pre-BASC-2 and Post-BASC-2 Results Related to Targeted Behavior  

for Teachers and Parents ............................................................................................113 

22. Means, Medians, and Standard Deviations of Pretest and Posttest  

Scores for Piers-Harris 2 Total Self-Concept by Gender ...........................................116 

23. Means, Medians, and Standard Deviations for Pre-BASC-2 and  

Post-BASC-2 Externalizing and Internalizing Results by Gender for  

Teachers and Parents..................................................................................................118 

24. Means, Medians, and Standard Deviations of Pretest and Posttest Scores  

for Piers-Harris 2 Physical Appearance and Attributes by Gender ...........................120 

25. Observation Frequencies of Behavioral Target at Pretest, Posttest,  

and Maintenance ........................................................................................................122 

26. Teacher Comments From Interviews .........................................................................126 

27. Parent Comments From Interviews ...........................................................................133 

28. Student Comments From Interviews .........................................................................140 

  



 

xiii 

 

 

 

LIST OF FIGURES 

Figure Page 

1. Percent of children ages 6–21 served under the IDEA, Part B,  

by disability ..................................................................................................................20 

2. Links between thoughts, feelings, and behaviors ........................................................44 

3. Scatterplot of parent and teacher goals scores ...........................................................108 

 



 

1 

 

 

 

CHAPTER I 

INTRODUCTION 

Statement of the Problem 

One of the most disheartening findings from educational research is in regards to 

the success of students with Emotional Disturbance (ED) in special education.  It is 

estimated that 1 in 20 students in United States schools have serious emotional and 

behavioral disorders that hinder healthy development, stall the acquisition of academic 

and vocational skills, cause problems with social interactions, and negatively affect adult 

adjustment (U.S. Department of Health and Human Services, 2001).  Although there are 

very few studies that examine the progress of students with ED, they have consistently 

demonstrated little to no improvement over time in either academic or social functioning 

(Siperstein, Wiley, & Forness, 2011).  In national longitudinal studies, special education 

programs for students with ED in particular have been under-resourced.  Students with 

ED who spend less time in general education classrooms are very likely to have teachers 

who are unprepared to work with them, and are unlikely to receive needed academic or 

mental health supports (Wagner et al., 2006; Wagner, Kutash, Duchnowski, Epstein, & 

Sumi, 2005).  Children and youth who receive special education services for ED 

experience bleak, short-term and long-term outcomes, including increased rates of arrest, 

severe behavioral problems, and academic failure (Bradley, Doolittle, & Bartolotta, 2008; 

Bradley, Henderson, & Monfore, 2004; Wagner, et al., 2005). 
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ED is a single federal category of educational disability; however, students who 

identify as ED often display a variety of problems, primarily related to behavioral, social, 

and educational issues.  Examples of behaviors and academic difficulties may include 

aggression, defiance, destructiveness, rejection by peers, poor social behavior, academic 

achievement not commensurate with chronological age, and difficulties in many subjects, 

such as mathematics and reading (Cullinan & Sabornie, 2004).  The U.S. Department of 

Education (2012) reported that an estimated 407,000 students received special education 

services under the Individuals with Disabilities Education Improvement Act (IDEIA) 

category of ED in the 2009–2010 school year.  Out of all students receiving special 

education services under the IDEIA, 8% were served in the category of ED in the 2009–

2010 school year.  Students with ED may experience the least amount of school success 

of any other subgroup of students, with or without disabilities (Landrum, Tankersley, & 

Kauffman, 2003).  Students with ED are the most underserved population under the 

IDEIA, and no other subpopulation of U.S. students experiences poorer outcomes than do 

those who have been identified as ED (Hehir, 2005). 

One reason for the lack of success in school is due to the deficiency of successful 

interventions for students with ED (Kauffman, 2005).  Interventions used with this 

population have often been punitive in nature and designed to control behavior rather 

than to help individuals improve (Newcomer, 2003).  Many interventions for students 

with ED have been investigated, with some producing positive change; however, the 

interventions often demand extensive training, time, and effort from teachers (Wagner et 



 

3 

al., 2006).  Finding effective, efficient, and simple interventions that are specifically 

geared toward the individual student with ED is a critical need. 

Current evidence suggests that intervention effectiveness may be moderated by 

the types and severity of the behavioral excesses and deficits exhibited by students with 

ED in special education (Forness, 2004).  Girls with ED often exhibit more internalizing 

behaviors, such as anxiety, depression, and withdrawal (Kauffman & Landrum, 2009).  

Internalizing disorders have been associated with non-responsiveness to standard 

behavioral interventions (Forness, 2003a).  Interventions for girls with ED tend to rely on 

blanket interventions geared toward the externalizing behaviors more often exhibited by 

boys, such as aggression, non-compliance, and acting out (Oswald, Coutinho, Best, & 

Nagle, 2003).  Few research studies exist that specifically address the characteristics and 

experiences of girls with ED (Srsic & Rice, 2012). 

Another issue is that the covert behavior of girls is seldom addressed as a problem 

in the under-representation of females in special education.  Since girls’ behaviors can be 

circuitous in nature, they may go undetected by parents and teachers (Hipwell & Loeber, 

2006).  In addition, there are poor outcomes for girls placed in programs for students with 

behavior disorders.  Most research about girls with disabilities has focused on significant 

cognitive or physical disabilities (Hogansen, Powers, Geenen, Gil-Kashiwabara, & 

Powers, 2008).  Additional studies have examined transition goals and outcomes for 

females with the largest part of the sample consisting of females with learning disabilities 

(Hogansen et al., 2008).  Although the majority of students identified with ED are boys, 

girls represent 23.6% of this population (Yell, Meadows, Drasgow, & Shriner, 2009).  
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Researchers have pointed out that social and academic school experiences are often very 

different for typical boys and girls, as is the development of the two genders (Proctor & 

Choi, 1994).  In disability studies, the gender issue is seldom addressed (Deshler, 2005; 

Oswald et al., 2003; Vardill & Calvert, 2000; Wehmeyer & Schwartz, 2001).  In general, 

existing research about students with ED does not factor in the possible effects of gender 

in academic or behavioral intervention analyses, although gender differences appear 

evident (Cullinan, Osborne, & Epstein, 2004; Rice & Yen, 2010; Young, Sabbah, Young, 

Reiser, & Richardson, 2010). 

Gender has been shown to play an important, yet often overlooked, role in the 

learning process.  Research pertaining to special education programming for girls with 

ED is considerably rare (Cullinan et al., 2004; Kann & Hanna, 2000; Rice, Merves, & 

Srsic, 2008; Vardill & Calvert, 2000).  The factor of gender can greatly impact learner 

identity.  For example, girls’ brains tend to mature faster than do boys’ brains, resulting 

in earlier reading skills and increased verbal ability (Brizendine, 2007).  This difference 

in development can also affect how boys and girls react to school success and failure.  

Boys tend to view lack of achievement as largely due to external factors (Crosne, 

Riegele-Crumb, & Muller, 2007), and they perceive that this failure has little to do with 

them (Manzo & Galley, 2003).  When a girl experiences success in school, she often 

attributes it to luck or an easy test.  For girls, failure in school often is interpreted as not 

being good at that subject or the subject being too difficult (Manzo & Galley).  Identity 

formation for adolescents with disabilities is created through a variety of lenses, which 

Wehmeyer (2003) describes as “metarepresentational” (p. 128).  The understanding of 
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self comes from recognizing personal attributes that comprise identity as well as the 

perceptions of others.  Stigma is often attached to having a disability that impacts the 

formation of identity (Wehmeyer, 2003).  A person’s self-concept is instrumental to the 

development of identity (Hay & Ashman, 2003), and identity formation is a critical task 

in adolescence (Santrock, 2012). 

Rationale for the Proposed Investigation 

Due to the gaps in the literature noted above, the current study is potentially 

valuable.  The purpose of this study was to test the efficacy and utility of video self-

modeling (VSM) interventions with children and adolescents who have a special 

education designation of ED and are exhibiting behavioral or social difficulties in the 

educational setting.  Kauffmann (2005) points out the need for successful interventions 

for students with ED as a critical problem, which highlights the importance of this study.  

VSM may be an intervention that helps reduce disruptive behaviors, increase social 

competence, and assist students with ED to achieve success in the school setting.  The 

current research in the field of VSM primarily focuses on children with autism and 

targets difficulties in social skills (Gelbar, Anderson, McCarthy, & Buggey, 2012).  This 

study expanded on the autism research base to determine the efficacy and utility of this 

intervention modality with students who display an ED within the educational setting 

across elementary school through secondary school. 

Gender has likewise been an under-examined element in the ED research.  Girls 

have been consistently under-identified in the special education category of ED (Forness, 

Freeman, Paparella, Kauffman, & Walker, 2012), and there has been very little research 
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pertaining to girls diagnosed with ED (Cullinan et al., 2004; Kann & Hanna, 2000; Rice 

et al., 2008; Wei & Marder, 2012).  Rice and Yen (2010) noted that much of the existing 

research about students with ED does not consider gender in either academic or 

behavioral intervention analyses.  In order to see if VSM is an effective intervention for 

both boys and girls, a gender comparison of the effectiveness of VSM was examined. 

The rationale for using self-concept as an outcome measure in this study is based 

on the facts that identity formation is a critical task in adolescence (Santrock, 2012) and 

that the stigma of disability status can impact the formation of identity (Wehmeyer, 

2003).  Understanding the level of students’ self-concept before and after an intervention 

can be an effective tool.  This will help determine if that intervention is assisting the 

student to grow and gain confidence to support school success. 

Significance of the Study 

The significance of this study is paramount as it contributes to the valuable insight 

and operation of a possible successful intervention for both boys and girls with ED.  

Research about boys and girls with ED must be equally considered, but the study about 

girls with ED should be given special attention.  The topic of girls with ED is not only 

understudied, but historically girls have been educated in environments that are 

dominated by males in the special education setting, and the interventions have typically 

been developed with males in mind (Burke, Keaton, & Pennell, 2003; Hipwell & Loeber, 

2006; Reid, Gonzalez, Nordness, Trout, & Epstein, 2004; Srsic & Rice, 2012).  

Attempting to determine if an intervention is effective with both males and females with 

ED will help meet the need for such empirically based research.  This, in turn, may 
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encourage other researchers to continue to look at gender differences in students with ED. 

The results of the study offer valuable understanding in determining if there are 

gender differences with various interventions and how an intervention may impact a 

student’s self-concept.  There is a very small amount of research related to students with 

disabilities and self-concept, and even less research on self-concept and students with 

ED.  This study provides a significant contribution to how students with ED perceive 

themselves and if the VSM intervention changes that perception. 

School psychologists are often key stakeholders in the service system available to 

children and youth with ED.  Having a multicomponent intervention source that has been 

empirically validated for students with ED would provide an additional resource to 

school psychologists and other school personnel to assist their students to become more 

successful in their school environment (Quinn & Lee, 2007).  VSM could be a potential 

answer to helping students who display a wide array of difficulties in the school 

environment.  A significant concern is that teachers have expressed resistance to 

identifying girls with ED because they do not know how to help girls who display 

internalizing behaviors of ED, such as depression, withdrawal, and social aggression 

(Rice et al., 2008).  The focus is usually on the disruptive nature of the externalizing 

behaviors typically displayed by boys (Burke, David, Lee, Hagan-Burge, Kowk, & Sugai, 

2012); however, girls often display their behaviors in aggressive ways that are more 

subtle and not as recognizable (Srsic & Rice, 2012).  VSM has been used as an 

intervention modality for students targeting a variety of behavioral and social problems 

(Buggey, 2009), as well as helping teachers learn how to use VSM to help their students.   
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 VSM provides a valuable tool and may help teachers implement more effective 

interventions for girls who display characteristics of ED.  It is increasingly important to 

find interventions that provide individualized assistance, but are effective, efficient, and 

require minimal training and resources.  Overall, the results of this study contribute 

critical insight and theory into the use of VSM as an intervention for both males and 

females with ED. 

Definitions 

For the purposes of this study, the following definitions will be used.  Each is 

presented below with the source of its definition. 

 Child With a Disability:  The term child with a disability means a child “(i) with 

mental retardation, hearing impairments (including deafness), speech or language 

impairments, visual impairments (including blindness), serious emotional disturbance 

(referred to in this title as ‘emotional disturbance’), orthopedic impairments, autism, 

traumatic brain injury, other health impairments, or specific learning disabilities”; and 

“(ii) who, by reason thereof, needs special education and related services” (Code of 

Federal Regulations, Title 34, §300.8(a)(1)(i)(ii)). 

Emotional Disturbance (ED):  Disability category under the IDEIA; a condition 

exhibiting one of more of the following characteristics over a long period of time to a 

marked degree, which adversely affects school performance: (a) an inability to learn 

which cannot be explained by intellectual, sensory, or health factors, (b) an inability to 

build or maintain satisfactory interpersonal relationships with peers and teachers, (c) 

inappropriate types of behavior or feelings under normal circumstances, (d) a general 
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pervasive mood of unhappiness or depression, (e) a tendency to develop physical 

symptoms or fears associated with personal or school problems (Code of Federal 

Regulations, Title 34, §300.8(c)(4)(i)).  ED includes Schizophrenia.  ED does not apply 

to children who are socially maladjusted, unless it is determined that they are emotionally 

disturbed (Code of Federal Regulations, Title 34, §300.8(c)(4)(ii)). 

 Free Appropriate Public Education (FAPE).  Special education and related 

services that (a) are provided at public expense, under public supervision and direction, 

and without charge; (b) meet the standards of the state education agency, including the 

requirements of this part; (c) include an appropriate preschool, elementary school, or 

secondary school education in the state involved; and (d) are provided in conformity with 

an individualized education program that meets the requirements (Code of Federal 

Regulations, 20 U.S.C. §1401(a)(18)). 

 Individuals with Disabilities Education Act (IDEA) and Individuals with 

Disabilities Education Improvement Act (IDEIA).  The IDEA is a United States federal 

law that governs how states and public agencies provide early intervention, special 

education, and related services to children with disabilities.  It addresses the educational 

needs of children with disabilities from birth to age 18 or 21 in cases that involve 14 

specified categories of disability.  In 2004, the IDEA was updated to the IDEIA (Code of 

Federal Regulations, 20 U.S.C. § 1412(a)(1)(A)). 
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 Individualized Education Program.  A written statement for a child with a 

disability that is developed, reviewed, and revised in accordance with §§ 300.320 through 

300.324 (IDEIA, 1997). 

 Self-Concept.  Self-concept can be described as the total picture of how an 

individual perceives or understands him or herself, his or her attributes, and how 

individuals perceive others’ perceptions of them (Meggert, 2004; Rice & Dolgin, 2005; 

Schunk, 2000). 

Self-Esteem.  Self-esteem is a subcategory of self-concept that refers to a person’s 

sense of value and self-worth (Rice & Dolgin, 2005; Schunk, 2000). 

 Special Education.  Specifically designed instruction, at no cost to the parents, to 

meet the unique needs of a child with a disability, including: (a) instruction conducted in 

the classroom, in the home, in hospitals and institutions, and in other settings, and (b) 

instruction in physical education (Code of Federal Regulations, Title 34, §300.39(1)). 

 Video Self-Modeling (VSM).  VSM is a form of observational learning where 

individuals observe themselves performing a behavior or skill successfully on video, and 

then potentially generalize the targeted behavior or skill they observed to other settings 

(Bellini & Akullian, 2007). 

Research Questions 

 There were three broad research questions that were examined in the study.  

Specific hypotheses regarding these questions will be presented in the methods chapter. 



 

11 

1. What is the utility of VSM on targeted behaviors? 

2. What effects on self-concept, if any, result from engaging in VSM? 

3. Are there gender differences in how VSM impacts school females and males? 

  



 

12 

 

 

CHAPTER II 

LITERATURE REVIEW 

According to the U.S. Department of Education (2005), students with, or at-risk 

for, ED are distressing to both parents and educators, and the outcomes for these students 

have demonstrated bleak futures in adulthood.  Children and adolescents with ED fail 

more classes, often have lower grade point averages, miss more days of school, and are 

retained a grade in school more than any other category of students with disabilities.  

They are at a higher risk for drug, tobacco, and alcohol use, and many often leave school 

before graduating (Bullock & Gable, 2006; Duchnowski & Kutash, 2011; National 

Longitudinal Transitional Study-2 [NLST-2], 2011).  Wagner, Cameto, and Newman 

(2003) found a high percentage of students with ED arrested (57.6%) within 3 to 5 years 

of leaving high school.  Due to the potential negative outcomes for a student diagnosed 

with ED, it is important to provide interventions that will lead to long-term academic, 

behavioral, and social success.  However, school evaluations and interventions for this 

population designed to encourage school and behavioral success remain unclear on their 

level of effectiveness for long-term success.  Most interventions are geared toward boys 

with very little information provided on successful interventions for girls with ED 

(Reddy, De Thomas, Newman, & Chun, 2009).  Cullinan, Osborne, and Epstein (2004) 

found that characteristics of ED are often manifested differently in girls than they are in 

boys with ED.  Boys typically express their behaviors externally (i.e., fighting, verbal 
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outbursts, etc.), and girls often show internalizing problems (i.e., depression, withdrawal, 

etc.).  Boys and girls with ED often experience difficulties with self-concept in areas such 

as relationships, social skills, behavioral problems, and school adjustment (Kauffman et. 

al., 1991; McConaughy, 1993).  Understanding the gender differences and the 

development of self-concept within students with ED may help to provide interventions 

that are effective for both boys and girls.  This chapter will review the definition of ED, 

the characteristics of students identified with ED, as well as the assessments used to 

identify ED and interventions used for this disorder.  Gender differences within ED will 

be reviewed that span academic, behavioral, and social domains, including assessment 

differences.  Students with ED need a wide array of academic and behavioral 

interventions that support student success (Wagner et al., 2006).  VSM is an intervention 

that has demonstrated success on a wide range of challenging behaviors (Buggey, 2009).  

Relevant research about VSM will also be examined, including studies across various 

disabilities, as well as academic and behavioral issues, including students with ED.  

Finally, the definition of self-concept and assessment tools to measure self-concept will 

be addressed with specific attention to gender differences among students with ED. 

Defining Emotional Disturbance 

The definition of Emotional Disturbance has had a varied history with many 

different terms being used to describe ED, such as Behaviorally Disordered, Emotionally 

Maladjusted, or Emotionally Handicapped (Kauffman, 2001).  The various definitions 

partially stemmed from the fact that all descriptions held a negative connotation and often 

provided an instant stigmatization toward the child categorized by one of these terms 
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(Kauffman, 2001).  The complexity of defining an emotional or behavioral disorder is 

influenced by a culture’s chosen authority figures and what they designate as intolerable 

behaviors.  Usually, it is defined by behavior that is perceived to threaten the stability, 

security, or values of the society (Moynihan, 1993).  Often, the various conceptual 

models, purposes of the definition, complexities of measuring emotions and behaviors, 

and the range and variability of normal to deviant behavior is difficult to gauge in human 

development.  The wide range of social agents who use the definition for various 

purposes (e.g., courts, schools, clinics, and families) have also convoluted the definition 

(Kauffman, 2004).  Hallahan and Kauffman (2006) state that in some circumstances, 

students may be identified as having ED when adults in authority say they have it, with 

no other questions asked. 

The term serious emotional disturbance refers to a diagnosed mental health 

problem that substantially disrupts a child’s ability to function socially, academically, and 

emotionally.  It is not a formal diagnosis in the Diagnostic and Statistical Manual of 

Mental Disorders-Fifth Edition (DSM-5; APA, 2013), but it is an administrative term 

used by state and federal agencies to identify a population of children who have 

significant emotional and behavioral problems, and who have a high need for services.  

The official definition of serious emotional disturbance, adopted by the Substance Abuse 

and Mental Health Services Administration (SAMHSA), came from a 1993 Federal 

Register Notice.  In this definition, individuals with ED are 

Persons from birth up to age 18 who currently or at any time during the past year 

had a diagnosable mental, behavioral, or emotional disorder of sufficient duration 
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to meet diagnostic criteria specified within the DSM-III-R, and that resulted in 

functional impairment which substantially interferes with or limits the child’s role 

or functioning in family, school, or community activities. (p. 29422) 

Barnett (2012) reviewed the etiology of the ED definition and found that it was derived 

from a study conducted by Bower in 1957 with over 6,000 school-age children in 200 

classes at elementary, junior high school, and high school levels in 75 school districts 

across the country.  There were 207 children designated as emotionally disturbed (162 

boys and 45 girls) who received mental health services.  Bower examined the differences 

between the designated and non-designated students, which resulted in the five 

characteristics included in the federal definition of ED.  Bower (1982) defined students 

with emotional handicaps as people who exhibited five or more characteristics to a 

marked extent over a period of time.  These characteristics included school learning 

problems, poor interpersonal relationships, inappropriate behaviors, feelings of 

unhappiness or depression, as well as physical symptoms or fears associated with school 

or personal problems.  The term also included children who were schizophrenic, but not 

socially maladjusted unless it was determined they were also seriously emotionally 

disturbed.  Forness and Knitzer (1992) pointed out that for students to qualify for ED, 

they must have a problem in at least one of the five areas listed above.  However, the five 

criteria were not supported by previous or current research about subtypes of students 

with emotional or behavior disorders (Rutter, 1989). 

The identification of children with ED is hampered by vague eligibility and 

diagnostic criteria, which impacts students’ access to interventions needed for their 
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success in school (Forness & Kavale, 2001).  In order for children to receive special 

education services in a school district they must meet the IDEIA definition for ED.  In 

2004, the IDEIA listed ED as one of 12 disability categories and was defined as 

A condition exhibiting one of more of the following characteristics over a long 

period of time to a marked degree which adversely affects school performance: 

(a) an inability to learn which cannot be explained by intellectual, sensory, or 

health factors, (b) an inability to build or maintain satisfactory interpersonal 

relationships with peers and teachers, (c) inappropriate types of behavior or 

feelings under normal circumstances, (d) a general pervasive mood of 

unhappiness or depression, (e) a tendency to develop physical symptoms or fears 

associated with personal or school problems (Code of Federal Regulations, Title 

34, §300.8(c)(4)(i)).  Emotional Disturbance includes Schizophrenia.  Emotional 

Disturbance does not apply to children who are social maladjusted, unless it is 

determined that they are emotionally disturbed (Code of Federal Regulations, 

Title 34, §300.8(c)(4)(ii)). 

The IDEIA definition for ED has been criticized as being ambiguous and unscientific 

(Cullinan et al., 2004; Forness & Kavale, 2000; Kauffman, 2001).  There is also a clause 

requiring “adverse educational performance” (p. 380) and the exclusionary criterion of 

“social maladjustment” (p. 380), which has not been fully defined and could mislead 

professionals to exclude children with conduct disorder (Reddy & Richardson, 2006).  

The education of students with ED is often complicated by comorbid psychiatric 

diagnoses, such as attention deficit hyperactivity disorder (ADHD), depressive disorders, 
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and anxiety disorders (Theodore, Bray, Kehle, & Jenson, 2001).  In the late 1980s, the 

Workgroup on Definition of the National Mental Health and Education Associations 

(Forness, 1988) developed a new definition that was intended to reduce the restrictive 

aspects of previous terminology: 

 Proposed Definition of “Emotional or Behavioral Disorder” 

(i) The term emotional or behavioral disorder means a disability 

characterized by behavioral or emotional responses in school so different 

from appropriate age, cultural, or ethnic norms that they adversely affect 

educational performance.  Educational performance includes academic, 

social, vocational, and personal skills.  Such a disability 

(A)  is more than a temporary, expected response to stressful events in the 

environment. 

(B) is consistently exhibited in two different settings, at least one of which 

is school related. 

(C) is unresponsive to direct intervention in general education or the 

child’s condition is such that the general education interventions 

would be insufficient. 

(ii) Emotional and behavioral disorders can co-exist with other disabilities. 

(iii) This category may include children or youth with schizophrenic disorders, 

affective disorders, anxiety disorders, or other sustained disorders of 

conduct or adjustment when they adversely affect educational 
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performance in accordance with section (i).  (Forness & Knitzer, 1992, pp. 

13) 

The federal definition focus is too narrowly interpreted to mean just “academic” 

as opposed to “social or behavioral” performance.  The new definition helped to expand 

on academic issues to include social and behavioral functioning (Forness & Knitzer, 

1992).  However, the new definition was not adopted; hence, there continue to be 

problems with the current definition being vague and unclear.  Although there have been 

strong appeals from professional organizations, such as the National Association of 

School Psychologists, the National Mental Health and Special Education Coalition, and 

the Council for Children with Behavioral Disorders (Council for Children with Behavior 

Disorders, 1989; Forness, 2003b; National Association of School Psychologist, 2007) 

over the years, the federal definition of ED has not changed much since its inception in 

the Education of All Handicapped Children’s Act of 1975 (EAHCA, 1975).  The federal 

definition remains as problematic today even though it was put into law almost 40 years 

ago (Merrell & Walker, 2004).  

Prevalence and Outcomes 

In the past three decades, national and state legislative and reform initiatives have 

been launched to address the numerous reports that students with an ED were 

underserved or served inappropriately in excessively restrictive settings (President’s New 

Freedom Commission on Mental Health, 2003).  However, children and adolescents with 

ED continue to constitute one of the most under-identified and underserved child clinical 

subpopulations (Wagner et al., 2006).  Research from the 1990’s estimated that students 
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with ED represent approximately 5% of youth diagnosed with mental disorders, with 

about 1% actually being treated (Oswald & Coutinho, 1995).  These findings have stayed 

consistent over the past 20 years with special education serving less than 1% of the total 

school population in the category of ED.  Researchers still contend that this is a very 

small fraction of those who actually need the services (Forness et al., 2012).  The Center 

for Public Education (2009) reported that 0.8% of the 13.1% special education students in 

the U.S. were being served under the designation of emotional disturbance (see Figure 1).  

Since 1976–1977, the U.S. Department of Education has annually collected and reported 

the number of students between the ages of 6–21 years with disabilities who receive 

services under the IDEIA.  Out of the 5 million children served in 2000–2001, 8.2% were 

in the category of emotional disturbance, which is less than 1% of the total school 

population (Bullock & Gable, 2006).  It is estimated that the actual number of students 

with ED is much higher and may suggest that many of the children or youth who could 

qualify under the IDEIA may not be identified nor receive the support they need to assist 

them with their behavioral challenges (U.S. Department of Health and Human Services, 

2001).  Estimating the prevalence of ED in children is critical to providing the mental 

health services needed, but is very difficult to do since there is no standard inclusive 

definition.  A literature review revealed that estimates of the number of children suffering 

from ED (5% to 26%) vary significantly depending on the study’s purpose, methodology 

for selection of participants, and criteria used to diagnose disorders and identify 

functional impairment (Brauner & Stephens, 2006). 
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Figure 1: Percent of children ages 6–21 served under the IDEA, Part B, by disability; 

graph formulated from text content in Center for Public Education (2009) 

 

The National Longitude Transition Study (NLTS) was designed and conducted by 

the Stanford Research Institute (SRI) International for the Office of Special Education 

Programs (OSEP) under the umbrella of the U.S. Department of Education.  This study 

collected data about the lives of youth with disabilities in their high school years and in 

their transition to adulthood during the late 1980s and early 1990s.  The outcomes for 

youth with ED were very troublesome, with many of these youth having academic 

failure, poor social adjustment, and involvement in the criminal justice system (Wagner, 
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Newman, D’Amico, Jay, Butler-Nalin, & Marder, 1991).  These outcomes for students 

with ED continue to be of great concern as data has shown little improvement since the 

early 1980s, when the first longitudinal studies that included this population, began.  The 

National Longitudinal Transition Study-2 (NLTS2), Special Education Elementary 

Longitudinal Study (Garza, 2006), and the National Adolescent and Child Treatment 

Study (NACTS; Armstrong, Dedrick, & Greenbaum, 2003) all show that only small gains 

have been made for students with ED in the areas of academic success, social skills 

mastery, and long-term positive adult outcomes.  Independent studies focusing on post-

school outcomes for this population using smaller samples indicate similar findings 

(Bradley et al., 2008).  Youth with ED have the greatest risk of dropping out of school as 

compared with students in other disability categories.  This group has the highest 

percentage of both incarcerated youth as well as youth who are not employed as 

compared to other students with disabilities (U.S. Department of Education, 2002). 

Results from the NLTS-2 have been completed in five different waves.  From 

Wave 3 in 2005, results demonstrated that all of the 485 students identified as ED were 

rated by their teachers and parents as having social skills at or below the 16th percentile 

for their age.  Almost half of those students were also subject to punitive disciplinary 

actions by their respective school (NLTS-2; 2006).  Outcomes from the NLTS-2 suggest 

that students with ED differ from the general population of youth in ways other than their 

disability.  As compared with the general adolescent population, youth with ED are more 

likely to live in poverty, to have a head of household with no formal education past high 

school, and to live in a single parent household.  Nearly 38% of the NLTS-2 sample was 
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held back a grade, 75% had been suspended at least once, and about two-thirds were 

reported to have co-occurring attention deficit/hyperactivity disorder (ADHD).  Almost 

40% had attended five or more schools since kindergarten, which correlated with the 

difficulty of being identified with ED, and in establishing positive peer and adult 

relationships (Wagner & Cameto, 2004).  In a study conducted by Nelson, Benner, Lane, 

and Smith (2004) the researchers reported that 83% of their study’s sample of children 

with ED scored below the norm group on a standardized measure of reading skill.  

Ultimately, students with ED typically make much less academic progress than either 

their nondisabled peers or those with learning disabilities (Anderson, Kutash, & 

Duchnowski, 2001).  Young adults with ED were less likely to enroll in four-year 

universities as compared to young adults in other categories.  Over 75% of young adults 

with ED had been involved in the criminal justice system at some point in their lives 

(NLTS-2, 2011).  Merrell and Walker (2004) completed a review of the outcomes of 

students with ED over the past 30 years and found that, “Clearly, the state of affairs 

regarding the education of students with significant behavioral, social, and emotional 

problems in American schools is dismal” (p. 899). 

Characteristics of Students With ED 

The causes of ED have not been adequately determined, but various factors, such 

as heredity, brain disorder, diet, stress, and family functioning, have all been suggested as 

possible contributors.  Research has not shown any of these factors to be the direct cause 

of behavioral or emotional problems (Greene, 2001).  Some characteristics and behaviors 

seen in children who have emotional disturbances include: hyperactivity, aggression, self-
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injurious behavior, withdrawal, immaturity, and learning difficulties.  Some children with 

extreme emotional disturbance may exhibit distorted thinking, excessive anxiety, 

abnormal mood swings, or bizarre motor acts (Jordan, 2001).  Children with ED often 

manifest both externalizing and internalizing problems in school (McConaughy & Skiba, 

1993; Reddy, 2001).  Externalizing problems are generally reflected in aggression and 

acting out.  Internalizing problems are those that manifest as anxious, withdrawn, and/or 

depressed behaviors.  The aggression and acting out characteristics include hitting, 

fighting, teasing, refusing to comply with requests, crying, and destroying property.  

Some students with ED are scolded and disciplined so often that punishment means little 

or nothing to them (Hallahan & Kauffman, 2006). 

In a study conducted by Cullinan, Evans, Epstein, and Ryser (2003), the 

researchers compared 336 elementary students with ED and 548 students without ED.  

Students with ED exhibited much greater maladaptive functioning than did those without 

ED.  The socially maladjusted preadolescent students with ED tended to manifest high 

levels of antisocial behaviors outside of school.  The findings of the researchers’ measure 

of overall competence suggested that students with emotional and behavioral disorders 

tend to have relatively few strengths and resources that might help them cope with their 

maladaptive emotions, behaviors, and thoughts. 

Students with ED of middle and high school age exhibit characteristics such as 

inability to learn, relationship problems, inappropriate behavior, unhappiness or 

depression, and physical symptoms of anxiety (Cullinan & Sabornie, 2004).  A review of 

15 studies of adolescents with ED showed more problems in mathematics and reading 



 

24 

when compared to students without disabilities, and their academic achievement was not 

commensurate with their chronological ages.  Adolescent students with ED were more 

likely to fail courses than were students without disabilities or students with learning 

disabilities (Epstein, Kinder, & Bursuck, 1989).  The prior information was documented 

in 1989, and unfortunately, not much has changed for students with ED.  Bradley and 

colleagues (2008) report that grade retention of elementary students with ED is 22%, 

although rises to 38% in high school.  This prevalence is only surpassed by the retention 

rates of students with mental retardation.  The researchers also reported that students with 

ED ranked the lowest in receipt of As and Bs in school.  Wagner and Cameto (2004) 

report that students with ED continue with academic failure, as 14% receive Ds or Fs.  In 

addition, 29% of parents were very dissatisfied with their school services and 22% of the 

parents were dissatisfied with the special education services their child with ED received, 

as compared to 20% and 16%, respectively, of all special education disabilities as a 

whole (Wagner & Cameto, 2004). 

Emotional Disturbance and Gender Differences 

Disproportionality is a concept often discussed in regards to the field of special 

education.  Typically this topic revolves around the over-representation of males, as well 

as students who are culturally or linguistically diverse (Coutinho & Oswald, 2005).  

Males often outnumber females 2 to 1 in special education because the combination of 

external behavioral problems and biases based on gender make them less likely to be 

referred (Wehmeyer & Schwartz, 2001).  Few research studies exist that are specific to 

girls diagnosed with ED, especially related to the understanding of their unique 
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characteristics and experiences (Oswald et al., 2003).  The identification rates for 

girls and young women among students identified with ED are lower than they 

are for their male counterparts (U.S. Department of Education, 1998).  According 

to data from the Special Education Elementary Longitudinal Study, boys 

compromised 80% of the ED sample compared to approximately 65% of the 

sample of students from other disabilities (Wagner, Kutash, Duchnowski, & 

Epstein, 2005).  This trend has continued as Forness et al. (2012) reported that 

females are consistently under-identified in the special education category of ED.  

Results from the U.S. Department of Education (2007) indicated more than three- 

fourths of secondary students with ED were boys.  This was the highest 

proportion of boys to girls in any disability category.  Coutinho and Oswald 

(2005) found that state and local variations in ED classifications are due, in part, 

to the child’s gender, with males over-represented as ED (e.g., male to female 

odds ratios ranged from approximately 2.2 to 6 for ED in comparison to 1.7 to 2.7 

for LD students).  Of all the disability categories, emotional disturbance has the 

highest percentage of boys. 

The over-representation of boys and accompanying under-representation 

of girls has been attributed to a number of causes.  One reason might be that girls 

tend to internalize their issues and keep their problems private (Caseau, 

Luckasson, & Kroth, 1994), and internalizing behaviors are often overlooked by 

teachers (Offord, Boyle, & Racine, 1989).  Boys often exhibit externalizing 

behaviors, which are more disturbing and difficult for teachers to manage 
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(Bushweller, 1994).  Explanations for the sex differences found in U.S. and Canadian 

studies have looked at teacher bias regarding student behavior and the stereotypical 

pattern of “boy” behaviors and school expectations.  Female teachers often view these 

behaviors as inappropriate because they are externalizing in nature, and this often leads to 

placing boys at risk for misidentification as having an ED (Whitley, Lupart, & Beran, 

2009).  The possible causes of under-representation in girls with ED appear to have 

stayed consistent over the past three decades.  Two large recent studies have focused on 

problem behaviors rated by teachers in general education classrooms, and both seem to 

suggest that teachers focus somewhat more on externalizing problems rather than on 

internalizing problems, especially in young children (Burke et al., 2012; Harrison, 

Vannest, Davis, & Reynolds, 2012).  Additionally, boys are more likely than girls to 

receive mental health services (Green, Clopton, & Pope, 1996).  In 2003, the Office of 

Special Education reported that 80% of the students aged 6–12 identified with ED were 

male, and only 20% were female; for 13–17 year olds, 77% were male, and 23% were 

female (U.S. Department of Education, 2005). 

Cullinan et al. (2004) completed a study comparing 218 girls identified as ED in 

32 different states in contrast to 471 girls without ED in 34 states across all school levels.  

In the study, teachers completed the Scale for Assessing Emotional Disturbance (Epstein 

& Cullinan, 1998) to measure the five characteristics of ED and a variable they called 

social maladjustment.  The researchers found that girls with ED exhibited more 

maladaptive functioning on all variables and displayed higher levels of comorbid ED 

characteristics.  The girls also displayed higher levels of internalizing behaviors, such as 
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unhappiness or depression, physical symptoms of fear, and higher levels of relational 

aggression (Epstein & Cullinan, 1998). 

While students with ED have been most recognized for their behavioral and social 

characteristics, it is important to note that this group also has severe academic deficits, 

particularly in the areas of reading, math, and written expression (Trout, Nordness, 

Pierce, & Edstein, 2003).  Gender, as a predictor of academic achievement, has been a 

long-debated topic in the US.  Reports from the 1990s suggested that boys were more 

strongly encouraged to pursue mathematics and science subjects than were girls 

(American Association of University Women, 1992), but recent literature on the subject 

found that boys underperform academically in most subject areas when compared with 

girls (Tyre, 2008).  There are few articles that identify gender-specific behavioral or 

academic interventions for girls with ED.  Interviews with professionals who work with 

females with ED suggest that girls’ needs are different than those of boys with ED.  

Teachers and counselors who work with students with ED expressed a desire to avoid 

girls with emotional or behavioral issues because of the complexity of their issues (Rice 

et al., 2008).  Interventions for girls with ED tend to rely on blanket interventions geared 

toward behaviors more often exhibited by boys (Oswald et al., 2003). 

There is very little research pertaining to special education programming for girls 

with ED (Cullinan et al., 2004; Kann & Hanna, 2000; Rice et al., 2008).  Research into 

the biological and emotional development of girls is substantial; however, the 

generalizations from research about boys for treatment of ED with girls is not always 

appropriate (Bell, Foster, & Mash, 2004; Burke et al., 2003; Hipwell & Loeber, 2006).  
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Existing processes and tools used in school for identifying girls with ED may not 

accurately detect girls’ internalizing expressions of disability.  Rice and colleagues 

(2008) completed a qualitative analysis of 15 teacher and counselor professionals asking 

their perceptions of girls with ED through semi-structured interviews.  Results indicated 

that in comparison to boys with ED, the professionals viewed girls with ED as (1) having 

problems that were less visible but more intense, (2) isolating themselves, (3) acting out 

more intensely when being physical, and (4) having very few friends.  The researchers 

concluded that there needs to be academic and behavioral interventions that consider 

gender as a factor for implementation.  Leff and Crick (2010) noted that there have been 

increases in research examining gender differences specifically in the expression of 

aggression.  Boys typically express their aggression through direct, physical means, 

whereas close to 20% of girls display their aggression in a more socially manipulative 

manner, such as starting rumors and using social exclusion.  The researchers emphasized 

the need for school-based professionals to be involved in the development, 

implementation, and evaluation of interventions specifically designed for relational 

aggression in girls.  It is important to note that during adolescence, boys and girls are 

identified with ED at equal rates (Leff & Crick, 2010).  Identifying the females with ED 

before adolescence may help in providing more successful interventions.  Research has 

supported that the best outcomes for students with ED occur when interventions are 

implemented early in their developmental years (Oswald et al., 2003). 

There are several differences in the type of aggression that boys use as compared 

to girls.  Boys tend to engage in physical aggression, whereas girls often use forms of 
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social aggression.  Social aggression encompasses various forms of non-physical 

aggression, which can include relational aggression.  The behaviors are focused more on 

damaging social relationships rather than inflicting or threatening physical harm (Archer 

& Coyne, 2005).  Socially aggressive behaviors can include gossiping, excluding others, 

or alienating someone (Xie, Swift, Cairns, & Cairns, 2002), as well as trying to damage 

someone’s social standing in a group (Crick & Grotpeter, 1995).  Social aggression has 

been found to be less likely to be detected and punished or avenged by victims (Xie et al., 

2002).  Several studies have found that girls engage in social aggression much more than 

boys do because boys tend to express their aggression physically (Archer & Coyne, 2005; 

Conner, 2002; Xie et al., 2002).  Finding social skills training (SST) specifically for girls 

is a daunting task because most of the research about SST and ED is not gender specific. 

Maag (2006) completed a meta-analysis of 227 SST studies between 1991 and 2003, and 

not one of the studies had distinguished between the number of boys as compared to girls 

regarding the SST interventions.  There appears to be a significant lack of research in the 

area of SST related specifically to girls with ED. 

Prior research has indicated that screening tools for ED are typically perception-

based, and gender-specific expectations of teachers and evaluators may account for the 

under-representation of girls identified as having ED (Caseau et al., 1994).  Although 

some screening and assessment tools are available to aid in the identification of 

withdrawn, isolated students and others who internalize their behaviors, those 

assessments are used infrequently.  Teachers are the primary gatekeepers in the 

identification process, and they are more likely to refer to students who are exhibiting 
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externalizing behaviors that cause disruption in their classroom (Caseau et al., 1994).  

Universal screening is a critical prerequisite to providing school-based prevention and 

intervention services for students at risk for academic, behavioral, or emotional 

difficulties (Glover & Albers, 2007).  The validity of the screening measures and 

processes are being established, yet little is known about how these instruments may 

function similarly or differently for girls and boys (Caldarella, Young, Richardson, 

Young, & Young, 2008). 

In a study completed by Offord et al. (1989), the researchers indicated that it was 

important for teachers to receive the proper training and assistance in identifying female 

students with ED, who exhibit internalizing behaviors, in order to help with proper 

assessment and diagnosis of ED for special education services (Offord et al., 1989).  An 

online database search of psychiatric and psychological books and journals, such as 

PsycINFO, was completed in order to identify studies evaluating treatments for disruptive 

and delinquent girls prior to October of 2005.  There were a total of 251 articles, with 143 

including both males and females, with the main focus of the articles describing 

treatments for problems related to reducing disruptive behavior or delinquency.  A total 

of 99 of the articles focused exclusively on males, and 8 of the articles reported findings 

from female-only samples with a fourth of the studies having fewer than 15 girls 

(Hipwell & Loeber, 2006).  Rice and Yen (2010) noted that existing research about 

students with ED does not consider gender in either academic or behavioral intervention 

analysis.  Unfortunately, despite the research about gender differences in ED, 

developments in identification for girls have not advanced. 
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Assessment of Emotional Disturbance 

Inherent in the concept of developmental psychology is the need for early 

detection and primary prevention rather than a focus on identification, diagnosis, or 

intervention.  Special educators are often “back-loading” most efforts long after diagnosis 

is fully realized instead of “front loading” interventions at the first sign of problems 

(Forness, 2003b, p. 320).  The ambiguity in identifying students with behavioral and 

emotional problems for appropriate special education services and supports in schools 

can be partially attributed to the weak federal definition of ED found in the IDEIA.  The 

IDEIA definition lacks a theoretical foundation and suggests inconsistent processes by 

which practitioners address these criteria (Barnett, 2012).  With so many issues 

surrounding the definition of ED, it is not hard to surmise that assessment and diagnosis 

of ED also have significant problems.  This may be due in part to the varied behaviors a 

student with ED might exhibit.  According to Reddy and Richardson (2006), children and 

adolescents classified with ED can present some of the most complex academic and 

mental health issues, and often have comorbid psychiatric diagnoses, which further 

complicates the identification process.  Fox and Gable (2004) report that one of the most 

difficult challenges is finding appropriate assessment and identification tools for children 

and adolescents at risk for ED to avoid over- and under-representation of different gender 

and ethnic groups.  Barnett (2012) emphasizes that without proper identification and 

treatment, students with ED pose substantial challenges to their teachers, peers, and 

others, which can include classroom disruption and school safety issues.  Research has 

shown that there is a considerable overlap between behavioral/emotional problems and 



 

32 

learning problems, so it is important to make sure a student’s problems are reflective of a 

true underlying ED and not another diagnosis (McConaughy & Achenbach, 1996).  

Research investigating links among attention, emotional/behavioral, and learning 

disorders show that the symptomatology of these disorders often overlap across a 

continuum of severity and frequency (Kaplan, Dewey, Crawford, & Wilson, 2001).  A 

critical analysis of validity and the role of measurement was conducted by Stichter and 

Conroy (2004).  These investigators indicated that there is a paucity of research to 

support many of the current practices, especially research that reflects scientific rigor 

regarding the validity of evidence-based practice for ED. 

A multi-method assessment approach must be used for emotional and behavioral 

disorders as outlined in the IDEA (1990; 2004).  One component of the multi-method 

approach is using standardized rating scales, which have been one of the most efficient 

methods for assessment of ED.  Numerous rating scales have been developed for the 

purpose of identifying parent and teacher reports of children’s problems and 

competencies (McConaughy & Ritter, 2002).  The Achenbach System of Empirically 

Based Assessment (ASEBA; Achenbach, 1991b) is an empirically based taxonomy 

(Achenbach, 1991a) and includes the Child Behavior Checklist (CBCL), which is 

designed to obtain parent’s ratings of emotional and behavioral problems of children ages 

4–18.  The Teacher’s Report Form (TRF; Achenbach, 1991c), which covers ages 5–18, is 

a parallel form for obtaining teacher ratings of children’s problems over the past 2 

months.  There is also a Youth Self-Report (YSR; Achenbach, 1991d) that covers ages 

11–18 and obtains adolescents’ ratings of their problems.  The CBCL and the YSR also 
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include items for assessing social competencies, and the TRF includes items for rating 

school adaptive functioning and academic performance. 

There have been several other empirically based rating scales for assessing 

children’s problem behaviors.  For example, the Behavior Assessment System for 

Children-2 (BASC-2; Reynolds & Kamphaus, 2004) provides scores on 10 clinical 

classifications, which include Aggression, Anxiety, Attention Problems, Atypicality, 

Conduct Problems, Depression, Hyperactivity, Learning Problems (TRF only), 

Somatization, and Withdrawal.  The BASC-2 includes four scales for positive traits: 

Adaptability, Leadership, Social Skills, and Study Skills (TRF only).  The BASC-2 also 

has a self-report rating scale for ages 6–7, 8–11, 12–21, and 18–25. 

Other rating scales provide a much narrower focus, including the Conners 3 

(Conners, 2008a), which specifically measures attention deficits and hyperactivity.  In 

comparison, the Conners Comprehensive Behavior Rating Scales is designed to provide a 

complete overview of child and adolescent concerns and disorders. Those working in the 

field of child and youth psychology can use the Conners Comprehensive Behavior Rating 

Scales to assess a wide spectrum of behaviors, emotions, and academic and social 

problems in today’s youth (Conners, 2008b). 

The Systematic Screening for Behavior Disorders (SSBD; Walker & Severson, 

1992) is a three-stage, multiple-gating system.  The SSBD was originally hailed by many 

researchers and teachers as the “gold standard” of systematic screening tools.  This was 

due to the fact that it was one of the first tools developed specifically to identify students 

with either internalizing or externalizing behavior patterns (Kauffman, 2001).  The 
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Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) is another 

psychometrically sound tool for use in identifying students with various facets of 

behavior disorders and is validated for use across the K–12 grade span (Goodman, 2001; 

Goodman, Meltzer, & Bailey, 1998).  Some teachers have characterized it as too 

cumbersome because it requires students to be rated on 25 different items (Lane, Kalberg, 

Parks, & Carter, 2008). 

The most recent rating scale to assess emotional disturbance is the Emotional 

Disturbance Decision Tree (EDDT; Euler, 2007).  The author states that it is the first of 

its kind to provide a standardized approach to the assessment of ED.  The EDDT 

encompasses all the federal criteria and addresses the broad emotional and behavioral 

nuances of children who may require special education services for ED.  It includes 5 

sections that correlate specific components of the federal criteria and it treats social 

maladjustment as a supplemental trait and assesses it separately from ED.  It takes about 

15–20 minutes to complete and is for students ranging in age from 5 to 18 years old.  

There is a self-report and a parent form.  Norms were based on a sample of 601 children 

who were demographically matched to the U.S. population.  Data were also collected on 

a sample of 404 children eligible for special education due to an ED diagnosis.  Internal 

consistency was high (r = .94) for the EDDT Total Score and ranged from .75 to .88 for 

scales.  In addition, test-retest stability was high (r = .92), and inter-rater reliability was 

good (r = .84) for the EDDT Total Score (Euler, 2007). 

There are advantages to using standardized rating scales because they provide 

quantifiable information that holds up to standards of reliability and validity.  They are 
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systematically organized, efficient to complete and score, and include normative data 

(McConaughy & Ritter, 2002).  Rating scales provide normative practices, such as “Is 

this student’s behavior typically developing or not?” as compared to their same-age 

peers.  Rating scales can also determine if students are “at risk” for particular problems 

(Hosp, Howell, & Hosp, 2003).  Practitioners are encouraged to select standardized rating 

scales with empirically based classifications and large normative samples covering a 

wide range of ages for both genders.  There are limitations to rating scales because they 

do not identify etiology or causes of children’s problems, and most assess current 

functioning over a limited time frame.  Rating scales do not dictate choices for 

interventions, and rating scales are not “objective” measures of children’s problems.  

They measure a person’s perception of the problem, and perceptions can vary from one 

rater to another (McConaughy & Ritter, 2002).  Researchers have revealed that there are 

low agreement levels between a child’s self-rating scale and the rating from others, such 

as teachers and parents (Achenbach, McConaughy, & Howell, 1987; Achenbach, 1991a). 

The National Association of School Psychologists (1993) stated that the role of 

assessing ED may involve many procedures, such as reviewing referral and screening 

information, consulting with teachers and other school staff, completing a variety of 

assessments, interpreting the assessment data and preparing a report, and then linking the 

assessment data to appropriate intervention planning, implementation, and evaluation.  

McConaughy and Ritter (2002) emphasize the importance of completing parent/child 

interviews and direct observations of the child.  The observations should include the child 

interacting with peers and adults both in an academic and non-academic environment.  
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Many children with ED struggle socially, so evaluating their social skills is important.  

Completing personality assessments may also provide additional aspects of the child’s 

social-emotional functioning. 

Screening methods for emotional and behavioral issues with adolescents are still 

being evaluated, and validity measures are still being established (Caldarella et al., 2008).  

Finding universal screening methods is critical to providing school-based prevention and 

intervention services for students who are at risk for academic, behavioral, or emotional 

difficulties (Glover & Albers, 2007).  Timely identification is critical for children at risk 

for emotional and behavioral problems, and finding measures that have evidence of 

validity and reliability for a broad range of demographic groups has been challenging 

(Young, Caldarella, Richardson, & Young, 2011).  The Student Risk Screening Scale 

(SRSS; Drummond, 1994) is a briefer systematic screening tool used to detect students 

with antisocial behavior.  The instrument takes about 10–15 minutes to complete, and 

teachers rate students on seven items; the total score determines the student’s level of 

risk.  The drawback of this instrument is that it does not detect internalizing behaviors 

(Lane, Kalberg, Bruhn, Mahoney, & Driscoll, 2008).  A study conducted by Lane et al. 

(2009) evaluated the concurrent validity of the SRSS to predict the SSBD when used to 

identify school children with externalizing and internalizing behavioral concerns.  

Participants were 73 teachers, 303 boys, and 259 girls from seven different elementary 

schools who were in kindergarten, first grade, and second grade.  The results indicated 

that the SRSS had excellent accuracy for predicting both externalizing and internalizing 

problems on the SSBD.  Sensitivity and specificity were both excellent for externalizing 
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behaviors, but for internalizing behaviors, sensitivity was lower while specificity was 

excellent (Lane et al., 2009). 

Interventions for ED 

Children with ED tend to have complex academic needs that are often associated 

with underlying neurocognitive, speech, and language deficits (Reddy & Richardson, 

2006).  Research has demonstrated that children with ED have lower grades, higher grade 

retention, and higher absenteeism rates than do other disability groups (Armstrong et al., 

2003).  Exploration of special education teachers’ perspectives of youth with ED, in 

comparison to students with learning disabilities, suggests that special education teachers 

think students with ED are less competent at completing academic tasks and that their 

scores are lower on standardized academic tests (Lane, Carter, Pierson, & Glaeser, 2006). 

One of the reasons IDEA was created was to ensure that students are placed in the 

least restrictive academic environment with the hope that it would minimize the 

perceptions and stigma associated with an ED classification (IDEA, 1997, 2004).  Reddy 

and colleagues (2009) reviewed several intervention programs for students with ED.  

They found that the majority of interventions were based on behavioral and/or cognitive-

behavioral treatment models and were implemented in the classroom and/or at home.  

Thirteen studies were implemented at school only, with one study including parent 

training, and nine studies including a home component.  The most common behavioral 

treatment was social skills training.  Overall, the interventions reported noteworthy 

success, although Reddy et al. identified methodological weaknesses in these studies, 

including the need for control groups, lack of multidimensional methods, lack of 
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maintenance follow-up, and few statistical tests to assess therapeutic change.  Bullock 

and Gable (2006) point out that classroom interventions need to be individualized within 

the group, are intense, and necessitate coordination among school personnel, community 

support, and family.  Due to the complexity of designing and implementing interventions 

for students with ED, most of the interventions take place outside of the classroom. 

There is a significant lack of textbooks dedicated to preparing teachers who must 

teach academic content to students with ED.  Most textbooks have only one chapter 

devoted to academic interventions and strategies for children with ED (Lane, Gresham, & 

O’Shaughnessy, 2002).  In an early study completed by Lago-Delello (1998), the author 

investigated the classroom dynamics of young children identified as at risk for ED as 

compared to non-at-risk peers.  It was found that students at risk for ED were 

experiencing a much different reality than were their non-at-risk peers.  The at-risk 

students were generally rejected by their teachers, were viewed as having fewer academic 

attributes, were given limited accommodations, spent much less time engaged in 

academic tasks, and received significantly more negative or neutral feedback from the 

teacher.  Lago-Delello found that interventions to address negative teacher attitudes and 

perception of students with ED early in the year may prove to be very helpful (1998). 

Academic underachievement is a primary characteristic of students with ED.  

Academic intervention research should be one of the core foundations underlying the 

practice of special education (Dunlap, Clark, & Steiner, 1999).  Since 1975, most of the 

academic interventions for students with ED have taken place in the special education 

classroom (Mooney, Epstein, Reid, & Nelson, 2003).  Nearly one third of students with 
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ED spend about 79% of their time in the general education classroom (U.S. Department 

of Education, 2005).  The need for general education classroom academic interventions 

for students with ED are critical because the goal of the IDEIA is to provide the least 

restrictive environment for children receiving special education services (Clarke, Dunlap, 

& Stichter, 2002).  As students with ED transition into middle school and high school, 

they face much higher academic demands (Mercer & Pullen, 2005).  At these grade 

levels, the students are also expected to complete more independent learning (Deshler & 

Putnam, 1996).  Students with ED often struggle to complete their work independently 

and usually require more teacher assistance to complete their assignments (Kauffman & 

Landrum, 2009). 

There is widespread acknowledgement among many professionals that students 

with ED need a wide array of academic and behavioral interventions, supports, and 

services to succeed (Wagner et al., 2006).  Interventions need to focus on a structured 

teaching environment that includes explicit, systematic, and highly interactive instruction 

delivered in a learner-friendly and memorable way (Boudah, Logan, & Greenwood, 

2001).  Independent learning strategies also need to be included (Deshler, Ellis, & Lenz, 

1996), and students with ED need opportunities for peer-mediated learning, including 

class-wide and reciprocal tutoring (King-Sears & Cummings, 1996).  Teachers need to 

have a strong repertoire of behavior-management skills to decrease inappropriate 

behaviors and increase pro-social behaviors in the classroom (Landrum et al., 2003; 

Walker et al., 1998).  Data related to general education teachers receiving supports reveal 

that teachers are provided very limited assistance, particularly at the high school level.  
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Very few teachers reported receiving any professional development related to their 

students’ specific needs (Wagner et al., 2006).  Many teachers and classroom aides who 

work with students with ED often seek reassignment or leave their positions.  This is due 

to the high stress of dealing with the extreme aggressive and disruptive behaviors on a 

daily basis (Brownell, Smith, McNellis, & Miller, 1997). 

Students with emotional disorders often need to receive distinct prevention and 

treatment programs due to their specific behavior problems and academic skill deficits.  

The teachers charged with educating students with ED are often asked to implement 

individual contingency management programs (Popkin & Skinner, 2003).  Prior research 

conducted by Stage and Quiroz (1997) found that these individual plans are often 

difficult to manage because they encompass several individual contingencies, which are 

problematic to implement in a classroom setting.  The researchers completed a meta-

analysis of ED interventions and results indicated that group contingencies designed to 

decrease inappropriate classroom behavior were more effective than any other 

intervention studied (Stage & Quiroz, 1997).  Another method for improving outcomes 

for students with ED is to teach students’ self-determination skills (e.g., goal-setting, 

choice-making).  This method, called the Self-Determined Learning Model of Instruction, 

has been shown to reduce disruptive behavior in the classroom (Mazzotti, Test, & Wood, 

2012).  A critical need for teachers is to find appropriate academic interventions for 

students with ED which are not overly time consuming and exhaustive (Baker, O’Reilly, 

& Sorrells, 2010). 
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Many students currently being served under the special education category of ED 

display substantial deficits in social competence, such as initiating and maintaining 

positive interpersonal relationships with peers and adults (Cook, Gresham, Kern, 

Barreras, & Crews, 2008).  Sometimes, students may be misidentified as having ED 

because of their lack of social and behavioral skills rather than having a true underlying 

emotional disturbance.  Although most students with ED have serious deficits in social 

skills, the underlying issue is emotional and not social problems (Kauffman, 2001; 

Walker, Ramsey, & Gresham, 2004). 

To function successfully within the school environment, students must become 

adept at negotiating two important social-behavioral adjustments.  One is teacher related, 

where the student must meet the minimal behavioral demands and expectations from the 

teacher.  The other is peer related, and this refers to students developing satisfactory 

relationships with peers so they develop friendships, establish a social identity, and 

maintain a social network.  This becomes a central role for the development of adequate 

social, emotional, and behavioral functioning at the secondary level (Walker, Irving, 

Noell, & Singer, 1992).  Students served in special education in the ED category typically 

exhibit both high levels of problem behaviors and poor social functioning (Kauffman & 

Landrum, 2009).  A meta-analysis was conducted by Cook et al. (2008), in which the 

authors reviewed 367 studies related to teaching SST that included more than 25,000 

children and youth with ED.  The findings indicated that secondary students who 

received SST training had a mean success rate of 66%, as compared to the mean success 

rate of 34% for controls.  Only 77 of the 367 studies were specifically designed for 
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adolescent-aged students.  The researchers noted that more ways to design and implement 

SST programs to secondary students are needed (Cook et al., 2008). 

Students with frequent disruptive behavior in the classroom are usually classified 

as exhibiting emotional, behavioral, and social difficulties, which may result in the 

student needing special education services (Jones, 2003).  Many studies have highlighted 

the disruptive behaviors in the classroom as a significant challenge for teachers because 

they are trying to meet students’ individual needs and providing educational instruction to 

other pupils (MacBeath, Galton, Steward, & Page, 2004).  The definition of disruptive 

behavior can include any behavior that the teacher deems troublesome, inappropriate, or 

problematic (Galloway & Rogers, 1994).  A more detailed breakdown of different types 

of disruptive classroom behavior is provided by Cameron (1998) and includes five 

different categories of behaviors (see Table 1). 

Many of these students who engage in disruptive behavior often get in physical 

and verbal fights with peers, throw tantrums, exhibit lack of self-control, and demonstrate 

poor social skills (Kendall & Panichelli-Mindel, 1995).  Due to the correlation of 

problem behaviors in adolescence and poor cognitive social problem-solving abilities, 

cognitive-behavioral approaches have been described as an effective intervention for 

young people with behavior difficulties (Erickson, 1998).  Self-guidance and strategic 

problem solving that cognitive behavioral interventions focus on can provide an ideal 

match for a solution to the core difficulties faced by young people with behavior 

problems.  The most promising effects were found in a meta-analysis conducted by 

Sukhodolsky, Kassinove, and Gorman (2004) who found that cognitive-behavioral 
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approaches were as effective as other interventions used for young people who had anger 

management difficulties.  The example in Figure 2 is often used to show the interaction 

between how changing thoughts may change feelings and behaviors. 

Table 1 

Types of Disruptive Behavior in the Classroom 

________________________________________________________________________ 

Category Description   

 
 

 

Aggressive Behavior 
Hitting, pulling hair, kicking, pushing, using 

abusive language 

 

  
 

 

Physically Disruptive Behavior 
Smashing, damaging, or defacing objects, 

throwing objects, physically annoying pupils 

 

  
 

Socially Disruptive Behavior 
Screaming, running away, exhibiting temper 

tantrums 

 

  
 

Authority Challenging 

Behavior 

Refusing to carry out requests, exhibiting defiant 

verbal and non-verbal behavior, using pejorative 

language 

 

  
 

Self-Disruptive Behavior 

Daydreaming, reading comics under the desk—

although the behavior may not disturb the teacher 

or other pupils, such behavior is likely to interfere 

considerably with the pupil’s academic 

attainments 

 

________________________________________________________________________ 

Note.  Table formulated from text content in Cameron (1998) 
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Figure 2: Links between thoughts, feelings, and behaviors; illustration from Ruttledge 

and Petrides (2011) 

 

Most of the research about cognitive-behavioral approaches has been completed 

on adults; however, Ruttledge and Petrides (2011) conducted a research study with 22 

adolescents to determine if cognitive-behavioral approaches reduce disruptive behaviors 

and to see if gains were maintained after six months.  The cognitive-behavioral 

intervention was given to the students over a 7-week period, and parents and teachers 

completed a Strength and Difficulties Questionnaire (SDQ) immediately after the 

intervention.  All indicated significant reductions in disruptive behavior.  Other positive 

effects of the study included enhanced rating of self-concept on the Beck Youth 

Inventories, 2nd Edition (Beck, Beck, Jolly, & Steer, 2005).  Improvements in behavior 

and self-concept were maintained at the 6-month follow-up according to participant and 

teacher ratings; however, parent ratings of behavior had returned to pre-intervention 

levels (Ruttledge & Petrides, 2011). 
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Trussell, Lewis, and Stichter (2008) completed a research study in which they 

examined the impact of functional behavior assessment-based interventions implemented 

in the classroom for reducing negative behaviors of children with ED in a special 

education classroom.  Three elementary-age boys received classroom interventions based 

on deficits observed, and specific instructional interventions were developed based on 

recommended rates of implementation reported in related literature.  For example, 

students with high attention needs engaged in both appropriate and inappropriate 

behaviors to get attention.  When classroom rewards for giving and receiving student 

attention were consistently implemented for all students, problem behaviors increased but 

then decreased quickly.  The researchers’ results indicated that classroom supports with 

individually designed behavior interventions reduced problem behaviors across all three 

subjects (Trussell, Lewis, & Stichter). 

Schoenfeld, Janney, and Rekart (2013) completed a review of authorship 

affiliations of journal articles published in the field of ED.  All articles were peer 

reviewed, published from 2000–2010, and focused on behavioral challenges in 

educational settings with the primary audience being direct service providers working 

with students with ED.  The review yielded 1,064 articles, and the researchers found that 

practitioners accounted for only 5.1% of authors and frequently were the second or 

subsequent authors.  Institutions for higher education (IHE) accounted for the majority of 

authors of all types of articles published.  The results were consistent with similar 

research conducted in related fields (Carroll, Skinner, McCleary, von Mizener, & Bliss, 

2009; Parker, Jordan, Kirk, Aspiranti, & Bain, 2010) and suggested that information-



 

46 

sharing in peer-reviewed journals for ED represents IHE-affiliated researchers.  This 

demonstrates the research-to-practice gap between the worlds of practitioners and 

researchers.  Most school personnel and practitioners in the field want to use 

interventions based on real classroom settings completed by practitioners in the field 

(Schoenfeld et al., 2013). 

The majority of interventions used with children who are receiving special 

education services for ED are individualized, require teachers to have special training, 

and are often very time consuming for the teacher (Baker, Lang, & O’Reilly, 2010).  

Very few teachers receive the training and support they need to assist the students in their 

classroom who have ED (Wagner, et al., 2006).  The need for interventions that reduce 

disruptive behavior, increase social competence, and assist with helping students with ED 

succeed in the educational setting is imperative (Kauffman, 2001). 

Video Self-Modeling (VSM) 

VSM has proven to be an effective intervention modality with a diverse 

population evidencing challenging behaviors (i.e., individuals with autism, ADHD, 

disruptive behaviors; Bellini, Akullian, & Hopf, 2007; Buggey, 2009; Ganz, Earles-

Vollrath, & Cook, 2011).  The theory behind VSM is supported by Bandura, Ross, and 

Ross (1961) who conceptualized children as learning new behaviors through observations 

of seeing others perform a skill.  After further research, Bandura found that modeling was 

most effective if the child was his/her own model (Bandura, 1969).  Bandura (1997) 

stated that the advantage of seeing one’s self perform a task successfully “provides clear 

information on how best to perform skills” and “strengthens beliefs in one’s capability” 
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(p. 64).  Some of the first groups to implement Bandura’s theory of self-observational 

learning were professional athletic teams and military personnel.  They taped specific 

events and reviewed the tapes to learn a new behavior or improve an existing skill or 

behavior (Paiko & Jones, 2009).  Since the 1970s, the effectiveness of VSM has been 

verified in studies across a range of ages and disabling conditions through intervening 

with attention disorders, depression, aggression and disruptive behaviors, selective 

mutism, and autism (Buggey, 2007). 

The term self-modeling was first introduced by Creer and Miklich (1970) in a 

study where the researchers had video-taped a boy hospitalized with asthma who was role 

playing effective social skills.  The results showed that role playing had no effect on the 

behavior, but viewing the video tape did.  Skinner’s operational behavior theory also 

supported the use of VSM as a way to discriminate between behaviors that had both 

positive and negative consequences (Skinner, 1953).  Dowrick (1999) viewed self-

modeling as a way to learn from images of one’s own future behavior or success; these 

images could be created by using computer and video technology.  Specifically, VSM has 

been defined as “a procedure in which people see themselves on videotapes showing only 

adaptive behavior” (Dowrick, 1986, p. 201). 

Many evidence-based interventions are not implemented on a regular basis in 

schools.  Buggey (2007) points out that it is surprising that VSM is not utilized more as a 

school-based intervention tool because it has been empirically validated.  Some of the 

barriers to the school-based implementation of VSM have been the lack of access and 

training in the technology, as well as the time to create the videos.  These barriers have 
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lessened due to the increase in accessibility to technology and the availability of more 

user-friendly software (Bellini & McConnell, 2010). 

VSM Procedures 

The basic procedure to conduct VSM intervention involves the following steps: 

(a) videotaping the target behaviors in a naturalistic setting, (b) editing a portion of video 

to create or show a desired version of the behavior or academic skill, and (c) allowing the 

individuals to view only the desired behaviors or academic skills.  Usually the student 

will role play or imitate the target behavior or academic skill (Buggey, 2005).  Table 2 

provides the steps for planning and creating a VSM project. 

Table 2 

Planning and Creating a VSM Project 
______________________________________________________________________________________ 

Steps Description   

   
Step 1 Identify the target skill or behavior (e.g., reading fluency, how to share)  

   

Step 2 
Develop a plan for filming a short 2–3 minute video, the plan can be a 

story board or script in some cases. 

 

   

Step 3 
Determine what the “scaffolds” are (e.g., coaching provided by the 

teacher/tutor) 

 

   

Step 4 

Videotape the student performing the target skill or behavior with scaffold; 

for some behavioral interventions, such as a video on “how to share,” it is 

appropriate to involve peers in the video in order for the student to be in an 

authentic interaction. 

 

   
Step 5 Edit the video, cutting out the portions with the scaffold.  

   

Step 6 
Have the student view the edited video in which the target behavior is 

being successfully performed. 

 

______________________________________________________________________________________ 

Note.  Table formulated from text content in Rao, Hitchcock, Precille, Boisvert, 

Kilpatrick, and Corbiell (2012)  
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Two types of VSM are generally recognized: positive self-review and feed-

forward.  Positive self-review involves creating a video that displays optimal behavior, 

such as improving on-task behavior in the classroom.  Feed-forward videos depict an 

adaptive skill that has not yet been learned.  An example of feed-forward would be to 

tape a child with selective mutism talking to a parent and then edit it in such a way so that 

the final product depicts the child talking to the teacher (Collier-Meek, Fallon, Johnson, 

Sanetti, & Delcampo, 2012).  Both feed-forward and self-review types of VSM have 

demonstrated effectiveness in school settings across a wide range of contexts, students, 

and behaviors (Buggey, 2007; Hitchcock, Dowrick, & Prater, 2003). 

It is important to determine if VSM is an appropriate intervention for a particular 

student and the target problem or skill acquisition desired.  One should review data 

collected using multiple methods and from a variety of sources.  Data from student 

records, behavioral assessments, and interviews from teachers, parents, and other 

stakeholders (e.g., aides, speech language pathologists, school counselors) should be 

completed (Collier-Meek et al., 2012).  It is good practice to present administrators and 

teachers with evidence that supports VSM as an effective intervention tool for the 

intended use (Noell, 2010). 

Efficacy of VSM 

VSM is an efficient and durable intervention that has proven efficacy in treating a 

variety of student problem behaviors (Dowrick, 1999; Hitchcock et al., 2003).  It has 

been demonstrated as an effective intervention to promote acquisition of a skill, increase 

performance of a skill, or reduce problem behaviors (Bellini & McConnell, 2010).  Video 
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self-modeling has shown to be a successful intervention for academic applications 

(Hitchcock, Prater, & Dowrick, 2004) and behavior problems in the classroom (Schwan 

& Holzworth, 2003).  It has also been used effectively with a variety of different ages 

(Clare, Jenson, Kehle, & Bray, 2000; Rickards-Schlichting, Kehle, & Bray, 2004) and a 

variety of disability classifications, such as autism (Bellini et al., 2007), Tourette’s 

syndrome (Clarke, Bray, Kehle, & Truscott, 2001), and selective mutism (Kehle, 

Madaus, Baratta, & Bray, 1998). 

VSM can be used within response-to-intervention (RTI) models.  The National 

Center on Response to Intervention (2013) describes RTI as a multi-tier approach to the 

early identification and support of students with learning and behavior needs.  The RTI 

process begins with high-quality instruction and universal screening of children in the 

general education classroom.  There is no single model for the RTI process, but it is 

generally defined as a three-tier model of school supports that uses research-based 

academic and/or behavioral interventions.  Within Tier 1, all students receive high-

quality, scientifically based instruction in the general education classroom provided by 

qualified personnel to ensure that their difficulties are not due to inadequate instruction.  

Students who do not demonstrate significant progress move onto Tier 2.  In this next tier, 

the students are provided increased intensive instruction matched to their needs on the 

basis of levels of performance and rates of progress.  Intensity varies across group size 

and frequency, and the duration of intervention is based on the training of the 

professional implementing the interventions.  Students who continue to show little 

progress will move onto Tier 3.  This third tier provides intensive individualized 
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instruction geared towards that student’s specific skill deficits.  Students who do not 

achieve the desired level of progress in response to these targeted interventions are then 

referred for a comprehensive evaluation and considered for eligibility for special 

education services under the IDEIA (The National Center on Response to Intervention, 

2013).  VSM has demonstrated to be an effective tool for use with RTI during Tier 2 or 

Tier 3 by providing the student an intervention with a classroom focus and intensive 

instruction that includes progress monitoring (Smith & Okoto, 2010). 

Efficacy of VSM With Autism Spectrum Disorder 

Autism Spectrum Disorder (ASD) is a complex neurological disorder that leads to 

significant impairment in the three broad areas of functioning: social interactions; 

communication; and restricted, repetitive behavior (APA, 2013).  Students with ASD 

learn best through visual means (Mesibov & Shea, 2008).  Temple Grandin, an author 

and scholar who is on the autism spectrum, described her thought processes growing up 

as “completely visual” (Grandin & Scariano, 1986, p. 131), noting that she remembered 

information by visualizing a page in a book.  She had difficulty remembering auditory 

information unless it was paired with a visual image.  Due to its visual components, VSM 

has been found to be an effective intervention to target a variety of deficits in people with 

ASD, such as improving language and social skills (Bellini & Akullian, 2007). 

Gelbar, Anderson, McCarthy, and Buggey (2012) completed a review of 

empirical evidence, supporting the use of VSM for individuals with ASD to increase 

language and communication deficits, increase social skills, modify behavior, and teach 

functional skills.  The researchers found that various participants responded differently to 
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the variety of VSM interventions.  VSM was found to be effective in increasing language 

and communication skills in children with ASD and most effective in social skill 

acquisition (Buggey, 2005).  It has helped to improve specific social skill areas, such as 

social interactions, making requests, taking turns, and asking questions (Bellini et al., 

2007; Bernard-Ripol, 2007; Lanz, 2005).  VSM for students with ASD has demonstrated 

mixed results as a behavioral intervention in the classroom.  In general, it has been useful 

to decrease off-task behaviors, tantrums, and improve learning classroom rules.  In 

targeting more complex classroom behavior, such as increased compliance to the 

classroom rules, the results indicated partial success with poor results during the 

maintenance phase of the intervention (Gelbar et al., 2012). 

Efficacy With VSM and Classroom Behaviors 

Children’s classroom skills include the ability to work independently and to 

attend to the teacher-directed activities.  Students need to maintain eye contact with the 

teacher, work quietly on class work, and stay on task in the classroom (Rhode, Jenson, & 

Reavis, 2010).  Students with severe problem behaviors in the classroom experience large 

academic deficits as compared to typical peers.  Externalizing behaviors have been more 

strongly related to academic performance deficits as compared to internalizing behaviors 

(Nelson et al., 2004).  A review of behavioral interventions was completed by Hitchcock 

and colleagues (2003), and the researchers found that studies focused on using VSM for 

reducing  fighting, fidgeting, distracting, touching, making noises, and out of seat 

behaviors were effective and displayed positive outcomes for the participants.  Baker et 

al. (2009) completed a review of 15 studies that used VSM as an intervention for 
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increasing peer interaction, increasing on-task behavior, and decreasing inappropriate 

behaviors.  Positive results were noted for increasing appropriate peer interactions.  VSM 

also decreased undesirable levels of peer interactions.  There were also substantial 

increases in students’ on-task behaviors, and a reduction in aggressive behaviors and 

improvements were maintained after a 2-month follow-up for all categories studied 

(Baker et al., 2009). 

Dowrick (2012) reviewed a variety of VSM applications and found that VSM has 

enabled students to see themselves being successful completing academic tasks resulting 

in numerous examples of very rapid learning.  The extent to which VSM has achieved 

rapid learning has been examined in the development of self-model theory.  Dowrick 

(2012) states that the “self-as-a-model” (p. 30) interventions began in the 1970s and were 

used for positive behavior change with children ages 4–12 years.  O’Reilly et al. (2005) 

completed a study using VSM combined with self-modeling techniques with two 10-

year-old boys who were in elementary school.  The researchers found that coupling VSM 

with a self-management intervention had an immediate and positive influence over the 

students’ social behavior in school, decreasing their aggressive behavior and increasing 

pro-social behavior.  In the 1980s, self-modeling techniques were used to improve more 

adaptive behaviors, such as reducing tantrums, repetitive hand flapping, or anxious 

behaviors (Dowrick, 2012). 

Overall, VSM has gained prominence as a means for improving behavior skills of 

students, particularly those with disabilities or at risk for school failure (Baker et al., 

2009; Buggey, 2007; Hart & Whalon, 2008).  VSM is considered to be a strength-based 
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intervention that has demonstrated to be both durable and efficient in treating a variety of 

student problem behaviors exhibited in and out of the school setting (Collier-Meek et al., 

2012). 

Efficacy With VSM and Academic Learning 

Interest in VSM has grown in research and classroom behavior applications, but 

few studies have examined the effectiveness of VSM with academic tasks (Prater, Carter, 

Hitchcock, & Dowrick, 2012).  One study completed by Clare and colleagues (2000) 

looked at using VSM to increase on-task behaviors in the classroom.  Three students 

completed videos that displayed them staying on-task and engaged in academic work, 

and the results indicated that their average on-task behaviors increased by 33% to 86% 

and were maintained.  Hartley, Kehle, and Bray (2002) completed a study where 

researchers completed videos of five students who struggled to participate in instructional 

activities in the classroom.  The videos depicted the students raising their hands and 

correctly answering questions during language arts instruction.  The students’ percentage 

of participation increased from 11% to 43% and was maintained after a six-week follow-

up.  Prater et al. (2012) completed a review of VSM interventions for academic skills that 

included 8 studies with 181 students ages 6–17 that were identified as having disabilities 

and were at-risk for academic failure.  Some of the academic subjects reviewed included 

written language, reading comprehension, oral reading fluency, and arithmetic.  The 

overall results demonstrated that VSM can be an effective intervention for academic 

performance.  These results were measured by students displaying an increased number 

of words written on functional essay assignments.  Increased rates of oral fluency were 
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statistically significant for 9 out of the 10 students in the study reviewed.  Reading 

comprehension scores reached criterion for all students, and fraction skill test scores were 

higher for the VSM subjects as compared to the control group (Prater et al., 2012). 

Efficacy With Intellectual Disabilities 

Students with intellectual disabilities (ID) often have significant learning needs 

and can exhibit a variety of behaviors that impede adaptive functioning in society (Allen, 

2000).  In the classroom, challenging behaviors can cause disruptions, stall the learning 

process, and pose problems for classroom management for teachers (Bilias-Lolis, 

Chapouleas, Kehle, & Bray, 2012).  There are very few published studies about the use of 

VSM with students identified with ID.  One single case study was completed by Brown 

and Middleton (1998) with a child who engaged in excessive hand-flapping that 

interfered with his learning in the classroom.  The researchers used VSM with an ABAB 

reversal design and evidenced a slightly lower level of hand-flapping in the classroom.  

Bilias-Lolis et al. (2012) completed a study with three students ages 12–21 years who 

were receiving special education services under the IDEIA for ID.  The students were 

videotaped demonstrating compliant positive behaviors in the classroom, and the results 

indicated that all three students evidenced a significant decrease in disruptive acts.  The 

researchers noted that there is significant promise for using VSM with students with ID, 

but more research needs to be completed. 

Self-Concept 

There is very little research related to ED and self-concept, and there is even less 

regarding VSM and self-concept, especially comparing genders.  The development of 
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self-concept is critical to the development of a person’s identity (Hay & Ashman, 2003), 

and the stigma of having a disability in school often has a negative effect on a student’s 

self-concept (Crosne et al., 2007). 

Self-concept can be described as the total picture of how an individual perceives 

or understands him or herself, his or her attributes, and how individuals perceive others’ 

perceptions of them (Meggert, 2004; Rice & Dolgin, 2005; Schunk, 2000).  Self-concept 

can also be thought of as a multifaceted construct that is hierarchical in nature, with self-

concept at the top, and other subcategories underneath that influence each other, 

including an individual’s sense of self (Marsh, 1990; Shavelson & Bolus, 1982).  Some 

examples of subcategories include social, academic, physical, emotional, and athletic 

perceptions of self.  These subcategories can be broken down even further such as an 

academic self-concept that is divided into subject-specific domains, such as math, 

science, reading, and social studies.  These subject-specific self-concepts work together 

to form a person’s overall sense of academic self-concept, which is part of the larger total 

self-concept (Pajares & Schunk, 2001).  The terms self-concept and self-esteem are often 

used interchangeably in the research literature (Strein, 1993), but self-esteem is actually a 

subcategory of self-concept that refers to a person’s sense of value and self-worth (Rice 

& Dolgin, 2005; Schunk, 2000). 

Self-concept develops as young children begin to see themselves as unique 

individuals with growth and maturity, and children’s self-concept gradually increases in 

complexity until they begin to organize perceptions of their own abilities (Rice & Dolgin, 

2005; Schunk, 2000).  An individual’s global perceptions of self are usually stable, but 
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can be influenced by self-assessments, idealizations, contextual experiences, and 

evaluations by peers, parents, and role models (Shavelson & Bolus, 1982).  Young 

adolescents’ perceptions of their educational and social contexts may impact their 

academic achievement, competence, motivation, attitude, and peer relations in powerful 

ways (Barber & Olsen, 2004; Zanobini & Usai, 2002).  Piaget considered the ages of 11–

15 to be the stage of formal operations during which individuals begin to think more 

abstractly.  Skills, such as logic and deductive reasoning, are formed during this stage 

(Piaget, 1955).  Erickson explained the adolescent stage as a negotiation between identity 

and role confusion (Erickson, 1950; 1968).  Teens need to develop a sense of self and 

personal identity.  A successful negotiation during this stage leads to having a solid 

concept of who you are, but failure can lead to role confusion and a weak sense of self 

(Newman & Newman, 2001).  Table 3 provides a synthesis of the typical development of 

self-esteem at various stages. 

Research has examined the interrelationship between academic achievement and 

self-concept for students.  Huang (2011) completed a meta-analytic path analysis on the 

relationship between self-concept and academic achievement from 32 studies.  The 

researcher suggested that there is a 60% chance that a student with high self-concept will 

have high academic achievement, and targeted interventions may have concomitant 

effects on both constructs. 
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Table 3 

Development of Self-Esteem 
____________________________________________________________________________________________________________ 

Age Description 

  
Infancy 

(Birth–1.5 Years) 
 Controls smiling, crying, laughing 

 Practices activity of sensorimotor self and language on 

environment 

  
Early Childhood 

(2–3 Years) 
 Has schema of self: “like me” in size, gender, age 

 Uses physical aggression to obtain own way 

  
Early Childhood 

(4–6 Years) 
 Has categorical self-based on physical attributes and physical 

abilities 

 Sex role identification and gender understood 

 Has sense of self through social interactions 

 See self as a conglomerate of non-integrated skills and attributes 

 Emerging self-esteem 

  
Childhood 

(6–12 Years) 
 Builds sense of self based on reactions of others and support of 

peer and parents  

 Social comparison 

 Self-esteem established, high or low 

 Integrated self-value based on parent, peer, and others’ values 

of self 

 Self-evaluation 

 Definition of self with more inner qualities 

  
Adolescence 

(12–14 Years) 
 Initially, drop in self-esteem due to changing body, change in 

school settings 

 Body image concern 

 Weak sense of individual identity 

 Need for validation from peers; cannot be different 

  
Adolescence 

(15–18 Years) 
 Friendships as source of self-worth, security, information 

 Rise in self-esteem 

 Search for identity 

 Integrated image as self as unique 

 Abstract concept of self that incorporates attitudes, values, 

beliefs, expectations.  
____________________________________________________________________________________________________________ 

Note.  Table formulated from text content in Fitzsimmons-Lovett (1998, pp. 5–6)  
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Assessment of Self-Concept 

One of the first researchers to examine measures of self-esteem was Chiu (1988), 

who reviewed a variety of self-esteem measures for school-age children, including rating 

and self-report types of measurements.  Chiu found that the Coopersmith Self-Esteem 

Inventory (Coopersmith, 1981) was well researched, well documented, and widely used.  

It is a reliable and stable measure, but is usually recommended for use in research rather 

than in a clinical or school setting.  The popular Rosenberg Self-Esteem Scale 

(Rosenberg, 1965) is a brief, yet thorough measure of self-esteem.  Although it only 

contains 10 items, it has demonstrated considerable evidence of reliability and validity.  

The Tennessee Self-Concept Scale (Fitts, 1964) is one of the most widely used tools in 

counseling research and clinical practice.  However, Crites (1965) expressed reservations 

regarding the manual’s lack of information on the internal consistency of the scale, the 

over-interpretations that simply are not warranted on the basis of data, and the long and 

difficult scoring method.  The Behavioral Academic Self-Esteem Scale (Coopersmith & 

Gilberts, 1979) is easy to administer and score and relatively reliable, but the validity is 

low.  The original Piers-Harris Children’s Self-Concept Scale (Piers, 1984) demonstrated 

adequate reliability and validity but low test-retest reliability.  It was also known as the 

most psychometrically sound instrument for assessing children’s self-esteem and an 

excellent classroom screening device (Chiu, 1988). 

Alexopoulos and Foudoulaki (2002) conducted a study to investigate the construct 

validity of the Piers Harris Children’s Self-Concept Scale (PHSCS) with a group of 511 

(264 girls and 247 boys) Greek children ages 9 to 12 years.  Results demonstrated that the 
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Piers-Harris scale is a multidimensional instrument with solid construct validity for 

measuring self-concept in children.  In a study by Lynch, Foley-Peres, and Sullivan 

(2008), the researchers wanted to see if the items from the PHSCS and the Coopersmith 

Self-Esteem Inventory (CSEI) had construct and predictive validity.  Items used in this 

study included 50 items from the CSEI and 80 items from the PHSCS.  Construct 

measures were obtained using 18 items from the Children’s Semantic Differential (CSD), 

providing measures of self-esteem.  The study involved 381 children in grades 4–6 in 

suburban Boston schools, and ratings were obtained on all items on a five-point scale.  

The researchers found that only 1 out of the 130 items for both the PHSCS and CSEI 

were a significant predictor of the CSD construct measures, leaving the researchers to 

question the predictive and construct validity of both the PHSCS and the CSEI. 

Gender Differences in Self-Concept 

Research on students in the general population has demonstrated some differences 

in self-concept between boys and girls, as well as among children from different racial 

backgrounds (Wei & Marder, 2012).  Girls rated themselves higher than boys in the self-

confidence, academic, and social domains but lower in the self-image domain (Gresham, 

1995).  Other studies showed variations in gender differences in subject areas with boys 

having higher confidence in math and sports and girls in English (Crain, 1996; Marsh & 

Yeung, 1998).  There is also evidence that girls experience a dip in self-esteem in the 

transition from elementary school to middle school/junior high school, but most recover 

from this vulnerable transition period (Santrock, 2012). 
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According to Wei and Marder (2012), many studies have explored self-concept 

development in students without disabilities; however, few studies have focused on the 

development of self-concept in students with disabilities.  Most of the studies that have 

been conducted compared students with learning disabilities to their nondisabled peers.  

Wei and Marder completed a study that examined the self-concept of students with 

disabilities and compared disability category, gender, and racial differences.  In regards 

to gender differences, the study revealed that boys with disabilities scored lower than did 

girls with disabilities on the two areas of self-confidence and self-image (Wei and 

Marder, 2012). 

Self-Efficacy and VSM 

Bandura (1986) defined self-efficacy as “people’s judgments of their capabilities 

to organize and execute courses of action required to attain designated types of 

performances.  It is concerned not with skills one has, but with judgments of what one 

can do with whatever skills one possesses” (p. 391).  Self-efficacy has been shown to be a 

valid predictor of behavior and central in motivation levels (Bandura, 1986).  Social 

learning theory suggests the use of VSM techniques should increase self-efficacy for 

performing a target behavior.  Social learning theory is a perspective that states that 

social behavior (i.e., any type of behavior that is displayed in a social setting) is learned 

primarily by observing and imitating the actions of others (Bandura, 1997).  Michel and 

Blitstein (1979) tested this theory by completing a study that used videotape feedback to 

correct distorted self-images, including areas of distorted body-images, low self-esteem, 

poor peer relations, and lack of capacity for self-observation held by adolescents with 
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ED.  At first, the video watching was deemed intrusive by the adolescents, but as they got 

used to seeing themselves on video, their self-perceptions became more positive, thus 

improving their peer interactions and self-esteem.  The boys displayed more immediate 

results, whereas the girls in the study took longer to see gains but eventually 

demonstrated positive results.  This was likely due to the fact that the girls in the study 

started the intervention with extremely poor self-images (Michel & Blitstein, 1979).  

Kehle, Bray, Margiano, Theodore, and Zhou (2002) found that direct video evidence of 

performing targeted behaviors is provided so that the children know they can succeed, 

and this positive visual imagery thus becomes part of the viewer’s memory. 

Students With ED and Self-Concept 

Prior research over the years has demonstrated that children with ED experience 

difficulties with self-concept in areas such as relationships, social skills, behavioral 

problems, and school adjustment (Gresham, 1985; Gresham & Elliott, 1990; Kauffman, 

1989; Kauffman, et al., 1991; McConaughy, 1993).  A study comparing self-concept 

trajectories for students with disabilities found that students with ED reported lower 

levels of social self-concept and self-image compared to students with learning 

disabilities (Wei & Marder, 2012). 

The impact of a disability on adolescent identity comes from understanding the 

personal attributes that comprise their identity as well as the perceptions of others, which 

means the teen is thinking about how others view them.  Stigma that is often attached to a 

disability impacts the formation of identity (Wehmeyer, 2003).  Self-definition and self-

concept are critical to the development of identity (Hay & Ashman, 2003).  Five stages of 
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stigma have been identified by Link and Phelan (2001) and can be clearly linked with the 

process of being identified with a disability in school (see Table 4).  Thus, being 

identified in the category of ED often comes with negative connotations and feelings.  It 

is often not the behaviors, but the label that causes the stigma (Riddick, 2000). 

Table 4 

Five Stages of Stigma in Being Identified With a Disability in School 

________________________________________________________________________ 

Stages Description   

   Stage 1 Differences are identified and labeled: 

  As early as birth, children can be identified and labeled with a disability.  

  For children with ED, this typically happens when they are school-aged. 

   

 Stage 2 Differences are linked to negative stereotypes: 

  Whether implicit or explicit, there are preconceived notions about 

students with disabilities, specifically ED.  These stereotypes may be 

intimated from teachers, peers, and family. 

   

 Stage 3 Stereotypes for categorization and placement of stigmatized individuals 

into distinct groups and are separate from dominant group: 

  Students with ED are often physically served in a separate classroom or 

school from their non-disabled peers.  This reinforces the distinction from 

the dominant group not only psychologically, but physically as well.  

   

 Stage 4 Separation results in loss of status and discrimination: 

  Educational equity is often called into question for students with ED. 

While the definition of ED includes that the disorder is not a result of 

intellectual deficits, the academic and post-school outcomes are extremely 

poor.  

   

 Stage 5 Power differential exists between labeler and labeled: 

  In the instance of disabilities, there is clearly a labeler and the labeled.  

The power differential exists between the teachers and the students as 

well as non-disabled peer and the student with a disability.  

 ________________________________________________________________________ 

Note.  Table formulated from text content in Link and Phelan (2001)  
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Chapter Summary 

ED is a single federal category of educational disability, but students identified 

with ED often display a variety of problems, primarily related to behavioral, social, and 

educational issues (Cullinan & Sabornie, 2004).  According to Landrum et al. (2003), 

students with ED may experience the least amount of school success when compared 

with other subgroups of students, including those with and without disabilities.  Students 

identified with ED tend to hold the highest dropout rate, highest rate of incarceration, 

lowest rate of postsecondary completion, and lowest rate of employment compared to any 

other category covered under the IDEA (Armstrong et al., 2003; Karpur, Clark, Caproni, 

& Sterner, 2005).  Students with ED are the most underserved population under the IDEA 

(Hehir, 2005). 

The identification of children with ED is hampered by vague eligibility and 

diagnostic criteria, which impacts a student’s access to interventions needed for their 

success in school (Forness & Kavale, 2001).  The characteristics of students with ED are 

usually displayed by externalizing (aggression and acting out) and internalizing (anxiety, 

withdrawal, and depression) behaviors (McConaughy & Skiba, 1993; Reddy, 2001).  

Most interventions used with children who are receiving special education services for 

ED are individualized, require teachers to have special training, and are often very time-

consuming for the teacher (Baker, 2010).  Very few teachers receive the training and 

support they need to assist the students in their classroom who have ED (Wagner et al., 

2006).  The need for interventions that reduce disruptive behavior, increase social 
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competence, and assist with helping students with ED succeed academically is imperative 

(Kauffman, 2001). 

The over-representation of boys and accompanying under-representation of girls 

has been attributed to a number of causes.  One reason might be that girls appear to 

internalize their behaviors, although research found that girls tend to use social 

aggression (Archer & Coyne, 2005), and these behaviors are often overlooked (Leff & 

Crick, 2010).  Boys often exhibit externalizing behaviors, which are recognizable and 

difficult for teachers to manage (Bushweller, 1994).  Interventions for girls with ED often 

focus on physical externalizing behaviors, yet girls often exhibit more internalizing 

problems (Oswald et al., 2003) or relational aggression (Leff & Crick, 2010).  In regards 

to gender differences and assessment, the validity of the screening measures and 

processes are being established, yet little is known about how these instruments may 

function similarly or differently for girls and boys (Caldarella et al., 2008). 

VSM has proven to be an effective intervention modality with a diverse 

population of students with challenging behaviors (i.e., individuals with autism, ADHD, 

disruptive behaviors, and ID; Bellini et al., 2007; Buggey, 2009; Ganz et al., 2011).  

There are two types of VSM generally recognized: positive self-review and feed-forward.  

Positive self-review is the most commonly used and often involves creating a video that 

displays the student engaging in the desired behavior, such as improving independent 

work in the classroom.  Feed-forward typically requires editing together components of 

skills that the child possesses, but has not yet displayed appropriately, such as a 

behavioral sequence, like washing hands (Collier-Meek et al., 2012). 
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Self-concept can be described as the total picture of how an individual perceives 

or understands him or herself, his or her attributes, and how an individual recognizes 

others’ perceptions of themselves (Meggert, 2004; Rice & Dolgin, 2005; Schunk, 2000).  

Young adolescents’ perceptions of their educational and social contexts may impact their 

academic achievement, competence, motivation, attitude, and peer relations in powerful 

ways (Barber & Olsen, 2004; Zanobini & Usai, 2002).  Assessments of self-concept have 

varied, though the PHSCS has been deemed an accurate measure with adequate reliability 

and validity (Chiu, 1988).  Research about students in the general population has 

demonstrated some differences in self-concept between boys and girls and between 

children from different racial backgrounds (Wei & Marder, 2012).  In regards to self-

efficacy and VSM, Kehle and colleagues (2002) found that when children who were 

struggling to perform certain target behaviors witnessed themselves effectively 

completing their goal on video, the student then knew that he or she could be successful 

in that area.  This positive visual imagery on video thus became a part of the students’ 

memory.  This, in turn, will let the student generalize the targeted behavior in a real-

world setting. 

The literature confirms the use of VSM as an effective intervention for a variety 

of behavioral or social problems in a school setting.  In addition, the literature promotes 

the importance of a student’s positive self-concept, especially students who have a 

special education disability, since these students often struggle both socially and 

behaviorally in school.  This review of literature supports the basis of this dissertation to 
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evaluate the effectiveness of using VSM as an intervention with students who have ED 

and the effect it has on their self-concept. 
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CHAPTER III 

METHOD 

The primary goal of this study was to examine the use of VSM as an intervention 

to help students with ED, determine the impact VSM has on students’ self-concept, and 

investigate gender differences within a VSM intervention.  The methodology employed 

to test the research questions will be presented in this chapter.  The chapter is organized 

into five sections: (a) participants, (b) procedures, (c) instrumentation, (d) dataanalysis, 

and (e) summary. 

Participants 

Participants with a special education eligibility of Emotional Disturbance (ED) 

were recruited from a school district in North Texas.  The suburban school district had an 

enrollment of over 3,961 students in the 2013–2014 school year, with 41.05% of those 

students being considered economically disadvantaged.  The student population for the 

district was 58.5% Caucasian, 26% Hispanic, 7% African American, 2% Asian, 1% 

Native American, .05% Native American/Other, and 5% two or more races. 

The participants ranged from elementary school through high school.  A total of 

16 students with the special education eligibility of ED agreed to participate in the study, 

with 7 males and 9 females.  Ten of the students were in elementary school, three from 

middle school, and three from high school, and the ages of the students ranged from 5 to 

17 years of age.  This represented 44% of the total students identified as ED in the school 
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district.  From elementary age, 84% of students with ED participated, and 38% of middle 

school students with ED consented.  However, only 21% of the students who identified 

with ED at the high school level participated.  From the total participants, two of the 

students identified as Hispanic, and all others students identified as Caucasian.  This is 

representative of the ethnic distribution of students identified as having ED in this school 

district.  Almost 70% of the females identified with ED participated, whereas only 30% 

of the males identified with ED consented.  Table 5 lists the student participants, 

including their demographics. 

The current research study is part of an on-going VSM study that was conducted 

under the supervision of an Assistant Professor at Texas Woman’s University.  In the 

2012–2013 school year, VSM research was conducted on students with Autism Spectrum 

Disorder and ED at the elementary level, and students with Intellectual Disability (ID) at 

the secondary level.  The current research expanded on the previous research to add ED 

students at the primary and secondary level.  All students with the special education 

eligibility of ED in the school district were given the opportunity to participate. 

The study was conducted during the 2013–2014 school year and built on the 

previously piloted research.  The study was approved by the university’s Institutional 

Review Board (IRB), and the ethical standards of practice set forth by the IRB were 

maintained throughout the study.  Approval to conduct the study was given by school 

district personnel. 
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Table 5 

Information on Student Participants 

________________________________________________________________________ 

Initials Gender Age   Grade  School Race/Ethnicity  

  

 

 

  

 

 

   TP M  6   1st  Elementary Caucasian 

 

  

 

 

  

 

 

   KF F  5   K  Elementary Caucasian 

 

  

 

 

  

 

 

   RG M  10   5th  Elementary Hispanic 

 

  

 

 

  

 

 

   BG M  9   3rd  Elementary Hispanic 

 

  

 

 

  

 

 

   AM M  9   3rd  Elementary Caucasian 

 

  

 

 

  

 

 

   CH F  11   5th  Elementary Caucasian 

 

  

 

 

  

 

 

   JH F  7   2nd  Elementary Caucasian 

 

  

 

 

  

 

 

   NK M  9   4th  Elementary Caucasian 

 

  

 

 

  

 

 

   BM F  8   3rd  Elementary Caucasian 

 

  

 

 

  

 

 

   SM-e M  10   4th  Elementary Caucasian 

 

  

 

 

  

 

 

   KM F  11   6th  Middle School Caucasian 

 

  

 

 

  

 

 

   BH F  13   7th  Middle School Caucasian 

 

  

 

 

  

 

 

   SD F  15   8th  Middle School Caucasian 

 

  

 

 

  

 

 

   SM-h F  14   9th  High School Caucasian 

 

  

 

 

  

 

 

   BR F  14   9th  High School Caucasian 

 

  

 

 

  

 

 

   WS M  17   11th  High School Caucasian 

 ________________________________________________________________________ 
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Procedures 

Consent was obtained from the parents of the students with ED, and assent was 

also obtained from the students (see Appendix A).  Students’ primary teachers were also 

asked to sign a consent form (see Appendix B) stating that they understood the nature of 

the project, their role in the study, and acknowledgement of maintaining confidentiality. 

Student participants came from self-contained classrooms and the general 

education setting.  Out of the 16 participants, 9 spent their entire time in the general 

education setting; 6 participants spent 1–2 hours each day in a resource room for special 

instruction and the rest of the day in a general education classroom; and only 1 

participant spent the entire day in a self-contained classroom.  Recruitment of the 

students for the study took place when they were scheduled for their resource room time, 

in the self-contained classroom setting, or during their study hall time period.  Each 

student participant was offered an incentive for participating in the study.  Incentives 

ranged from a prize box reward for the elementary age students to a $25 gift card for the 

secondary level students.  The incentive was provided after the conclusion of the 2-month 

maintenance interviews and observations. 

Parents and students were provided with information regarding the nature and 

scope of the intervention and were informed that if they chose to participate, they could 

terminate that participation at any time.  Because videos were part of the study, parents 

were given the option of determining the outcome of the videos from the intervention; 

this was included as part of the informed consent (see Appendix A).  Parents chose one of 

three options: (a) all copies of the videos are destroyed at the end of the study, (b) the 
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parents receive a copy of the video and all others are destroyed, or (c) the parents receive 

a copy and the researcher keeps a copy of the video for educational purposes only.  With 

parent permission, each “movie” was accessible to the participant, his/her primary 

teacher, the investigator, and the parents.  Throughout the study, all raw video footage 

was kept by the primary investigator to ensure that confidentiality was maintained.  As 

each participant’s movie was made, it was provided to the classroom teacher on a DVD. 

Baseline Phase 

Once consent was obtained from the parent, student, and primary teacher, the 

research began with four distinct phases: the baseline assessment phase, the VSM 

intervention phase, the post-intervention assessment phase, and the maintenance phase.  

The baseline assessment phase began with data being collected on the behavior that was 

targeted in the intervention (see Table 6), which included an interview with the parent 

(see Appendix C), the teacher (see Appendix D), the student (see Appendix E), and two 

classroom observations to observe the frequency of the targeted behavior for all students.  

A form for recording each observation was used and is provided in Appendix F.  

Standardized assessments were completed, based on the participant’s age.  The BASC-2 

(Reynolds & Kamphaus, 2004) parent and teacher forms for ages 2–21 utilizing the 

preschool (ages 2–5), child (ages 6–11), and adolescent (ages 12–25) versions of the 

BASC-2 were completed by each parent and primary teacher.  Information regarding the 

BASC-2 is provided in Appendix G.  The Piers-Harris Children’s Self-Concept Scale, 

Second Edition (Piers-Harris 2; Piers, Harris, & Herzberg, 2002) self-report forms were 

completed by all student participants from 7–18 years of age (see Appendix H).  Details 
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of these assessments are provided in the instrumentation section of this methods chapter.  

This standardized data, along with the information from the parent and teacher interviews 

and observations were utilized to determine the baseline frequency and severity of the 

behavior targeted for the VSM intervention.  The baseline assessment phase was 

completed over a 3- to 4-week period. 

Intervention Phase 

Once the baseline assessment phase was completed, the intervention phase began.  

All interventions were led by the primary investigator with the assistance of two graduate 

school psychology students.  There was a general, standardized protocol for the 

intervention.  Session 1 was focused on building rapport between the facilitator/s and the 

participants, discussion of confidentiality, session activities, and positive reinforcement.  

Session 2 engaged participants in role plays (e.g., acting out scripted scenarios of positive 

behavior) and activities to practice the desired behavior.  Session 3 and 4 focused on 

obtaining the desired behavior on video through peer modeling, role plays, or scaffolding 

supports (i.e., leader prompting what to say or modeling how to act out the behavior).  

Session 5 allowed each participant to watch his or her movie and gain reinforcement for 

watching the video for 10 consecutive days on non-session days.  Session 6 concluded 

the sequence by discussing the positive behavior and how to generalize that behavior to 

new settings.  The intervention phase took place over a 6-8 week period.  The basic 

framework for the intervention provided above was maintained, but was modified in 

unique ways for each individual student participant based on the targeted and specific 

behavioral or social need.  



 

74 

Table 6 

VSM Behavioral or Functional Goals for Students 

________________________________________________________________________ 

Student Goal   

   TP Reduce Impulsive Behaviors (i.e., blurting out, not raising hand, 

interrupting) 

    KF Reduce Negative Interaction (i.e., whining, negative comments, arguing) 

    RG Increase Following Directions (i.e., decrease arguing, refusal to work, 

ignore instructions) 

    BG Reduce Negative Behaviors (i.e., react to comments from peers, whine, 

complain) 

    AM Reduce Inappropriate Behaviors (i.e., anger outbursts, negative comments)  

    CH Increase Interaction with Peers (i.e., verbal and interactive) 

    KM Reduce Impulsive Behaviors (i.e., blurting out, not raising hand, 

interrupting) 

    BH Increase Following Directions (i.e., decrease arguing, refusal to work, 

ignore instructions) 

    SD Increase Interaction with Peers (i.e., verbal and interactive) 

    SM-h Increase Interaction with Peers (i.e., verbal and interactive) 

    BR Increase Asking for Help from Teacher or Peer 

    WS Increase Following Directions (i.e., decrease arguing, refusal to work, 

ignore instructions) 

    JH Decrease Inappropriately Expressing Anger (i.e., yelling, growling, 

kicking, hitting)  

    NK Increase Following Directions (i.e., decrease arguing, refusal to work, 

ignore instructions) 

    BM Decrease Verbal Anger Outbursts 

    SM-e Decrease Negative Comments to Self 

 ________________________________________________________________________  
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Post Intervention Phase 

At the conclusion of the intervention phase, the post-intervention phase began.  

Two observations were completed to determine if an increase in the frequency of the 

positive behavior was evidenced in the classroom.  Interviews were conducted with the 

parent, teacher, and student to determine if positive change in the targeted behavior had 

been observed at home or school (see Appendices I, J, and K).  The standardized rating 

scales were repeated (i.e., BASC-II and Piers-Harris 2) to determine the evidence of the 

targeted behavior or skill change.  Parents were provided with the results in the form of 

graphs charting the frequency of the targeted behavior before and after the VSM 

intervention. 

Maintenance Phase 

Two months after the intervention concluded, follow-up observations and 

interviews took place to determine if improvements were maintained.  Observation forms 

remained similar throughout the study.  Parent, teacher, and student post-intervention 

interview questions and 2-month maintenance interview questions followed the same 

format for both time periods and are provided in Appendices L, M, and N, respectively. 

Instrumentation 

Behavior Assessment System for Children-2 (BASC-2) 

The BASC-2 (Reynolds & Kamphaus, 2004) is a norm-referenced diagnostic tool 

designed to assess behavioral and self-perceptions of children and young adults ages 2 to 

25 years.  The BASC-2 is a multidimensional and multi-method tool that measures 

numerous behavioral and personality characteristics through several report-based 
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measures.  On the Parent and Teacher Rating Scales (TRS), the tool consists of 16 

primary measurement areas, including activities of daily living, functional 

communication, adaptability, hyperactivity, aggression, leadership, anxiety, attention 

problems, social skills, atypicality, somatization, conduct disorder, depression, 

withdrawal, learning problems, and study skills.  However, the subscales on learning 

problems and study skills are only included on the Teacher Report Form.  The Self-

Report of Personality (SRP) is a component of the BASC-2  assessment that the student 

(ages 8–11 and ages 12–21) completes and provides subjective data pertaining to his or 

her emotions, behaviors, and perceptions (Reynolds & Kamphaus, 2004). 

The BASC-2 was designed to assist with differential diagnoses (i.e., ADHD, 

Conduct Disorder, Oppositional Defiant Disorder, and Depression) addressed in the 

Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision 

(American Psychiatric Association, 2000).  This assessment is useful in the assignment of 

educational classifications of various child emotional and behavioral disorders, specified 

by the IDEA (1997).  The BASC-2 also identifies the child’s positive attributes that can 

be helpful in informing treatment planning. 

The BASC-2 was normed using two populations: (a) a general population sample 

of U.S. children and adolescents from various settings: public/private schools, mental 

health clinics/hospitals, and preschools/daycares; and (b) a clinical norm sample of U.S. 

children and adolescents (ages 4–18) who were diagnosed with emotional, behavioral, or 

physical problems.  The general population sample has a total of 4,650 TRS reports, 

4,800 Parent Rating Scales (PRS) reports, and 3,400 SRP reports.  In terms of age groups, 
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there were 2,250 TRS and PRS rating forms used for pre-school ages 2–5.  There were 

3,600 TRS, PRS, and SRP rating forms for children ages 6–11, and 5,500 TRS, PRS, and 

SRP for adolescents (ages 12–18).  In terms of gender and ethnic representation, the 

general sample is extremely close to the U.S. 2001 census data and population estimates.  

The clinical sample has a total of 5,281 reports across the TRS, PRS, and SRP scales.  

The clinical sample was comprised of 317 preschool-aged (2–5) children, 673 children 

ages 6–11, and 789 adolescents ages 12–18.  The children used in this sample had a 

variety of diagnoses, including specific learning disabilities, speech/language 

impairments, emotional/behavioral disturbances, hearing impairment, and Attention 

Deficit Disorder/ADHD (Reynolds & Kamphaus, 2004). 

Reliability of the BASC-2 

The degree to which obtained scores reflect the true scores for an individual is the 

reliability of those scores.  More technically, the reliability of scores is the variance in 

scores that is due to true differences among the individuals.  If an instrument is generally 

reliable, then the scores from the participants who possess more of a given construct will 

obtain either higher or lower scores on the variable.  For example, if a scale purports to 

measure depression, and a participant scores high on that scale, it is possible that the 

person is depressed (Heppner, Wampold, & Kivlighan, 2008). 

The reliability of the BASC-2 was established based on both the general and 

clinical samples.  An analysis of internal consistency yielded coefficient alpha 

reliabilities generally in the .90s for the composite scales, and reliabilities generally in the 

.80s for individual scales across all forms (i.e., TRS, PRS, and SRP) for both samples.  
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Samples of individuals distributed across the three age groups were a part of both the 

general and clinical samples and were retested with the BASC-2 one to eight weeks after 

the first administration.  The test-retest reliabilities were calculated for TRS, PRS, and 

SRP, and yielded average correlations in the .80s for composite scores and between the 

.70s and .80s for individual scales across all age groups.  Inter-rater reliability analysis 

was performed for the TRS and PRS, and a significant amount of scores demonstrated 

consistency across the samples.  Two samples from each TRS and PRS were tested and 

rated by two teachers and two parents, respectively.  Median reliabilities for composite 

scores ranged from .57 to .74, and median reliabilities ranged from .53 to .65 across 

individual scales for the TRS sample.  The PRS sample had median reliabilities for both 

composite scores and individual scales in the .70s.  Overall, the BASC-2 has 

demonstrated moderate to good reliability, with high internal consistency and test-retest 

reliability (Reynolds & Kamphaus, 2004). 

Validity of the BASC-2 

Validity is the extent to which a test measures what it claims to measure.  It is 

vital for a test to be valid in order for the results to be accurately applied and interpreted.  

Validity is not determined by a single statistic but by a body of research that 

demonstrates the relationship between the test and the behavior it is intended to measure 

(Heppner et al., 2008). 

According to Reynolds and Kamphaus (2004), several validation measures were 

used to assess the BASC-2’s similarity to other kinds of behavioral scales.  For the TRS 

form, the tool was compared to the Achenbach System of Empirically Based Assessment 
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Caregiver-Teacher Report Form (ASEBA; Achenbach & Rescorla, 2001), Conners’ 

Teacher Rating Scale-Revised (Conners, 1997), and the previous version of the Behavior 

Assessment System for Children (BASC; Reynolds & Kamphaus, 1992).  Overall, the 

correlations among the subscales were high (.70s and .80s) when similar content was 

addressed.  The BASC-2 was highly correlated (i.e., in the .90s) with the previous BASC.  

The PRS was also compared with other behavioral measures, such as the ASEBA Child 

Behavior Checklist for ages 1–2, the Conners’ Parent Rating Scale-Revised (Conners, 

1997), the Behavior Inventory of Executive Functioning (Gioia, Isquith, Guy, & 

Kenworthy, 2000), and the BASC.  The results indicated that the BASC-2 correlated in 

the .70s and .80s with the first three scales and in the .90s with the BASC.  A comparison 

of the BASC-2 PRS to the BASC PRS was completed using a population of children and 

adolescents classified as High Functioning Autism, Asperger Disorder, or Pervasive 

Developmental Disorder-Not Otherwise Specified; the results found that the convergent 

validity was significantly correlated (Waggoner, 2006). 

Scores on the SRP from adolescents and college students were correlated with 

related self-report measures, such as the ASEBA Youth Self-Report (Achenbach & 

Rescorla, 2001), the Conners-Wells’ Adolescent Self-Report Scale (Conners, 1997), the 

Children’s Depression Inventory (Kovacs, 1992), the Revised Children’s Manifest 

Anxiety Scale (Reynolds & Richmond, 1978), the Brief Symptom Inventory (Derogatis, 

1993), the Beck Depression Inventory-II (Beck et al., 2005), the Minnesota Multiphasic 

Personality Inventory-2 (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989), and 

the BASC.  The correlations between the instruments varied widely depending on the 
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specific subscales that were compared.  In general, the correlations fell in the .50s and 

.60s (Reynolds & Kamphaus, 2004). 

Piers-Harris Children’s Self-Concept Scale, Second Edition (Piers-Harris 2) 

The Piers-Harris 2 (Piers et al., 2002) is a 60-item, self-report questionnaire 

designed to assess self-concept in children between the ages of 7 and 18 years.  The scale 

yields a general measure of the respondent’s overall self-concept, but also includes six 

domain scales: behavioral adjustment, intellectual and school status, physical appearance 

and attributes, freedom from anxiety, popularity, happiness, and satisfaction.  This 

instrument also includes two scales that assess the validity of responses, such as 

Inconsistent Responding and Response Bias (Piers et al., 2002). 

The Piers-Harris 2 was standardized using a U.S. sample of 1,387 children (49.7% 

male and 50.3% female) ranging from ages 7 to 18 years.  The sample was stratified 

according to the 2001 U.S. census and included demographic variables, such as age, sex, 

race/ethnicity, geographic region, and head of household’s education level.  The authors 

stated that the sample may be slightly under-representative of the Hispanic/Latino 

population (Piers et al., 2002). 

Reliability of the Piers-Harris 2 

In regards to the reliability of the Piers-Harris 2, alpha coefficients are reported 

for each of the six age ranges as well as for the entire standardization sample.  Results of 

the Piers-Harris 2 demonstrate good internal consistency and are comparable to the 

original Piers-Harris.  Alpha coefficients for the entire standardization sample range from 

.74 to .91.  Concerns of reliability for younger children are addressed by age stratified 
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values.  These values demonstrate that good internal consistency is maintained through 

the six age strata for the total score, as well as for five of the six domain scales.  The 

Popularity subscale has weak internal consistency in the youngest (i.e., 7- and 8-year-old) 

age range (.60) and the oldest (i.e., 17- and 18- year-old) age range (.62).  The authors of 

the revised Piers-Harris did not provide a test-retest measure; however, studies of the 

original Piers-Harris from the 1960s through 1980s demonstrate acceptable test-retest 

reliability, ranging from 0.69 to 0.96 (Piers et al., 2002).  Flahive, Chuang, and Li (2011) 

completed a study with 243 students from grades 1 to 4 to assess the reliability and 

validity of the Chinese version of the Piers-Harris 2.  The results revealed acceptable 

internal consistency and test score reliability and demonstrated significant correlations 

with the scores of the Elementary School Children’s Self-Concept Scale (Wu & Hou, 

2000) and the Behavioral and Emotional Rating Scale (Epstein & Sharma, 1998).  The 

results of the test-retest reliability for the Chinese Piers-Harris 2 suggested moderate to 

strong stability over time with scores of 0.68 and 0.79. 

Buckroyd and Flitton (2004) explored the difficulties of trying to find a self-

concept measure for students with complex needs including students with learning 

difficulties, emotional/behavioral problems, and students with developmental delays.  

The researchers completed a study regarding the test-retest ability of the Pier-Harris 2.  

The study included 30 students, ages 5 to 15 years, with complex needs, who were 

receiving a person-centered counseling intervention.  The Piers-Harris 2 was 

administered in a small group setting so that the adults could read the questions to 

students who had reading difficulties.  The Piers-Harris 2 was then repeated in an 
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identical format after 8 weeks.  The test-retest reliability was 0.538.  The researchers 

expressed concerns with administering the Piers-Harris 2 in a group format because many 

students appeared to answer the question with the answer they thought would be correct, 

or as their perfect self, and others seemed to experience peer pressure in answering the 

questions.  The authors of the Piers-Harris 2 seem to be aware of this issue and suggest 

that the Total Self Concept Subscale score may be inflated as a result.  They warn that 

scores of 66 and above should be interpreted with caution (Piers et al., 2002).  The 

researchers stated that there is no single instrument that is suitable to measure self-

concept for students with diverse needs.  The study found that the Pier-Harris 2 did reveal 

how this client group perceived themselves in general terms and in specific areas of their 

self-concept. 

Validity of the Piers-Harris 2 

The items that compose the Piers-Harris and Piers-Harris 2 reflect the theoretical 

underpinnings of self-concept and appear to address and assess each of the six domains of 

self-concept.  The original factor analysis of the Piers-Harris identified the six domain 

scales, and items were deleted in the construction that did not support the content validity 

of the test.  When items were eliminated for the revision, a clinical judgment by the 

researchers clarified that no overall loss of content validity resulted from the deleted scale 

items.  The content in the revised Piers-Harris 2 demonstrated acceptable overlap with 16 

of the 20 deleted items (Piers et al., 2002). 

Construct validity is supported by two kinds of evidence in the Piers-Harris 2.  

Structural characteristics were studied in addition to concurrent data with other 
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psychological tests.  The structural characteristics involved studying the inter-correlations 

and item composition of the Piers-Harris 2 domain scales.  This helped to establish that 

the domain scales were measuring unique and separate components of overall self-

concept.  Good correspondence is present between the results of the item analysis and the 

item assignments for the Piers-Harris 2 domain scales, which supports the use of the 

domain scales for measuring specific components of overall self-concept (Piers et al., 

2002). 

Concurrent and convergent validity for the Piers-Harris 2 was high when 

compared to other self-concept instruments.  Significant negative correlations were found 

between positive self-concept scores and with psychological assessments relating to 

anger, aggression, and children with Posttraumatic Stress Disorder.  Correlations of the 

original Piers-Harris and other instruments of self-concept range from moderate to high, 

regarding correlation coefficients, supporting the validity of the original Piers-Harris, and 

the revised version (Kelley, 2005; Oswald, 2005; Piers et al., 2002). 

Subscales in the Current Investigation 

On the BASC-2, all sub-categories were compared between boys and girls, 

including learning problems and study skills from the TRS.  The primary focus was on 

the internalizing and externalizing sub-scale scores between genders and the targeted 

behavioral subscale scores per student.  On the Piers-Harris 2, the overall self-concept 

scores and the physical appearance sub-scale were compared between boys and girls 

before and after the VSM intervention.  The physical appearance sub-scale was chosen 

since prior research has indicated that young females are often self-critical of their 
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physical appearance.  The comparison was to determine if VSM would change the males’ 

and females’ physical appearance scores in a positive or negative direction.        

Data Analysis 

The data were analyzed with respect to specific hypotheses derived from the 

research questions outlined in Chapter 2.  The following are the research questions and 

their specific hypotheses: 

1. What is the utility of VSM on targeted behaviors? 

a. Hypotheses 1. A. 1: It is hypothesized that the VSM intervention will have a 

positive impact on the targeted behavior, by either increasing or decreasing the 

targeted behavior based on the goal of the VSM intervention. 

b. Hypothesis 1. A. 2: It is hypothesized that the increase or decrease in the 

targeted behavior will be maintained after the 2-month follow-up. 

c. Hypothesis 1. A. 3: It is hypothesized that subscale scores from the BASC-2 

related to the targeted behavior or functional skill will be significantly lower at 

posttest than at pretest. 

2. What effects on self-concept, if any, result from engaging in VSM? 

a. Hypothesis 2. B. 1: It is hypothesized that both the boys’ and girls’ self-concept 

scores on the Piers-Harris 2 will indicate low self-concept on the pretest 

measures. 

b. Hypothesis 2. B. 2: It is hypothesized that both boys’ and girls’ self-concept 

scores on the Piers-Harris 2 will be significantly increased at posttest. 
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3. Are there gender differences in how VSM impacts girls and boys? 

a. Hypothesis 3. C. 1: It is hypothesized that the externalizing behavior subscale 

scores from the BASC-2 will be significantly higher for boys than for girls at 

pretest. 

b. Hypothesis 3. C. 2: It is hypothesized that the internalizing behavior subscale 

scores from the BASC-2 will be significantly higher for girls than for boys at 

pretest. 

c. Hypothesis 3. C. 3: It is hypothesized that externalizing behavior subscale 

scores from the BASC-2 will be significantly lower for boys at posttest, and girls’ 

externalizing scores will not significantly change from pretest to posttest. 

d. Hypothesis 3. C. 4: It is hypothesized that internalizing behavior subscale 

scores from the BASC-2 will be significantly lower for girls at posttest, and 

internalizing scores for boys will not significantly change from pretest to posttest. 

e. Hypothesis 3. C. 5:  It is hypothesized that the boys’ and girls’ subscale scores 

for physical appearance on the Piers-Harris 2 will display similar scores on the 

pretest measure. 

f. Hypothesis 3. C. 6:  It is hypothesized that the girls’ subscale scores for 

physical appearance on the Piers-Harris 2 will be significantly lower than the 

boys’ physical appearance sub-scale scores at the posttest phase. 

Data Collection 

The study recruited 16 students who had a special education eligibility of ED with 

nine females and seven males.  There were 10 students from the elementary schools, 3 
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middle school students, and 3 high school students.  All results include a Behavioral 

Multiple Case Study with the results analyzed in a qualitative and quantitative format.  

Each case includes a brief description of the student participants’ targeted behavior for 

the VSM intervention, including a qualitative summary of pretest, posttest, and 

maintenance interviews and graphs of observations.  The results include graphs 

displaying the pre- and post-results and a table including the standardized scores from the 

BASC-2 and Piers-Harris 2 before and after the intervention.  Each case includes a 

Reliable Change Index Score (RCI).  Schmitt et al. (2013) discuss the importance of 

determining change in an individual’s score from point A to point B.  The RCI represents 

the number of points needed on a given psychometric measure to determine if change 

from baseline to post treatment is due to chance or due to real change.  The RCI is 

calculated by using the standard error of measurement to estimate the chance variation.  

In order to determine change, the difference value must exceed the RCI, which means 

that there is a high level of confidence that the change in score is not solely due to chance 

variation, but real change.  The RCI measures not only statistical change but also clinical 

significance (Schmitt et al., 2013). 

Zach (2006) found that the case study method, and in particular, the multiple case 

studies design, is a proven tool for achieving a deep understanding of a specific 

phenomenon that is being studied.  The researcher mentions that although the case study 

method has been dismissed by critics who question the rigor of the approach, there have 

been numerous studies over the past 20 years that have demonstrated that the case study 

method can be used successfully to probe beneath the surface of a situation and to 
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provide a rich context for understanding the phenomena under study (Zach, 2006).  

Patton (2002) states that as with other traditions used within the qualitative research 

paradigm, case studies can provide an in-depth understanding of a relatively small 

number of individuals, problems, or situations. 

Quantitative data were gathered during the pretest and posttest time periods.  

During the maintenance phase, only observations and interviews were conducted.  This 

was due to the high rates of attrition/failure to comply by parents and teachers, which was 

likely to make a third round of data collection impractical. 

Due to the low sample size, only nonparametric tests were conducted for analyses.  

The nonparametric Spearman’s correlations were used to analyze the scores for the boys’ 

group and the girls’ group separately on the BASC-2 and the Piers-Harris 2.  The 

nonparametric Wilcoxon signed-rank test and the nonparametric Mann-Whitney U tests 

were completed to compare the boys’ and girls’ scores on either the BASC-2 and/or the 

Piers-Harris 2. 

The nonparametric tests are an alternative to the one-way repeated measures 

ANOVA because it does not require the dependent variable to follow a normal 

distribution.  When a sample size is less than 30, a normal distribution can be rendered by 

plotting the dependent variable and displaying it as normally distributed.  With a sample 

size less than 20, a visual plot is usually too limited to prove a normal distribution.  A 

nonparametric test is used for testing the difference between several related samples 

(Ludford, 2013).  Spearman’s correlation is a nonparametric statistic based on ranked 

data, and this statistical procedure can be useful in order to minimize the effects of 
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extreme scores or the effects of violations of various assumptions.  The Wilcoxon signed-

rank test is used in situations in which there are two sets of scores to compare, but these 

scores come from the same participants. It is considered the nonparametric equivalent to 

the paired-samples t-test.  Finally the Mann–Whitney U test is a nonparametric test that 

looks for differences between two independent samples.  It tests whether the populations 

from which the two samples are drawn have the same location and is considered a 

nonparametric equivalent to the independent t-test (Field, 2013). 

Summary of Research Design 

The independent variables for the study included the VSM intervention and 

gender.  The dependent variables were the scores generated by the boys and girls with ED 

from the pre- and post-administration of the BASC-2 (i.e., parent and teacher rating 

scales) and the Piers-Harris 2 (i.e., self-report scale).  By comparing the boys and girls 

with ED, any observed differences on the BASC-2 and Piers-Harris 2 are likely due to the 

impact of the VSM intervention on the specific subscales from these standardized tests. 

Assumptions made throughout this study were that the interventions and 

observations completed by trained practitioners were administered in a consistent and 

accurate manner.  The standardized assessments completed both pretest and posttest by 

the teachers, parents, and students were assumed to be a truthful reflection of the 

student’s current functioning ability.  The interpretation of the data is assumed to 

accurately reflect the perceptions of the respondents (Barrett, 2000). 

It is very important to discuss the possible threats to internal validity in order to 

adequately discuss the anticipated differences on the dependent variables.  Internal 
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validity refers to the confidence one can assume in inferring a causal relationship among 

variables while eliminating rival hypothesis at the same time.  Internal validity is 

concerned with the determination on whether the independent variable is the cause of the 

changes in the dependent variable (Heppner et al., 2008). 

In the current study, the internal validity threat of the VSM administration was 

reduced because the administration of the intervention was completed by trained and 

experienced researchers in VSM under supervision.  The threats to internal validity on the 

BASC-2 included the following: (a) one’s inadequate attention to item content, which can 

lead to carelessness; (b) parental or teacher bias in rating the child; (c) low desire to 

complete the tool in a truthful manner; and (d) inability to fully understand the content 

(Reynolds & Kamphaus, 2003).  Threats to the internal validity of the Piers-Harris-2 

were that children may consciously or unconsciously distort the scores, often in the 

direction of responses that may be more socially desirable (Piers & Harris, 1996). 

Piers, Harris, and Herberg (2002) relied on the original results of the test-retest 

study of the Piers-Harris and did not complete a test-retest study for the revised Piers-

Harris.  Two studies that completed the test-retest measure on the Piers-Harris 2 ranged 

from 0.538 to 0.79 (Buckroyd & Flitton, 2004; Flahive, et al., 2011).  The variability with 

the test-retest scores can cause problems with interpreting the results of the self-concept 

scale because the changes in self-concept may be due to external factors not related to the 

VSM intervention.  It is possible that students may have answered the questions based on 

how they thought they should be answered or on how they perceived the ideal self should 

be portrayed (Buckroyd & Flitton, 2004). 
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One of the most important threats to internal validity was that the VSM 

intervention on students with ED was not compared to the performance of students with 

ED who did not receive the VSM intervention (i.e., there was no control group).  Due to 

the fact that several of the students received special education services for many years 

with the same behavioral problems exhibited over the years, the longevity of each 

participant’s behavioral problems is believed to have reduced the threat of internal 

validity.  The students were also engaged in other interventions concurrently, such as 

counseling, behavior plans, medication, etc. that may have influenced the results of the 

VSM intervention.  Maturation of students must also be considered a factor for change. 

The other validity factor to consider is external validity, which is the idea that the 

results from a particular study can be generalized to other populations (Heppner et al., 

2008).  Due to the fact that this was a rather small sample size of ED students and that 

they are all from a small urban school district in the southwest section of the U.S., results 

may not be generalized to all students with ED outside of this area.  Another threat to 

external validity was that the VSM intervention took place in a school setting, so it may 

not be as effective in other settings or generalizable to other environments. 

This chapter restated the purpose of the research and presented the research 

questions.  Participants with a special education eligibility of ED were recruited from a 

school district in North Texas.  The validity and reliability of the BASC-2 and Piers-

Harris 2 were presented, including test-retest results.  The data collection procedures and 

methods of data analysis for the research questions were presented.  Results of the data 

analysis are presented in the following chapter.  
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CHAPTER IV 

RESULTS 

The purpose of this study was to test the efficacy and utility of VSM interventions 

with children and adolescents who have a special education designation of ED and were 

exhibiting behavioral or social difficulties in the educational setting.  This chapter 

outlines the results of this study, starting with preliminary analyses and assumption 

testing, followed by primary analyses to empirically examine each research question.  

The research questions are the following: 

1. What is the utility of VSM on targeted behaviors? 

2. What effects on self-concept, if any, result from engaging in VSM? 

3. Are there gender differences in how VSM impacts males and females? 

Data from participants’ demographics, the BASC-2, and the Piers-Harris 2 were analyzed 

from a mixed-methods standpoint.  Demographic data were used to define the population 

of participants with a special education eligibility of ED responding to the study (N = 16).  

Descriptive data were obtained from teachers and parents and were used to determine 

pretest and posttest scores.  Due to low sample size, only nonparametric tests were 

conducted for subsequent analyses. 

Preliminary Analyses 

Prior to conducting the primary analyses, preliminary analyses were used to 

describe the variables in the dataset that were used in the statistical analyses.  To test for 
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relationships among sets of continuous variables, nonparametric Spearman’s correlations 

were calculated.  All statistical analyses were conducted using SPSS v. 21, and 

significance levels for all analyses were set at .05. 

Frequencies and percentages for all categorical variables are displayed in Table 7.  

Categorical demographic variables included education level and the identified targeted 

behavior and/or functional skill.  Gender was the only categorical independent variable.  

Two categorical dependent variables were the parent and teacher maintenance results.  

The majority of participants were female (56.3%) and attended elementary school 

(62.5%).  For half of the sample, aggression was the identified targeted behavior and/or 

functional skill (50.0%).  The majority of teachers (62.5%) and parents (87.5%) reported 

“yes” to the question regarding if the change from the VSM intervention was maintained 

after 2 months. 

Means and standard deviations for continuous demographic variables are 

displayed in Table 8.  These variables consist of the individual BASC-2 subscale pretest 

and posttest scores for parents and teachers.  On the BASC-2 Adaptive Scales, T-scores 

between 30 and 39 indicate behavior in the At-Risk range, and scores below 30 indicate 

Clinically Significant concerns. On the BASC-2 Behavioral and Emotional Scales, T-

scores between 60 and 69 indicate behavior in the At-Risk range, and scores above 70 

indicate Clinically Significant concerns. Teacher t-scores for BASC-2 pretest items 

ranged from 25.00 to 96.00.  Parent t-scores for BASC-2 pretest items ranged from 14.00 

to 119.00.  Teacher t-scores for BASC-2 posttest items ranged from 23.00 to 95.00.  
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Parent t-scores for BASC-2 posttest items ranged from 22.00 to 96.00.  Specific 

breakdowns of each item are displayed in Table 8. 

Means and standard deviations for continuous dependent variables of parent and 

teacher scores are displayed in Table 9.  The goal intervention rating scores were derived 

from the question: “On a scale from 1-10, how much does the targeted behavior or skills 

negatively impact your child’s educational progress?”  For this goal intervention 

measure, teacher and parent pre-intervention behavior rating scores ranged from 2.00 to 

10.00 and post-intervention behavior rating scores ranged lowered from 1.00 to 9.00.  

Parent and teacher pretest and posttest targeted behavior scores were computed using 

participants’ corresponding BASC-2 t-scores that were relevant to their identified 

targeted behavior and/or functional skill.  For example, if a child’s identified targeted 

behavior/functional skill was aggression, his or her pretest t-score for teacher targeted 

behavior was the same value as his or her teacher BASC-2 pretest t-score for aggression.  

For targeted behavior BASC-2 t-scores, teacher and parent pretest t-scores ranged from 

16.00 to 98.00 and posttest t-scores ranged from 26.00 to 95.00.  For BASC-2 

externalizing scores, teacher and parent pretest t-scores ranged from 42.00 to 114.00 and 

posttest t-scores were slightly reduced from 42.00 to 101.00.  For BASC-2 internalizing t-

scores, teacher and parent pretest t-scores ranged from 43.00 to 103.00 and posttest t-

scores were reduced and ranged from 37.00 to 86.00.  Specific breakdowns of each item 

are displayed in Table 9. 
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Table 7 

Frequencies and Percentages for Categorical Variables 

________________________________________________________________________ 

    n %   

      Education 

    

 

Elementary School 10 

 

62.5 

 

 

Middle School 3 

 

18.8 

 

 

High School 3 

 

18.8 

 

      Targeted Behavior/Functional Skill 

    

 

Hyperactivity 2 

 

12.5 

 

 

Withdrawal 2 

 

12.5 

 

 

Aggression 8 

 

50.0 

 

 

Social Skills 3 

 

18.8 

 

 

Functional Communications 1 

 

6.3 

 

      Gender 

    

 

Female 9 

 

56.3 

 

 

Male 7 

 

43.8 

 

      Teacher Maintenance Results 

    

 

Yes 10 

 

62.5 

 

 

No 5 

 

31.3 

 

 

Partial 1 

 

6.3 

 

      Parent Maintenance Results 

    

 

Yes 14 

 

87.5 

 

 

No 2 

 

12.5 

 ________________________________________________________________________ 
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Table 8 

Means and Standard Deviations for Continuous Demographic Variables 

___________________________________________________________________________________________________ 

  

Teacher 

 

Parent 

     N M SD Min Max   N M SD Min Max   

              Behavioral Symptoms Index 

            

 

Pre-BASC-2 Results 16 66.19 13.48 49 93 

 

16 70.94 15.28 49 101 

 

 

Post-BASC-2 Results 16 62.13 12.04 44 85 

 

16 65.81 13.53 44 89 

 

              Adaptive Skills 

            

 

Pre-BASC-2 Results 16 40.25 6.78 30 52 

 

16 35.75 8.93 21 56 

 

 

Post-BASC-2 Results 16 43.00 7.81 31 58 

 

16 38.31 7.47 28 52 

 

              Hyperactivity 

            

 

Pre-BASC-2 Results 16 63.00 16.78 43 90 

 

16 67.00 14.80 41 98 

 

 

Post-BASC-2 Results 16 59.50 15.56 42 95 

 

16 62.25 13.14 48 93 

 

              Aggression 

            

 

Pre-BASC-2 Results 16 64.13 17.31 42 88 

 

16 62.31 19.75 41 119 

 

 

Post-BASC-2 Results 16 58.50 13.00 42 81 

 

16 57.69 14.33 39 96 

 

              Conduct Problems 

            

 

Pre-BASC-2 Results 15 57.93 12.92 41 78 

 

15 60.07 18.71 41 106 

 

 

Post-BASC-2 Results 15 57.73 14.65 41 86 

 

15 58.00 16.13 39 96 

 ___________________________________________________________________________________________________  
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Table 8, continued 

  

Teacher 

 

Parent 

     N M SD Min Max   N M SD Min Max   

              Anxiety 

            

 

Pre-BASC-2 Results 16 60.44 14.02 39 90 

 

16 59.00 16.48 41 99 

 

 

Post-BASC-2 Results 16 57.88 14.38 39 89 

 

16 52.63 13.11 39 92 

 

              Depression 

            

 

Pre-BASC-2 Results 16 69.19 15.78 45 93 

 

16 74.06 18.36 49 107 

 

 

Post-BASC-2 Results 16 62.56 12.44 45 88 

 

16 65.50 17.27 41 92 

 

              Somatization 

            

 

Pre-BASC-2 Results 16 56.56 11.58 40 87 

 

16 55.56 14.19 37 75 

 

 

Post-BASC-2 Results 16 54.13 10.89 42 79 

 

16 51.50 11.48 37 70 

 

              Atypicality 

            

 

Pre-BASC-2 Results 16 63.69 15.56 44 96 

 

16 65.63 16.58 41 84 

 

 

Post-BASC-2 Results 16 59.31 14.76 44 92 

 

16 61.00 14.66 41 81 

 

              Withdrawal 

            

 

Pre-BASC-2 Results 16 65.38 13.11 51 92 

 

16 64.69 13.86 42 98 

 

 

Post-BASC-2 Results 16 60.75 8.85 44 75 

 

16 61.94 14.24 36 87 

 ___________________________________________________________________________________________________  
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Table 8, continued 

  

Teacher 

 

Parent 

     N M SD Min Max   N M SD Min Max   

              Attention Problems 

            

 

Pre-BASC-2 Results 16 56.19 7.92 44 67 

 

16 63.75 9.63 50 77 

 

 

Post-BASC-2 Results 16 56.56 10.03 42 71 

 

16 63.63 8.92 47 78 

 

              Adaptability 

            

 

Pre-BASC-2 Results 16 38.94 8.28 28 59 

 

16 34.06 8.87 17 52 

 

 

Post-BASC-2 Results 16 41.13 10.07 23 61 

 

16 38.38 8.14 24 56 

 

              Social Skills 

            

 

Pre-BASC-2 Results 16 42.50 7.42 29 58 

 

16 42.94 9.16 24 63 

 

 

Post-BASC-2 Results 16 47.06 7.99 34 59 

 

16 45.50 5.42 37 53 

 

              Leadership 

            

 

Pre-BASC-2 Results 15 42.67 6.79 33 58 

 

15 38.93 6.10 26 48 

 

 

Post-BASC-2 Results 15 45.47 6.89 31 59 

 

15 41.00 5.87 32 50 

 

              Functional Communication 

            

 

Pre-BASC-2 Results 16 43.13 9.34 25 61 

 

16 38.50 10.49 16 55 

 

 

Post-BASC-2 Results 16 43.88 10.17 27 61 

 

16 38.94 8.35 24 55 

 ___________________________________________________________________________________________________  
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Table 8, continued 

  

Teacher 

 

Parent 

     N M SD Min Max   N M SD Min Max   

              School Problems 

            

 

Pre-BASC-2 Results 15 57.40 8.70 42 72 

 

— — — — — 

 

 

Post-BASC-2 Results 15 56.47 9.34 45 72 

 

— — — — — 

 

              Learning Problems 

            

 

Pre-BASC-2 Results 15 57.27 10.04 41 76 

 

— — — — — 

 

 

Post-BASC-2 Results 15 55.93 9.09 41 72 

 

— — — — — 

 

              Study Skills 

            

 

Pre-BASC-2 Results 15 39.47 6.41 31 53 

 

— — — — — 

 

 

Post-BASC-2 Results 15 41.60 6.45 33 55 

 

— — — — — 

 

              Activities of Daily Living 

            

 

Pre-BASC-2 Results — — — — — 

 

16 35.56 13.61 14 58 

 

 

Post-BASC-2 Results — — — — — 

 

16 37.38 11.97 22 61 

 ___________________________________________________________________________________________________ 
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Table 9 

Means and Standard Deviations for Continuous Dependent Variables for Teachers and Parents 

___________________________________________________________________________________________________ 

  

Teacher 

 

Parent 

     N M SD Min Max   N M SD Min Max   

              Goal 

            

 

Pre-Intervention 16 7.50 2.13 3 10 

 

16 7.13 2.31 2 10 

 

 

Post-Intervention 16 2.94 1.69 1 8 

 

16 3.38 2.45 1 9 

 

              Targeted Behavior 

            

 

Pre-BASC-2 Results 16 65.63 19.18 34 89 

 

16 57.44 18.12 16 98 

 

 

Post-BASC-2 Results 16 59.50 14.87 29 95 

 

16 55.69 14.60 26 93 

 

              Externalizing Problems 

            

 

Pre-BASC-2 Results 16 61.31 15.00 42 85 

 

16 65.00 18.20 42 114 

 

 

Post-BASC-2 Results 16 59.56 15.03 42 90 

 

16 60.69 15.26 43 101 

 

              Internalizing Problems 

            

 

Pre-BASC-2 Results 16 63.38 11.60 47 92 

 

16 66.13 16.58 43 103 

 

 

Post-BASC-2 Results 16 59.88 11.24 45 85 

 

16 58.00 13.76 37 86 

 ___________________________________________________________________________________________________ 
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Means and standard deviations for continuous dependent variables for the PH2 

scale and observation scores are displayed in Table 10.  The students PH2 pretest and 

posttest Total Score and Physical and Attributes scores are displayed in Table 11.  

Students whose Total Score of 39 or below on the Piers-Harris 2 fell into the low average 

self-concept category and scores above 60 are considered to indicate a high self-concept 

(Piers et al., 2002).  For Piers-Harris 2 total self-concept, pretest scores ranged from 

28.00 to 63.00 and posttest scores increased and ranged from 33.00 to 66.00.  For Piers-

Harris 2 physical appearance and attributes, pretest scores ranged from 32.00 to 58.00 

and posttest scores slightly increased and ranged from 32.00 to 65.00.  For observation 

results, a score of 0 indicates no observation of behavior or skill.  A score of 20 indicates 

that the behavior or skill was observed 20 times.  The pretest scores ranged from 0.00 to 

20.00, posttest scores ranged from 0.00 to 18.00, and maintenance scores (i.e., 2 month 

post-intervention) ranged from 0.00 to 28.00.  Two participants were excluded from the 

results due to the fact that they were under the age of 7 years old (i.e., KF and TP) and 

the Piers-Harris 2 age range is for children over 6 years of age. Specific breakdowns of 

each item are displayed in Table 10 and Piers-Harris 2 scores for each student are 

displayed in Table 11. 

Nonparametric Spearman correlations were conducted to examine the relationship 

between teacher ratings at the pre-intervention phase.  As displayed in Table 12, the 

results revealed a significant positive correlation between teacher BASC-2 externalizing 

pretest scores and teacher BASC-2 targeted behavior pretest scores, p = .006.  Higher 

scores on BASC-2 externalizing pretest scores were associated with higher scores on 
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BASC-2 targeted behavior pretest scores, Spearman’s ρ = .658.  Results also revealed a 

significant positive correlation between teacher BASC-2 externalizing pretest scores and 

teacher BASC-2 internalizing pretest scores, p = .049.  Higher scores on BASC-2 

externalizing pretest scores were associated with higher scores on BASC-2 internalizing 

pretest scores, Spearman’s ρ = .500. 

Table 10 

Means and Standard Deviations for Continuous Dependent Variables for Piers-Harris 2 

and Observation Scores 

________________________________________________________________________ 

    N M SD Start End   

        Total Self-Concept Score 

      

 

Piers-Harris 2 Pretest 16 43.13 10.73 28 63 

 

 

Piers-Harris 2 Posttest 16 48.19 7.60 33 66 

 

        Physical Appearance and Attributes 

      

 

Piers-Harris 2 Pretest 16 43.75 7.35 32 58 

 

 

Piers-Harris 2 Posttest 16 45.38 8.11 32 65 

 

        Observation 1 

      

 

Pretest 16 7.06 6.58 0 20 

 

 

Posttest 16 4.00 4.20 0 18 

 

 

Maintenance 16 4.56 6.56 0 28 

 

        Observation 2 

      

 

Pretest 16 8.69 6.82 0 19 

 

 

Posttest 16 3.63 3.18 0 10 

 

 

Maintenance 16 4.00 3.63 0 11 

 ________________________________________________________________________ 
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Table 11 

Pretest and Posttest Scores for Piers-Harris 2 Total Self-Concept and Physical 

Appearance and Attributes 
____________________________________________________________________________________________________________ 

 

           Total Self-Concept 

           Piers-Harris 2 Score 

                Physical Appearance 

               and Attributes 

               Piers-Harris 2 Score 

 

Participant Pretest Posttest 
 

Pretest Posttest 
 

   

 

  

 

TP 61 50  52 45  

   

 

  

 

KF 38 48  53 48  

   

 

  

 

RG 63 48  52 42  

   

 

  

 

BG 38 66  38 52  

   

 

  

 

AM 32 55  32 48  

   

 

  

 

CH 55 56  58 58  

   

 

  

 

KM 43 49  46 65  

   

 

  

 

BH 44 43  45 42  

   

 

  

 

SD 30 48  40 48  

   

 

  

 

SM-h 49 50  42 40  

   

 

  

 

BR 44 46  40 40  

   

 

  

 

WS 48 42  45 38  

   

 

  

 

JH 48 51  42 40  

   

 

  

 

NK 28 33  38 40  

   

 

  

 

BM 40 49  45 48  

   

 

  

 

SM-e 29 37  32 32  

________________________________________________________________________  
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Table 12 

Spearman’s Correlation Among Teacher Pre-Intervention Scores 
____________________________________________________________________________________________________________ 

   

Pre-BASC-2 Results 

 

Teacher Pre-BASC-2 Results 

Goal Pre-

Intervention 

Targeted 

Behavior 

Externalizing 

Problems   

        Targeted Behavior .128 

      
        Externalizing Problems .270 

 

.658 ** 

   
        Internalizing Problems .407 

 

.455 

 

.500 * 

 ____________________________________________________________________________________________________________ 

Note.  * p < .05.  ** p < .01. 

 

Nonparametric Spearman correlations were also conducted to examine the 

relationships between parent scores at the pre-intervention phase.  As shown in Table 13, 

results revealed a significant positive correlation between parent BASC-2 externalizing 

pretest scores and parent BASC-2 internalizing pretest scores, p < .001.  Higher scores on 

BASC-2 externalizing pretest scores were associated with higher scores on BASC-2 

internalizing pretest scores, Spearman’s ρ = .790. 

Table 13 

Spearman’s Correlation Among Parent Pre-Intervention Scores. 
____________________________________________________________________________________________________________ 

   

Pre-BASC-2 Results 

 

Parent Pre-BASC-2 Results 

Goal Pre-

Intervention 

Targeted 

Behavior 

Externalizing 

Problems   

        Targeted Behavior -.068 

      
        Externalizing Problems -.004 

 

.204 

    
        Internalizing Problems -.205 

 

.227 

 

.790 ** 

 ____________________________________________________________________________________________________________ 

Note.  ** p < .01.  
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To examine the relationships between teacher and parent scores at the pre-

intervention phase, nonparametric Spearman correlations were conducted between parent 

and teacher pretest variables.  As shown in Table 14, results revealed a significant 

positive correlation between teacher goal pre-intervention scores and parent BASC-2 

targeted behavior pretest scores, p = .008.  Higher scores on teacher goal pre-intervention 

scores were associated with higher scores on parent BASC-2 targeted behavior pretest 

scores, Spearman’s ρ = .634. 

Table 14 

Spearman’s Correlation Between Teacher and Parent Pre-Intervention Scores 

________________________________________________________________________ 

 

Parent 

 

Teacher 

Goal Pre-

Intervention 

Targeted 

Behavior–

Pre-BASC-2 

Results 

Externalizing 

Problems–

Pre-BASC-2 

Results 

Internalizing 

Problems–

Pre-BASC-2 

Results   

          Goal Pre-Intervention .175 

 

.634 ** .149 

 

-.039 

  

          Targeted Behavior– 

Pre-BASC-2 Results 
.423 

 
.492 

 
.124 

 
.251 

  

 
       

  Externalizing Problems–

Pre-BASC-2 Results 
.456 

 
.302 

 
.492 

 
.223 

  

 
       

  Internalizing Problems–

Pre-BASC-2 Results 
.048 

 
.625 ** .004 

 
-.052 

  ________________________________________________________________________ 

Note.  ** p < .01. 
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Nonparametric Spearman correlations were conducted to examine the relationship 

between PH2 pretest scores.  As shown in Table 15, results revealed a significant positive 

correlation between PH2 total self-concept pretest scores and PH2 physical appearance 

and attribute pretest scores, p = .004.  Higher scores on PH2 total self-concept pretest 

scores were associated with higher scores on PH2 physical appearance and attribute 

pretest scores, p = .680. 

Table 15 

Spearman’s Correlation Between Piers-Harris 2 Pre-Intervention Scores 

________________________________________________________________________ 

  Total Self-Concept Pretest   

    Physical Appearance and Attributes Pretest .680 ** 

 ________________________________________________________________________ 

Note.  ** p < .01. 

 

To examine the relationships between PH2 scores, parent scores, and teacher 

scores, nonparametric Spearman correlations were conducted on pretest scores for 

parents and teachers with PH2 pretest scores.  The parent report vs. student self-report as 

shown in Table 16, results revealed a significant negative correlation between parent 

BASC-2 externalizing problems pretest scores and PH2 self-concept pretest scores, p = 

.046.  Lower scores on parent BASC-2 externalizing pretest scores were associated with 

higher scores on PH2 self-concept pretest scores, p = -.506.  Results also revealed a 

significant negative correlation between parent BASC-2 internalizing pretest scores and 

Piers-Harris 2 self-concept pretest scores, p = .007.  Lower scores on parent BASC-2 
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internalizing pretest scores were associated with higher pretest scores on PH2 self-

concept, p = -.641. 

Table 16 

Spearman’s Correlation Between Piers-Harris 2 and Teacher/Parent Pre-Intervention 

Scores 

________________________________________________________________________ 

  

Piers-Harris 2 Pretest 

 

    

Total 

Self-Concept 

Physical 

Appearance 

and Attributes   

       Goal Pre-Intervention 

     

 

Teacher -.052 

 

-.114 

  

 

Parent -.006 

 

-.424 

  

       Targeted Behavior-Pre-BASC-2 Results 

     

 

Teacher -.348 

 

-.215 

  

 

Parent -.228 

 

.018 

  

       Externalizing Problems-Pre-BASC-2 Results 

     

 

Teacher -.209 

 

-.030 

  

 

Parent -.506 * -.072 

  

       Internalizing Problems-Pre-BASC-2 Results 

     

 

Teacher -.122 

 

-.091 

  

 

Parent -.641 ** -.081 

  ________________________________________________________________________ 

Note.  * p < .05.  ** p < .01. 
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Primary Analyses 

For the primary analyses, nonparametric tests were conducted to examine the 

following research questions: 

1. What is the utility of VSM on targeted behaviors? 

2. What effects on self-concept, if any, result from engaging in VSM? 

3. Are there gender differences in how VSM impacts males and females? 

Research Question One: What is the Utility of VSM on Targeted Behaviors? 

Nonparametric Wilcoxon signed-rank tests were conducted to test Hypothesis 

1.A.1 and to determine the utility of VSM on targeted behaviors with elementary and 

secondary students eligible as ED in special education.  Hypothesis 1.A.1 posits that the 

VSM intervention will have a positive impact on the targeted behavior, either by 

increasing or decreasing the targeted behavior, based on the goal of VSM intervention.  

As shown in Table 17, results revealed a significant difference between pre-intervention 

and post-intervention scores for teacher goal ratings, Z = -3.44, p = .001.  Teacher goal 

intervention scores were significantly higher at pre-intervention (M = 7.50, SD = 2.13, 

Mdn = 8.00) than they were at post-intervention (M = 2.94, SD = 1.69, Mdn = 3.00).  

Results also revealed a significant difference between pre-intervention and post-

intervention scores for parent goal ratings, Z = -3.43, p = .001.  Parent goal intervention 

scores were significantly higher at pre-intervention (M = 7.13, SD = 2.31, Mdn = 7.50) 

than they were at post-intervention (M = 3.38, SD = 2.45, Mdn = 3.00).  Figure 3 displays 

a scatterplot for both the teacher and parent goal scores.  
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Table 17 

Means, Medians, and Standard Deviations of Goal Pre-Intervention and Post-

Intervention Scores for Teachers and Parents 

________________________________________________________________________ 

    N M SD Mdn Z p   

          Teacher Goal 

     

-3.44 .001 

 

 

Pre-Intervention 16 

 

7.50 2.13 8.0 

   

 

Post-Intervention 16 

 

2.94 1.69 3.0 

   

          Parent Goal 

     

-3.43 .001 

 

 

Pre-Intervention 16 

 

7.13 2.31 7.5 

   

 

Post-Intervention 16 

 

3.38 2.45 3.0 

   ________________________________________________________________________ 

 

 

Figure 3: Scatterplot of parent and teacher goals scores 
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In addition to conducting analyses on pre- and post-intervention goal scores, 

Reliable Change Index (RCI) scores were calculated using the method outlined by 

Jacobson and Truax (1991).  RCI scores were computed by taking the difference score 

(e.g., posttest - pretest) and dividing by the standard error (SE) of that difference.  The SE 

is a function of both the pretest standard deviation (SD) and the test-retest correlation 

coefficient (Spearman’s ρ) using the formula outlined by Jacobson and Truax (1991).  

Reliable Change Index scores that are greater than 1.96 or less than -1.96 indicate a 

clinically significant change.  Table 18 displays each child’s pre- and post-intervention 

goal scores for teachers and parents, difference scores (post-intervention - pre-

intervention), and RCI scores.  The first set of data in Table 18 displays data from teacher 

goal scores.  Out of 16 children, 9 showed a reduction in teacher goal scores at post-

intervention relative to pre-intervention.  The second set of data in Table 18 displays data 

from parent goal scores.  Out of 16 children, 6 showed a reduction in parent goal scores 

at post-intervention relative to pre-intervention.  See Appendix O for a graphical display 

of each child’s teacher and parent goal scores. 

Hypothesis 1.A.2 posits that the increase or decrease in the targeted behavior will 

be maintained after the 2-month follow-up.  To test this hypothesis, descriptive statistics 

were calculated for teacher and parent maintenance results.  As shown in Table 19, the 

majority of teachers (62.5%) and parents (87.5%) reported “yes” to the question if the 

change from the VSM intervention was maintained after 2 months. 
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Table 18 

Goal Pre-Intervention and Post-Intervention Scores for Teachers and Parents 

________________________________________________________________________ 

Name 

Pre-

Intervention 

Post-

Intervention 

Difference 

(Post - Pre) RCI   

      Teacher Goal 

      TP 7.00 2.00 -5.00 -1.98 

 
      KF 8.00 3.00 -5.00 -1.98 

 
      RG 10.00 1.00 -9.00 -3.56 

 
      BG 9.00 3.00 -6.00 -2.37 

 
      AM 10.00 4.00 -6.00 -2.37 

 
      CH 8.00 2.00 -6.00 -2.37 

 
      KM 9.00 3.00 -6.00 -2.37 

 
      BH 7.00 3.00 -4.00 -1.58 

 
      SD 4.00 1.00 -3.00 -1.19 

 
      SM-h 8.00 2.00 -6.00 -2.37 

 
      BR 7.00 3.00 -4.00 -1.58 

 
      WS 9.00 3.00 -6.00 -2.37 

 
      JH 3.00 1.00 -2.00 -.79 

 
      NK 8.00 4.00 -4.00 -1.58 

 
      BM 4.00 4.00 .00 .00 

 
      SM-e 9.00 8.00 -1.00 -.40 

 ________________________________________________________________________ 
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Table 18, continued 

Goal Pre-Intervention and Post-Intervention Scores for Teachers and Parents 

________________________________________________________________________ 

Name 

Pre-

Intervention 

Post-

Intervention 

Difference 

(Post - Pre) RCI   

      Parent Goal 

      TP 7.00 1.00 -6.00 -2.54 

 
      KF 4.00 3.00 -1.00 -.42 

 
      RG 10.00 1.00 -9.00 -3.81 

 
      BG 10.00 7.00 -3.00 -1.27 

 
      AM 9.00 7.00 -2.00 -.85 

 
      CH 2.00 1.00 -1.00 -.42 

 
      KM 6.00 3.00 -3.00 -1.27 

 
      BH 5.00 2.00 -3.00 -1.27 

 
      SD 6.00 2.00 -4.00 -1.69 

 
      SM-h 6.00 3.00 -3.00 -1.27 

 
      BR 8.00 2.00 -6.00 -2.54 

 
      WS 8.00 3.00 -5.00 -2.11 

 
      JH 10.00 4.00 -6.00 -2.54 

 
      NK 9.00 9.00 .00 .00 

 
      BM 8.00 5.00 -3.00 -1.27 

 
      SM-e 6.00 1.00 -5.00 -2.11 

 ________________________________________________________________________ 

Note.  Pre = pre-intervention.  Post = post-intervention.  RCI = reliable change index.  

RCI scores that are less than -1.96 or greater than 1.96 are considered clinically 

significant (Jacobson & Truax, 1991). 
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Table 19 

Frequencies and Percentages for Teacher and Parent Maintenance Results 
____________________________________________________________________________________________________________ 

    N %   

      Teacher Maintenance Results 

    

 

Yes 10 

 

62.5 

 

 

No 5 

 

31.3 

 

 

Partial 1 

 

6.3 

 
      Parent Maintenance Results 

    

 

Yes 14 

 

87.5 

 

 

No 2 

 

12.5 

 ____________________________________________________________________________________________________________ 

 

The third and final hypothesis of the first research question (Hypothesis 1.A.3) 

posits that subscale scores from the BASC-2 related to the targeted behavior or functional 

skill will be significantly lower at posttest than at pretest.  To test this hypothesis, 

nonparametric Wilcoxon signed-rank tests were conducted.  As shown in Table 20, both 

teacher and parent targeted behavior BASC-2 scores were not significantly different at 

posttest than they were at pretest, ps > .05.  More than half of the teachers and parents 

completed the BASC-2 more than 6-8 weeks after the intervention was completed, which 

may have impacted all of the BASC-2 results.   

Table 21 displays participants’ data for targeted behavior BASC-2 pretest and 

posttest scores, difference scores, and RCI scores of teachers and parents.  Only one 

student (BM) had an RCI score that was clinically significant for teacher targeted 

behavior BASC-2 scores.  However, none of the children showed a reduction in parent 

targeted behavior scores at post-intervention relative to pre-intervention.  See Appendix P 

for a graphical display of each child’s targeted behavior BASC-2 scores.  
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Table 20 

Means, Medians, and Standard Deviations of Pre-BASC-2 and Post-BASC-2 Results 

Related to Targeted Behavior for Teachers and Parents 
____________________________________________________________________________________________________________ 

    N M SD Mdn Z p   

          Teacher Targeted Behavior 

     

-1.82 .069 

 

 

Pre-BASC-2 Results 16 

 

65.63 19.18 69.5 

   

 

Post-BASC-2 Results 16 

 

59.50 14.87 55.5 

             Parent Targeted Behavior 

     

-.71 .477 

 

 

Pre-BASC-2 Results 16 

 

57.44 18.12 57.0 

   

 

Post-BASC-2 Results 16 

 

55.69 14.60 53.0 

   __________________________________________________________________________________________________________ 
 

Table 21 

Pre-BASC-2 and Post-BASC-2 Results Related to Targeted Behavior for Teachers and 

Parents 
____________________________________________________________________________________________________________ 

Name 

Pre-BASC-2 

Results 

Post-BASC-2 

Results 

Difference 

(Post - Pre) RCI   

      Teacher Targeted Behavior 

      TP 63.00 56.00 -7.00 -.56 

 
      KF 53.00 48.00 -5.00 -.40 

 
      RG 58.00 52.00 -6.00 -.48 

 
      BG 77.00 68.00 -9.00 -.72 

 
      AM 77.00 60.00 -17.00 -1.36 

 
      CH 41.00 54.00 13.00 1.04 

 
      KM 89.00 95.00 6.00 .48 

 
      BH 53.00 53.00 .00 .00 

 
      SD 48.00 48.00 .00 .00 

 
      SM 39.00 53.00 14.00 1.12 

 ____________________________________________________________________________________________________________ 
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Table 21, continued 

Pre-BASC-2 and Post-BASC-2 Results Related to Targeted Behavior for Teachers and 

Parents. 
______________________________________________________________________________________ 

Name 

Pre-BASC-2 

Results 

Post-BASC-2 

Results 

Difference 

(Post - Pre) RCI   

      BR 34.00 29.00 -5.00 -.40 

 
      WS 76.00 74.00 -2.00 -.16 

 
      JH 86.00 63.00 -23.00 -1.85 

 
      NK 85.00 77.00 -8.00 -.64 

 
      BM 88.00 55.00 -33.00 -2.65 

 
      SM 83.00 67.00 -16.00 -1.28 

 
      Parent Targeted Behavior 

      TP 62.00 66.00 4.00 .36 

 
      KF 59.00 61.00 2.00 .18 

 
      RG 56.00 49.00 -7.00 -.62 

 
      BG 72.00 72.00 .00 .00 

 
      AM 66.00 53.00 -13.00 -1.16 

 
      CH 63.00 53.00 -10.00 -.89 

 
      KM 98.00 93.00 -5.00 -.45 

 
      BH 51.00 56.00 5.00 .45 

 
      SD 37.00 46.00 9.00 .80 

 
      SM 47.00 50.00 3.00 .27 

 
      BR 16.00 26.00 10.00 .89 

 ________________________________________________________________________ 
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Table 21, continued 

Pre-BASC-2 and Post-BASC-2 Results Related to Targeted Behavior for Teachers and 

Parents. 
______________________________________________________________________________________ 

Name 

Pre-BASC-2 

Results 

Post-BASC-2 

Results 

Difference 

(Post - Pre) RCI   

      WS 52.00 50.00 -2.00 -.18 

 
      JH 47.00 42.00 -5.00 -.45 

 
      NK 58.00 64.00 6.00 .53 

 
      BM 55.00 50.00 -5.00 -.45 

 
      SM 80.00 60.00 -20.00 -1.78 

 ________________________________________________________________________ 

Note.  Pre = pre-BASC-2 results.  Post = post-BASC-2 results.  RCI = reliable change 

index.  RCI scores that are less than -1.96 or greater than 1.96 are considered clinically 

significant (Jacobson & Truax, 1991). 

 

Research Question Two: What Effects on Self-Concept Result From Engaging in 

VSM? 

Hypothesis 2.B.1 posits that both male and female self-concept scores on the 

Piers-Harris 2 will indicate low self-concept on the pretest measures.  To test this 

hypothesis, a nonparametric Mann-Whitney U test was conducted for differences in male 

versus female self-concept scores on the Piers-Harris 2.  As shown in Table 22, pretest 

measures were the same for male and female self-concept scores on the Piers Harris 2, p 

> .05.  To test for whether male and female self-concept scores on the Piers-Harris 2 were 

low, a nonparametric one-sample Wilcoxon signed rank test was conducted to examine 

male and female pretest scores against the hypothetical median low score of 40.00 (Piers, 
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et al., 2002).  The results revealed that neither the male (Mdn = 38.00) nor female scores 

(Mdn = 44.00) significantly differed from 40.00, ps > .05.  These results suggest that both 

male and female scores were low at the pre-intervention phase.  In addition, a 

nonparametric Wilcoxon signed-rank test was conducted to test Hypothesis 2.B.2: Male 

and female self-concept scores on the Piers Harris 2 will be significantly increased for 

both males and females at posttest.  As shown in Table 22, results revealed a significant 

difference between pretest and posttest scores for females, Z = 2.44, p = .015.  Female 

scores were significantly higher at posttest (M = 48.89, SD = 3.55, Mdn = 49.00) than 

they were at pretest (M = 43.44, SD = 7.14, Mdn = 44.00).  However, there were no 

significant differences between pretest and posttest scores for males, p > .05. 

Table 22 

Means, Medians, and Standard Deviations of Pretest and Posttest Scores for Piers-

Harris 2 Total Self-Concept by Gender 

________________________________________________________________________ 

    n M SD Mdn Z p   

          Female Total Self-Concept 

     

2.44 .015 

 

 

Piers-Harris 2 Pretest 9 

 

43.44 7.14 44.0 

   

 

Piers-Harris 2 Posttest 9 

 

48.89 3.55 49.0 

   

          Male Total Self-Concept 

     

.51 .612 

 

 

Piers-Harris 2 Pretest 7 

 

42.71 14.81 38.0 

   

 

Piers-Harris 2 Posttest 7 

 

47.29 11.22 48.0 

   ________________________________________________________________________ 

Note.  Pretest scores comparison between females and males: U = 27.00, p = .633. One-

sample Wilcoxon signed rank test (test value = 40.00) was not significant for females (Z 

= 1.40, p = .161) or males (Z = .25, p = .799). 
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Research Question Three: Are There Gender Differences in How VSM Impacts 

Children? 

Hypothesis 3.C.1 posited that the externalizing behavior subscale scores from the 

BASC-2 would be significantly higher for males than for females at pretest.  In addition, 

Hypothesis 3.C.2 posited that internalizing behavior subscale scores from the BASC-2 

would be significantly higher for females than for males at pretest.  To test these 

hypotheses, nonparametric Mann-Whitney U tests were conducted on teacher and parent 

externalizing and internalizing behavior pretest scores from the BASC-2 for males versus 

females.  As shown in Table 23, there were no significant differences for externalizing 

and internalizing pretest scores between females and males for either teacher or parent, ps 

> .05. 

In addition, Hypothesis 3.C.3 posited that externalizing behavior subscale scores 

from the BASC-2 would be significantly lower for males at posttest and that females’ 

externalizing scores will not significantly change from pretest to posttest.  To test to this 

hypothesis, Wilcoxon signed-rank tests were conducted on pretest versus posttest scores 

for males and females.  For both teacher and parent externalizing scores, there were no 

significant differences between pretest and posttest scores for females, ps > .05.  

Although there was no significant difference for teacher externalizing scores at pretest 

and posttest for males, results revealed a significant difference for parent externalizing 

scores, Z = -2.00, p = .045.  Scores for males were significantly lower at posttest (M = 

59.00, SD = 11.75, Mdn = 54.00) than they were at pretest (M = 64.43, SD = 10.20, Mdn 

= 64.00). 
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Finally, several nonparametric Wilcoxon signed-rank tests were conducted to test 

Hypothesis 3.C.4: Internalizing behavior subscale scores from the BASC-2 would be 

significantly lower for females at posttest, and male internalizing scores would not 

significantly change from pretest to posttest.  As shown in Table 23, male and female 

pretest scores for both teacher and parent internalizing scores were not significantly 

different from posttest scores, ps > .05. 

Table 23 

Means, Medians, and Standard Deviations for Pre-BASC-2 and Post-BASC-2 

Externalizing and Internalizing Results by Gender for Teachers and Parents 

________________________________________________________________________ 

  

Teacher 

 

Parent 

 

    

Pre-BASC-2 

Results 

Post-BASC-2 

Results   

Pre-BASC-2 

Results 

Post-BASC-2 

Results   

            Externalizing 

            Female 

          

 

M 57.11 

 

57.11 

  

65.44 

 

62.00 

  

 

SD 14.11 

 

15.84 

  

23.29 

 

18.13 

  

 

Mdn 53.0 

 

51.0 

  

60.0 

 

57.0 

  

            Male 

          

 

M 66.71 

 

62.71 

  

64.43 

 

59.00 

  

 

SD 15.37 

 

14.48 

  

10.20 

 

11.75 

  

 

Mdn 74.0 

 

58.0 

  

64.0 

 

54.0 * 

 ________________________________________________________________________ 
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Table 23, continued 

Means, Medians, and Standard Deviations for Pre-BASC-2 and Post-BASC-2 

Externalizing and Internalizing Results by Gender for Teachers and Parents 

________________________________________________________________________ 

  

Teacher 

 

Parent 

 

    

Pre-BASC-2 

Results 

Post-BASC-2 

Results   

Pre-BASC-2 

Results 

Post-BASC-2 

Results   

            Internalizing 

            Female 

          

 

M 58.56 

 

56.89 

  

68.44 

 

59.33 

  

 

SD 8.28 

 

8.62 

  

21.28 

 

15.02 

  

 

Mdn 57.0 

 

56.0 

  

74.0 

 

58.0 

  

            Male 

          

 

M 69.57 

 

63.71 

  

63.14 

 

56.29 

  

 

SD 12.87 

 

13.63 

  

8.05 

 

12.91 

  

 

Mdn 69.0 

 

59.0 

  

62.0 

 

61.0 

  ________________________________________________________________________ 

Note.  * Pre–post comparisons differ within gender: Female Externalizing Teacher Z = -

.06, p = .953;  Male Externalizing Teacher Z = -1.16, p = .246; Female Externalizing 

Parent Z = -1.37, p = .172; Male Externalizing Parent Z = -2.00, p = .045; Female 

Internalizing Teacher Z = -.77, p = .440; Male Internalizing Teacher Z = -1.26, p = .207; 

Female Internalizing Parent Z = -1.96, p = .050; Male Internalizing Parent Z = -1.80, p = 

.072.  Externalizing Teacher U = 42.00, p = .266.  Externalizing Parent U = 34.00, p = 

.791.  Internalizing Teacher U = 47.00, p = .101.  Internalizing Parent U = 26.00, p = 

.559. 

 

A nonparametric Mann-Whitney U test was conducted to test Hypothesis 3.C.5: 

Male and female subscale scores for physical appearance on the Piers-Harris 2 will 

display similar scores on the pretest measures.  As shown in Table 24, physical 

appearance pretest scores for males did not significantly differ from female pretest 

scores, p > .05.  In addition, a nonparametric Mann-Whitney U test was conducted to test 
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Hypothesis 3.C.6: Female subscale scores for physical appearance on the Piers-Harris 2 

will be significantly lower than male subscale scores at posttest.  As shown in Table 24, 

physical appearance scores for males at posttest did not significantly differ from physical 

appearance scores for females at posttest, p > .05. 

Table 24 

Means, Medians, and Standard Deviations of Pretest and Posttest Scores for Piers-

Harris 2 Physical Appearance and Attributes by Gender 
______________________________________________________________________________________ 

Physical Appearance  

and Attributes n M SD Mdn U p   

          Piers-Harris 2 Pretest 

     

19.00 .210 

 

 

Female 9 

 

45.67 6.10 45.0 

   

 

Male 7 

 

41.29 8.54 38.0 

   

          Piers-Harris 2 Posttest 

     

21.50 .299 

 

 

Female 9 

 

47.67 8.78 48.0 

   

 

Male 7 

 

42.43 6.63 42.0 

   ________________________________________________________________________ 

Note.  Female pre–post comparison Z = .42, p = .671.  Male pre–post comparison Z = .32, 

p = .752. 

 

Observation Results at Pretest, Posttest, and Maintenance 

To examine the observed behaviors 2 months after the VSM intervention, RCI 

scores were computed for change scores for each of the three time points (i.e., posttest - 

pretest, maintenance - posttest, and maintenance - pretest; see Table 25).  Because 

observation locations differed for each child, Observation 1 and Observation 2 designate 

the first and second observation locations.  Appendix Q graphically displays each child’s 

observation data, as well as the observation locations specific to each child.  One child, 
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RG, showed a clinically significant reduction for the behavior target of “not following 

directions” during science class (Observation 1) and during ESL class (Observation 2) at 

posttest relative to pretest and also at maintenance relative to pretest.  In addition, CH 

showed a clinically significant increase in interaction with peers during recess 

(Observation 1) at maintenance relative to posttest and also at maintenance relative to 

pretest.  Finally, one child (WS) showed a clinically significant reduction in not 

following directions during science class (Observation 1) at posttest relative to pretest.  

Further details are displayed in Table 25. 

Qualitative Results at Pretest, Posttest, and Maintenance 

 In order to provide more descriptive information about the results, direct feedback 

was received from the teachers, parents, and students with interviews completed at the 

pre-intervention, post-intervention, and 2-month maintenance phases of the VSM 

intervention.  The majority of the responses provide insight into the effectiveness of the 

VSM intervention and support the results measured quantitatively. Descriptive details are 

provided in Tables 26–28.  
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Table 25 

Observation Frequencies of Behavioral Target at Pretest, Posttest, and Maintenance 

___________________________________________________________________________________________________ 

    

 Difference 

 

RCI 

 

Name Pre Post Maint. 

 (Post - 

Pre) 

(Maint. - 

Post) 

(Maint. - 

Pre)   

(Post - 

Pre) 

(Maint. - 

Post) 

(Maint. - 

Pre)   

    

 

         Observation 1 

 

    

 

        TP 6.00 4.00 5.00  -2.00 1.00 -1.00 

 

-0.26 0.29 -0.13 

 

    

 

        KF 6.00 4.00 3.00  -2.00 -1.00 -3.00 

 

-0.26 -0.29 -0.39 

 

    

 

        RG 19.00 2.00 2.00  -17.00 0.00 -17.00 

 

-2.25 0.00 -2.22 

 

    

 

        BG 5.00 1.00 1.00  -4.00 0.00 -4.00 

 

-0.53 0.00 -0.52 

 

    

 

        AM 6.00 3.00 1.00  -3.00 -2.00 -5.00 

 

-0.40 -0.57 -0.65 

 

    

 

        CH 5.00 18.00 28.00  13.00 10.00 23.00 

 

1.72 2.86 3.00 

 

    

 

        KM 16.00 3.00 6.00  -13.00 3.00 -10.00 

 

-1.72 0.86 -1.31 

 

    

 

        BH 15.00 3.00 2.00  -12.00 -1.00 -13.00 

 

-1.59 -0.29 -1.70 

 ___________________________________________________________________________________________________ 
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Table 25, continued 

Observation Frequencies Behavioral Target at Pretest, Posttest, and Maintenance 

___________________________________________________________________________________________________ 

    

 Difference 

 

RCI 

 

Name Pre Post Maint. 

 (Post - 

Pre) 

(Maint. - 

Post) 

(Maint. - 

Pre)   

(Post - 

Pre) 

(Maint. - 

Post) 

(Maint. - 

Pre)   

    

 

        SD 3.00 7.00 5.00  4.00 -2.00 2.00 

 

0.53 -0.57 0.26 

 

    

 

        SM 4.00 7.00 6.00  3.00 -1.00 2.00 

 

0.40 -0.29 0.26 

 

    

 

        BR 0.00 2.00 1.00  2.00 -1.00 1.00 

 

0.26 -0.29 0.13 

 

    

 

        WS 20.00 4.00 6.00  -16.00 2.00 -14.00 

 

-2.12 0.57 -1.83 

 

    

 

        JH 0.00 0.00 2.00  0.00 2.00 2.00 

 

0.00 0.57 0.26 

 

    

 

        NK 3.00 3.00 0.00  0.00 -3.00 -3.00 

 

0.00 -0.86 -0.39 

 

    

 

        BM 2.00 1.00 3.00  -1.00 2.00 1.00 

 

-0.13 0.57 0.13 

 

    

 

        SM 3.00 2.00 2.00  -1.00 0.00 -1.00 

 

-0.13 0.00 -0.13 

 ___________________________________________________________________________________________________ 
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Table 25, continued 

Observation Frequencies Behavioral Target at Pretest, Posttest, and Maintenance 

___________________________________________________________________________________________________ 

    

 Difference 

 

RCI 

 

Name Pre Post Maint. 

 (Post - 

Pre) 

(Maint. - 

Post) 

(Maint. - 

Pre)   

(Post - 

Pre) 

(Maint. - 

Post) 

(Maint. - 

Pre)   

    

 

         Observation 2 

 

    

 

        TP 11.00 2.00 3.00  -9.00 1.00 -8.00 

 

-1.34 0.73 -1.14 

 

    

 

        KF 16.00 3.00 4.00  -13.00 1.00 -12.00 

 

-1.93 0.73 -1.72 

 

    

 

        RG 19.00 3.00 2.00  -16.00 -1.00 -17.00 

 

-2.37 -0.73 -2.43 

 

    

 

        BG 18.00 8.00 6.00  -10.00 -2.00 -12.00 

 

-1.48 -1.46 -1.72 

 

    

 

        AM 8.00 3.00 1.00  -5.00 -2.00 -7.00 

 

-0.74 -1.46 -1.00 

 

    

 

        CH 3.00 9.00 11.00  6.00 2.00 8.00 

 

0.89 1.46 1.14 

 

    

 

        KM 12.00 4.00 6.00  -8.00 2.00 -6.00 

 

-1.19 1.46 -0.86 

 

    

 

        BH 6.00 2.00 2.00  -4.00 0.00 -4.00 

 

-0.59 0.00 -0.57 

 ___________________________________________________________________________________________________ 
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Table 25, continued 

Observation Frequencies Behavioral Target at Pretest, Posttest, and Maintenance 

___________________________________________________________________________________________________ 

    

 Difference 

 

RCI 

 

Name Pre Post Maint. 

 (Post - 

Pre) 

(Maint. - 

Post) 

(Maint. - 

Pre)   

(Post - 

Pre) 

(Maint. - 

Post) 

(Maint. - 

Pre)   

    

 

        SD 1.00 2.00 2.00  1.00 0.00 1.00 

 

0.15 0.00 0.14 

 

    

 

        SM 2.00 5.00 6.00  3.00 1.00 4.00 

 

0.45 0.73 0.57 

 

    

 

        BR 0.00 1.00 0.00  1.00 -1.00 0.00 

 

0.15 -0.73 0.00 

 

    

 

        WS 15.00 6.00 8.00  -9.00 2.00 -7.00 

 

-1.34 1.46 -1.00 

 

    

 

        JH 4.00 0.00 1.00  -4.00 1.00 -3.00 

 

-0.59 0.73 -0.43 

 

    

 

        NK 18.00 10.00 11.00  -8.00 1.00 -7.00 

 

-1.19 0.73 -1.00 

 

    

 

        BM 2.00 0.00 0.00  -2.00 0.00 -2.00 

 

-0.30 0.00 -0.29 

 

    

 

        SM 4.00 0.00 1.00  -4.00 1.00 -3.00 

 

-0.59 0.73 -0.43 

 ___________________________________________________________________________________________________ 

Note.  Pre = pretest.  Post = posttest.  Maint. = maintenance.  RCI = reliable change index.  RCI scores that are less than -

1.96 or greater than 1.96 are considered clinically significant (Jacobson & Truax, 1991). 
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Table 26 

Teacher Comments From Interviews 

________________________________________________________________________ 

Response  Teacher Comments   

 
  TP 

 

   

1 

He is constantly blurting out answers, interrupting others during silent 

reading, he wants everyone to hear what he has to say, he raises his hand 

every time and get upset when not called on to answer.  

 
 

  

2 

He did really great at first, he would do silent reading and not interrupt 

others and he did not become as upset when he was not called upon to 

answer.  

 
 

  

3 

I think it was successful at first, but out of sight and out of mind. I don’t 

think him only watching for 10 days was enough. I would have him 

watch it occasionally and see the immediate change, but then back to the 

old after a few days.  

 
 

  KF 

 

   

1 

We have a teacher contest each day and KF will become so upset and 

negative if she is not chosen.  Then it ruins her entire day and she is 

negative to herself and others.  

 
 

  

2 

It hasn’t been consistent, but overall she has been much more positive 

and helpful and she has spurts of kindness to her peers that is happening 

more often.  

 
 

  

3 

This has been very successful, she has gained new friends and she is 

much more positive. I think seeing themselves doing things that they 

normally can’t do is very helpful.  

 ________________________________________________________________________ 
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Table 26, continued 

Teacher Comments from Interviews 

________________________________________________________________________ 

Response  Teacher Comments   

 
  RG 

 

   
1 

He does not follow directions all day and in every class, he has become a 

manipulator. 

 
 

  
2 

He seems to take pride in his work, he will actually show it to me. He is 

now much more motivated and doing his work without the teacher aide. 

 
 

  

3 

I saw a huge improvement, he is now confident and this confidence is 

shot thru the roof for him. He is like a different student and seeing 

himself doing positive behaviors made all the difference. 

 
 

  BG 

    

1 
This happens several times a day, when someone says something he 

doesn’t like, he will talk so negative and have anger outbursts. 

 
 

  

2 

His peer interaction is much better, he is not getting as upset anymore. 

He seems to be focusing on getting his work done instead of what others 

are saying and doing.  

 
 

  
3 

The video helped his confidence and taught him appropriate coping 

skills that seem to have stuck. 

 ________________________________________________________________________ 
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Table 26, continued 

Teacher Comments from Interviews 

________________________________________________________________________ 

Response  Teacher Comments   

 
  AM 

 

   
1 

He can act irritable and explosive at least 6–8 times a day, but can be 

even more on a really bad day.  

 
 

  

2 

Huge improvement, I am not seeing the anger and anxiety as much.  A 

student took some Legos from him the other day and usually he would 

punch the child. He told the child to ask him next time if he needs more 

Legos. Can you believe it? He has actually made a couple of friends and 

he is being kind to them and sharing with others.   

 
 

  

3 

This really helped him to see himself being successful and getting along 

with others and knowing how to be kind. The video nailed the behaviors 

that he needed to model and he continues to show improvement. 

 
 

  CH 

 

   

1 

She rarely interacts with others at recess or lunch.  She has one friend 

who is similar to herself and she only hangs out with her, but if she is 

gone, CH is by herself.  

 
 

  

2 

Yes, for sure. At recess, she now has a group of 4–5 girls that she hangs 

out with and she is now much more of a leader.  She will now answer 

questions in class and will volunteer for things, before she just wanted to 

blend in. She is just not that nervous anymore and she seeks out different 

students to help with various projects.  

 
 

  

3 

The video was so relevant to the exact skills she was unable to complete 

on her own. I think her watching herself gave her the skill set she 

needed, it helped pull it all together for her.  

 ________________________________________________________________________ 
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Table 26, continued 

Teacher Comments from Interviews 

________________________________________________________________________ 

Response  Teacher Comments   

 
  KM 

 

   
1 

It is just constant, I have her for two periods and she is interrupting all 

the time. It is very disruptive to the class.  

    

2 

Yes, her focus is better and she is getting more work done. She now asks 

before she gets up and will wait to be called on before she answers most 

of the time. Her off-task behavior has improved greatly.  

    

3 

Overall, yes, it was successful. She has regressed a little, so I wish that 

this lasted more than the 10 days. The immediate impact was really 

positive. 

 
 

  BH 

 

   
1 

It happens almost daily, we try to work with her, but her non-compliance 

and arguing is becoming a real problem.  

 
 

  

2 

Her behaviors have gotten a lot better, teachers have been emailing me 

and bragging on her, which has never happened. She is much less 

argumentative and she is redoing her work without having a meltdown, 

which was her nemesis.  

 
 

  
3 

This was very successful, she was able to see herself doing the behaviors 

that all her teachers were asking her to do.   

 ________________________________________________________________________ 
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Table 26, continued 

Teacher Comments from Interviews 

________________________________________________________________________ 

Response  Teacher Comments   

 
  SD 

    

1 
She is just really to herself and only interacts with her couple of friends. 

She really isolates herself every day. 

    

2 
She seems a little more open to others, she is smiling a lot more than she 

used to.  

    

3 
I don’t think it was successful. I don’t see how a 15 year old can watch a 

video a few times and make a permanent change.  

 
 

  SM 

    

1 
She will not talk to anyone else in class and I maybe see her with one 

girl during the day. She seems to spend a lot of time alone.  

 
 

  

2 

I see her with 2–3 new girls that she never was with before, she actually 

introduced them to me at the pep rally last week. She is engaging with 

others in class much more than before.  

 
 

  

3 

Yes, it was.  I think it helped her confidence. The biggest issue was her 

watching for 10 days. I only see her every other day, so it was very hard 

to figure out how for her to watch this every day.   

 ________________________________________________________________________ 
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Table 26, continued 

Teacher Comments from Interviews 

________________________________________________________________________ 

Response  Teacher Comments   

 
  BR 

 

   
1 

She will never ask for help and it is clear that she needs the help. This is 

really affecting her grades.  

 
 

  
2 

Yes, I have heard from several teachers that she is asking for help and 

her grades reflect that change.  

 
 

  

3 

I think the video was successful to a point. They need to watch it much 

more and due to the high school schedule, it was almost impossible to 

watch it daily. I wish there was a reflection sheet to go with the video so 

that it becomes more engrained in their memory. 

 
 

  WS 

 

   

1 

This happens every day and all day.  When someone tells him no, he just 

goes off.  He eats in class, he brings toys to class, and he get upset 

because he needs to put these things away. He wants constant attention 

from the teachers and he argues about everything.    

 
 

  

2 

He is showing patience and not arguing so much and following 

instructions. Usually when he comes into my room, he wants my 

immediate attention and will interrupt what I am doing and then have a 

meltdown if I do not focus on him.  He is actually waiting to speak to me 

and being much more respectful to all his teachers.  

 
 

  

3 

Yes, at first he was really cooperating and actually helping others. He 

has increased his non-compliance a little, but he is still doing great. I 

think seeing himself on video really helped him.   

 ________________________________________________________________________ 
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Table 26, continued 

Teacher Comments from Interviews 

________________________________________________________________________ 

Response  Teacher Comments   

 
  JH 

 

   1 It happens every day and several times a day.   

 
 

  

2 

It is about the same, maybe a little better. She is transferring to the 

general education classroom, so I think this is greatly impacting the 

study.  

 
 

  
3 

I think it can be successful due to the visual reinforcement of themselves 

and the positive behavior. 

 
 

  NK 

 

   1 Every day he refuses to do his work and he talks out inappropriately.   

 
 

  2 He is being more compliant and getting more work done.  

 
 

  
3 

I am not 100% sure the video worked either way. It was just not 

important to him.  

 
 

  BM 

 

   
1 

She will have meltdowns about once a week for about 30 minutes, 

sometimes is happens more often. 

 
 

  2 It is still happening about once a week, but for about 10 minutes.  

 
 

  
3 

It was entertaining for her and a helpful reminder of what to do when she 

gets angry. 

 ________________________________________________________________________ 
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Table 26, continued 

Teacher Comments from Interviews 

________________________________________________________________________ 

Response  Teacher Comments   

 
  SM 

 

   
1 

He engages in negative self talk all day long. He won’t complete he 

work because he thinks that he cannot do it.  

 
 

  
2 

There has been some slight improvements, he is completing more work 

and he is not as negative about himself.  

 
 

  
3 

I think is helped him during the intervention phase the most, he has still 

maintained most change, but the strongest change was seen at first.  

 ________________________________________________________________________ 

Note.  1 = Pre-Intervention Question: How often does this behavior take place?  2 = Post 

Intervention Question: Describe the change in the behavior?  3 = Maintenance Question: 

Why do you think the video was successful or not successful? 

 

Table 27 

Parent Comments From Interviews 

________________________________________________________________________ 

Response Parent Comments   

   TP 

 
   1 I receive daily notes from his teacher about his impulsive behaviors. 

    
2 

Yes, he is doing much better, now 3–4 times a week instead of 3–4  

times an hour.  

    
3 

Yes, he is much calmer with his brother, he has taken his own time out at 

times. 

 ________________________________________________________________________ 
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Table 27, continued 

Response Parent Comments   

   KF 

 
   1 Daily for sure, it seems to happen all the time.  

 
 

  
2 

Yes, for sure.  She seems to have more self-control and not act so 

negatively to herself and others. 

 
 

  

3 

Yes, she can redirect herself and deregulate her anger much quicker 

now.  She seems to stop and think before she reacts, not always, but a lot 

more than she used to.  

 
 

  RG 

 
   
1 

He seems to have problems all day at school and he is very defiant at 

home.  

 
 

  
2 

Yes, I see him doing his school work at home, he is actually enjoying 

going to school.  

 
 

  
3 

He is now doing chores without arguing, he is fighting a lot less with his 

sister. 

 
 

  BG 

 
   
1 

He is so sensitive, it happens a lot at school and at home, it can be 

exhausting.  

 
 

  
2 

Yes, for the most part, I have heard much less from his teacher about his 

behaviors. 

 
 

  
3 

His younger sister knows how to push his buttons and he will now leave 

and ignore her, which I have never seen before.  

 ________________________________________________________________________ 
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Table 27, continued 

Parent Comments From Interviews 

________________________________________________________________________ 

Response Parent Comments   

 
  AM 

 

   

1 

His anger outbursts happen at least 1–2 times a day at home and all the 

time at school. At home, when he has to take a bath, do a chore, etc.  

Anytime he has to do something he doesn’t want to do.  

 
 

  
2 

He is not getting upset so much and he is much quicker to apologize if 

he does get angry. He has been much nicer to others.  

 
 

  
3 

It really helped him to see himself being kind to others, it was what he 

needed to see. 

 
 

  CH 

 

   
1 

I don’t think it is as much of a problem as last year, but she still has very 

few friends and spends too much time alone.  

 
 

  

2 

She talks about her new friends at school and at church she volunteered 

to be the greeter. I was shocked, because she has gone there her whole 

life and never volunteered to do anything there, but something social 

was shocking.  

 
 

  
3 

She continues to be a greeter at church, it is great to see her blossoming. 

She appears to be doing great at school. 

 ________________________________________________________________________ 
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Table 27, continued 

Parent Comments From Interviews 

________________________________________________________________________ 

Response Parent Comments   

 
  KM 

 

   

1 

I know she does it at school all the time, but she does it at home too.  

She will talk something to death if she wants something or if she doesn’t 

want to do something. 

 
 

  

2 

I have heard from her teacher that her shouting and disruptive behaviors 

have been reduced significantly.  She has shown more self-control at 

home, she doesn’t argue as much when she has to do chores. She seems 

to take a minute to herself and then gets started. 

 
 

  
3 

Yes, she is still doing more chores without arguing, which has been 

wonderful.   

 
 

  BH 

 

   
1 

She appears to be having difficulty with her teachers at least 2–3 times 

per week and some times daily.  

 
 

  2 She is redoing her work without arguing, her grades have done up.  

 
 

  

3 

It seems that she is being more compliant in all her classes and not just 

Mr. Simon’s. She brings home her point sheets and they have been great, 

which is a new thing.  

 ________________________________________________________________________ 
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Table 27, continued 

Parent Comments From Interviews 

________________________________________________________________________ 

Response Parent Comments   

 
  SD 

 

   

1 

She is like a little kitten, sad and shy.  If we are at a store, she refuses to 

pay for anything on her own, she will just walk out of the store. I know 

at school she doesn’t ask for help because she is so shy.  

 
 

  
2 

She has been invited to more activities and she has had the best grades 

that I have ever seen. 

 
 

  

3 

Yes, she has become much more independent at home. Before she would 

never talk to a cashier or pay for anything on her own. She seems like a 

different person, really confident.  

 
 

  SM 

 

   
1 

She used to be very social, she never had a social issue before she gained 

weight.  

 
 

  

2 

She is on the phone a lot more and she actually went to a movie with 

friends the other Saturday.  Usually she stays at home with us all 

weekend. That was nice to see. 

 
 

  

3 

She still mopes around, so no changes at home.  It appears that she has 

some new friends at school, which she seems to be happier going to 

school now.  

 ________________________________________________________________________ 
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Table 27, continued 

________________________________________________________________________ 

Response Parent Comments   

 
  BR 

 

   

1 

She is afraid of interacting with people all the time. She is very 

unsociable and standoffish.  She is always trying to hide herself and she 

is not self-assured.  

 
 

  
2 

Her grades were the best they have been in this last 6-week grading 

period.  

 
 

  

3 

At first, it was very successful, but it has tapered off.  I think it helped 

her to see herself asking question to her teachers and peers.  I wish she 

could see her video more often.  

 
 

  WS 

 

   

1 

It happens a lot at school and at home. He will argue when he has to put 

the dishes away or take a shower. It is a constant argument whenever he 

is told to do something he doesn’t want to do.  

 
 

  

2 

I have heard that he is doing great at school, he is arguing a lot less and 

he actually helped with the Special Olympics for the elementary 

students. He has never helped with anything before.  

 
 

  
3 

He has been much less argumentative at home when I ask him to do his 

chores or take a shower, it has been a wonderful change.  

 ________________________________________________________________________ 
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Table 27, continued 

Parent Comments From Interviews 

________________________________________________________________________ 

Response Parent Comments   

 
  JH 

 

   
1 

It happens several times a week where she will hit others, bite, scratch, 

yell, and scream. 

 
 

  

2 

She is able to work with people better. She likes to use her deep 

breathing she learned on the video. I have seen less concerns at school 

and daycare.  

 
 

  
3 

Yes, at home she has been okay, but I still believe she needs more 

therapy.  

 
 

  NK 

 

   
1 

I hear from his teacher that his non-compliance behaviors happen daily. 

He argues every day at home. 

 
 

  
2 

I haven’t seen a change at home, but I do hear from his teacher much 

less than before.  

 
 

  3 No not really. 

 
 

  BM 

 

   1 I am hearing from her teacher daily about her behaviors.  

 
 

  
2 

She is not having as many tantrums, when she is upset. She is no longer 

throwing things, and her anger is much more moderate than it used to be. 

 
 

  
3 

She really wasn’t having issues at home, I know at school her behaviors 

have progressively reduced.  

 ________________________________________________________________________ 
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Table 27, continued 

Parent Comments From Interviews 

________________________________________________________________________ 

Response Parent Comments   

 
  SM 

 

   1 I hear from her teacher almost daily, so she does this a lot.  

 
 

  
2 

She is having a lot less issues at school, I am rarely hearing from the 

teacher now.  

 
 

  
3 

Yes, at home she has not been as negative and she has continued to have 

less issues at school.  

 ________________________________________________________________________ 

Note.  1 = Pre-Intervention Question: How often does this behavior take place?  2 = Post 

Intervention Question: Have you seen improvement or change in the target goal?  3 = 

Maintenance Question: Has watching the video helped in other areas at home or school? 

 

Table 28 

Student Comments From Interviews 

________________________________________________________________________ 

Response Student Comments   

   TP 

 
   1 Making friends is very hard for me. 

    

2 
To take deep breaths and be calm, I don’t have to answer all the 

questions.  

    

3 
Maybe a little, I am better with my little brother.  I try to ignore him 

now.  

 ________________________________________________________________________ 
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Table 28, continued 

Student Comments From Interviews 

________________________________________________________________________ 

Response Student Comments   

   KF 

 
   1 When I don’t win the teacher contest and I lose races outside.   

    2 To share with others and be nice. 

    3 Sharing and being patient and okay to not get way.  

    RG 

 
   1 Kids can be really mean to me at school and make fun of me.  

    2 To pay more attention and try to complete my work on my own. 

    

3 

I used to hit my sister and my mom would tell me to stop, but now I 

listen to her and stop. I realize that she is little and when she bothers me, 

I go to my room and ignore her.  

    BG 

 
   1 Other students telling me what to do and bossing me around.  

    2 I’m not sure 

    
3 

It really helped me control my anger at home and with my sister.  I can 

ignore much better at school when others are bothering me.  

    AM 

 
   1 Two laps at recess and math is really hard. 

    2 Being nice is better than being mean. 

    
3 

Kind of, I haven’t argued as much with my dad.  I can ignore others 

better when they tease me.  

 ________________________________________________________________________ 
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Table 28, continued 

Student Comments From Interviews 

________________________________________________________________________ 

Response Student Comments   

 
  CH 

 

   1 I am not too good at making friends. 

 
 

  
2 

To speak up more often. Now I can make friends easier and I am not as 

afraid to talk with people I don’t know.  

 
 

  
3 

I am helping introduce new kids at church and I am no longer afraid to 

introduce myself.  

 
 

  KM 

 

   1 I am terrible at taking tests, they are really hard for me. 

 
 

  2 Not to shout out and wait to be called on.  I know I can be a good leader. 

 
 

  
3 

My sister bothers me a lot and now I can ignore her better.  If people call 

me names at school, I can ignore it.  

 
 

  BH 

 

   1 Math is really hard for me and I hate to redo my work.  

 
 

  
2 

It is easier for me to calm myself if a teacher asks me to correct my 

work. I know they are there to help me.  

 
 

  3 Yes, I now raise my hand in all classes, not just Mr. Simon’s.   

 ________________________________________________________________________ 
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Table 28, continued 

Student Comments From Interviews 

________________________________________________________________________ 

Response Student Comments   

 
  SD 

 

   1 Grades-I just don’t get a lot of stuff. 

 
 

  
2 

I realized that I have really good conversational skills, I didn’t realize 

that I can keep a conversation going.  It was really life changing for me.  

 
 

  

3 

I feel like a new “me.”  I was at the dollar store and I talked to the 

cashier for an hour, I was always afraid to speak to others. I broke up 

with my boyfriend, I know that I can be on my own.  

 
 

  SM 

 

   
1 

When I don’t get something, I hate not understanding what the teacher is 

doing.  

 
 

  2 To be more social and ask people questions and talk more.  

 
 

  3 Yes, I made a couple more friends. It hasn’t helped at home.  

 
 

  BR 

 

   1 Public speaking and getting in front of people.  

 
 

  
2 

That it is okay to ask questions, I am a little more comfortable doing that 

now.  

 
 

  
3 

Only at school, I am asking more questions in geography and BIM, I 

would never ask questions before, so I am getting better grades. 

 ________________________________________________________________________ 
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Table 28, continued 

Student Comments From Interviews 

________________________________________________________________________ 

Response Student Comments   

   WS 

 
   1 The other kids. 

    2 How I should act, just behave myself.  

    3 No, not at home, but at school I am doing much better.  

    JH 

 
   1 Math 

    2 I learned to be nice and not hit, punch, bite, kick, and scratch. 

    
3 

Yes, I shared a chocolate bunny with my little brother because I didn’t 

want him to cry.  I didn’t want to share it, but I did anyways.  

    NK 

 
   1 Reading, spelling, and writing. 

    
2 

I learned that I should follow the teacher’s directions right away with a 

good attitude when she tells me to.  

    3 No 

    BM 

 
   1 All of it. 

    2 Don’t be sad. 

    
3 

I try to not get mad and I liked my video because it showed me to say 

my feelings.  

 ________________________________________________________________________ 
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Table 28, continued 

Student Comments From Interviews 

________________________________________________________________________ 

Response Student Comments   

 
  SM 

 

   1 Math 

 
 

  2 Not to yell when I get mad.  

 
 

  
3 

I tried to watch it and do what I was supposed to do, but school is hard 

sometimes. 

 ________________________________________________________________________ 

Note.  1 = Pre-Intervention Question: What part about school is hard for you?  2 = Post 

Intervention Question: What did you learn about being a part of this project?  3 = 

Maintenance Question: Has watching the video helped you in any other area at home or 

school? 

 

Summary of Findings 

Overall, there were several significant differences found in children’s scores at 

pre-intervention relative to post-intervention.  Specifically, both teachers and parents 

reported improvements for targeted behaviors on goal ratings at the post-intervention 

phase.  Examination of each child’s change scores revealed that several children self-

reported clinically significant change at the post-intervention phase for goal scores.  

Descriptive data from teachers and parents also confirmed that targeted behaviors were 

maintained 2 months after post-intervention.  In addition, self-concept scores from the 

Piers-Harris 2 increased for females after engaging in VSM.  However, VSM did not 

seem to affect children’s physical appearance and attributes scores from the Piers-Harris 
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2.  Although there were no gender differences across scores for externalizing and 

internalizing problems from BASC-2, parent externalizing scores for males were 

significantly lower after engaging in VSM.  The descriptive data from observation results 

demonstrated that at least three out of 16 children significantly benefited from VSM 

regarding frequency of observed behaviors. In addition, almost all the children indicated 

some positive change in the targeted goal.  Finally, the majority of the qualitative 

interviews from the teachers, parents, and students indicated very positive comments and 

support for the VSM intervention. 
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CHAPTER V 

DISCUSSION 

In the preceding chapter, the presentation and analysis of data have been reported.  

Chapter 5 consists of a discussion of the findings, limitations, recommendations for 

further research, and summary.  The purpose of the latter sections is to expand upon the 

concepts that were studied in an effort to provide further understanding of their possible 

influence of VSM as an intervention for students with ED.  Suggestions for further 

research targeting the effectiveness of VSM and how it may impact self-esteem will also 

be presented. 

Research Question One 

What is the utility of VSM on targeted behaviors?  Three hypothesis questions 

were asked with Hypothesis 1.A.1 positing that the VSM intervention would have a 

positive impact on the targeted behavior by either increasing or decreasing the targeted 

behavior based on the goal of the VSM intervention.  There were significant findings for 

both the teacher and parent ratings.  For the teacher goal ratings, out of 16 students, 9 

indicated a clinically significant reduction in teacher goal scores.  Six of these students 

were from the elementary school, one from the middle school, and two from the high 

school.  In regards to the parent goal ratings, 6 students demonstrated a clinically 

significant reduction in parent goal scores.  Four of these students were from the 

elementary school, and two students were from the high school.  What is important to 
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note is that 15 of the 16 (93.75%) students all indicated some positive change in the 

targeted behavior between the teacher ratings ranging from -.40 to -3.56 (RCI scores), 

and parent ratings ranging from -.42 to -3.81 (RCI scores).  The RCI scores of +/- 1.96 

indicate clinically significant results.  Research indicated that students with ED are not 

motivated to complete many school-related tasks, and even grow to dislike school due to 

deficiencies in academic skills, social skills, and adaptive behaviors (Fitzgerald, 2005; 

Kauffman & Hallahan, 2005).  These deficiencies tend to increase as students with ED 

age (Goldstein, 1999; Gresham, 1991) while they simultaneously become more resistant 

to intervention (Gresham, 2007).  Attempts to remediate deficiencies in academic skills, 

social skills, and adaptive behaviors are further hindered as many pre-adolescent and 

adolescent students with ED become cunning in terms of task avoidance and misbehavior 

engagement (Fink, 1990; Forness & Knitzer, 1992).  Finding an intervention that 

demonstrates clinically significant changes in students with ED with more than half the 

participants is an extremely important finding.  What is most significant is that the VSM 

intervention demonstrated some measure of success with all students involved in the 

study.  The VSM intervention was utilized on a variety of aggressive and non-compliant 

behaviors as well as social skills deficits.  The results demonstrate not only the efficacy 

of using VSM as an effective intervention for students with ED, but also that VSM can be 

used in trying to improve students’ self-concept.  Sometimes there is a lack of effective 

interventions for students with ED, which may contribute to the negative outcomes 

students face (Wagner, Kutash, Duchnowski, & Epstein, 2005), including dropping out of 

high school, high rates of unemployment, and incarceration (Clarke, et al., 2002).  
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Implementing VSM interventions for students with ED may help reverse this trend and 

support students to succeed academically and behaviorally while increasing their social 

competence.  What is also very important to recognize is that most parents reported that 

they were aware of these behavioral changes.  Not only was the VSM intervention 

effective at school but some of the benefits generalized into their home life. 

The second Hypothesis 1.A.2 question examined whether an increase or decrease 

in the targeted behavior would be maintained after the 2-month follow-up.  Overall, the 

answer was yes, with the teachers indicating that 10 out of the 16 (62.50%) students 

maintained their changes, 5 did not, and 1 indicated partial change.  The breakdown of 

“no change” answers was two students from elementary school, one from middle school, 

and another from high school; also, there was one partial “no” from elementary school.  

Whereas, the parents indicated that 14 out of the 16 (87.5%) maintained the behavior 

change, with 1 from elementary school and 1 from middle school indicating no 

maintenance in the targeted behavior.  There was only one student in middle school that 

both the teacher and parent rated as not maintaining the behavioral change.  Not only is it 

important to find an intervention that helps students with ED, but it is equally as 

important that the intervention sustain those changes (Kauffman & Landrum, 2009; Lane, 

Pierson, Stang, & Carter, 2010).  The VSM intervention indicated a 62.5% maintenance 

change from teacher ratings and an 87.5% maintenance change from parents.  

Maintaining behavioral change is significant; students with ED typically have several 

behavioral deficits (Kauffman & Landrum, 2009).  Being able to address these deficits 
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and display improvements in several areas may lead the way to a successful school and 

personal life. 

Students with ED often have several behavioral goals (i.e., reduce aggression, 

stay on task, control impulsivity) concurrently.  VSM could be used to show substantial 

progress in one functional goal and then be used to focus on a new behavioral goal, 

ultimately trying to make progress on several goals within the school year. 

Students with ED often evoke fear, resentment, and anger in many adults (Jones, 

Dohrn, & Dunn, 2004).  Lack of knowledge, skill, experience, and confidence to 

effectively intervene, coupled with the fear of the student, leads to teachers not being able 

to effectively work with these students (Warnick, 2003).  The VSM intervention not only 

increased positive behaviors, but the changes were maintained, which is a significant 

finding.  Having a positive classroom environment is critical to learning and finding an 

intervention that helps create this type of encouraging atmosphere, which may help 

teachers be more effective in teaching students with ED. 

The final hypothesis question for this section examined whether the subscale 

scores from the BASC-2 related to the targeted behavior or the functional skill would be 

significantly lower at posttest than at pretest.  Teachers’ and parents’ BASC-2 scores 

related to the targeted behavior or functional skill, no significant change was incurred, 

and the posttest and pretest were the same.  Only one teacher indicated a BASC-2 

behavior RCI score in the clinically significant range, which was for an elementary 

student.  No parent scores indicated significant change.  Out of the 16 students, 13 of the 

students displayed some positive change (teacher range change: 1.04 to -2.65; parent 
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range change: .89 to -1.78).  All of the students in the study had several behavioral or 

functional skill deficits, and this intervention was targeting only one of those deficits.  

Although there may have been change in the specific targeted goal, the BASC-2 scores 

may reflect that the other areas of change still need improvement.  BASC-2 scores are 

likely not sensitive enough to pick up on specific behavior change due to the global 

nature of the subscales.  Some parents and teachers did not complete the BASC-2 forms 

until 6–8 weeks after the completion of the intervention.  The immediate behavioral 

reductions or functional increases may not have been as strong as they would have been 

right after the intervention concluded.  A better measure of this change would be 

reflected in their individual goal scores. 

The overall BASC-2 results indicate that using VSM as an intervention for 

behavioral and functional skills is effective and can make a lasting impact on a student’s 

school performance.  Implementing interventions that are effective will most likely result 

in a reduction of problem behavior among most students with ED and help them become 

successful in school (Kauffman, 1999). 

Research Question Two 

The second research question was “What effects on self-concept, if any, result 

from engaging in VSM?”  This research question included two hypotheses, with the first 

2.B.1 positing that both the males’ and females’ self-concept scores on the Piers-Harris 2 

would display low self-concept scores on the pretest measures.  As predicted, the males’ 

and females’ pretest self-concept scores did not significantly differ from the Piers-Harris 

2 cutoff for low self-concept scores.  This supports research stating that the stigma of a 
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disability often impacts the formation of identity in a negative manner (Wehmeyer, 

2003), and self-concept trajectories for students with ED report lower levels of social 

self-concept and self-image as they age (Wei & Marder, 2012).  This may indicate that 

having a disability such as ED may have a detrimental effect on a student’s self-concept 

because Riddick (2000) found that students with ED often have negative connotations 

and feelings about themselves, which affects their self-esteem.  Young adolescents’ 

perception of their educational and social contexts can affect many aspects of their 

emotional well-being in powerful ways (Barber & Olsen, 2004). 

The second hypothesis 2.B.2 was that males’ and females’ self-concept scores on 

the Piers-Harris 2 would be significantly increased for both males and females at posttest.  

The females’ self-concept scores on the Piers-Harris 2 were significantly increased from 

pretest to posttest; however, the males’ self-concept scores on the Piers-Harris 2 

remained the same.  Self-esteem can be viewed as a key indicator of psychological well-

being (Baumeister, Campbell, Krueger, & Vohs, 2003).  Self-esteem typically differs by 

gender, and women’s self-esteem is moderately, but significantly, lower than males’; 

also, gender difference is typically the greatest during middle adolescence (Baldwin & 

Hoffman, 2002).  It is extremely significant to find an intervention that not only improves 

females’ behaviors, but also improves their self-esteem.  VSM appears to be an 

intervention that can have a powerful and positive impact on a female’s self-concept.  

This may be due to the positive images the female participants observed in the 

intervention movie.  Horn (2004) stated that physical self-perceptions are shaped by 

social, cognitive, and behavioral processes, such as skill development, social comparison, 
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and feedback.  This, in turn, helps to build a healthy self-concept.  In contrast, Baldwin 

and Hoffman (2002) found that males’ self-esteem often stays stable during adolescence.  

Although VSM may have had a positive change on the males’ behaviors, it did not appear 

to have any significant effect on their self-esteem.  This may be due to the fact that there 

was only one secondary male student in the study and the rest of the males were in 

elementary school.  Recent research found that a student with a high self-concept will 

have a 60% greater chance of academic achievement and social success (Huang, 2011).  

VSM appears to be a viable intervention tool for not only improving behaviors in both 

females and males, but it has a significant impact on increasing self-concept in females.  

As Baldwin and Hoffman (2002) indicated, adolescent females’ self-esteem declines 

during this time period, and VSM can be a tool to actually increase self-esteem during 

this time period.  That is a significant finding and one that can have a lasting positive 

impact on school and life performance.  Finding ways to increase the self-concept of 

students with ED may go a long way in assisting them to become successful in the school 

environment and help them to form a positive self-image.  Changing the trajectory of 

students with ED is instrumental to leading these students to focus more on what they can 

do well instead of what they cannot do well.  VSM shows only positive behaviors, and 

this appeared to have a significant positive impact on the female students in this study.  

This result may prove to have a similar impact on many more students. 

Research Question Three 

The final research question is “Are there gender differences in how VSM impacts 

females and males?”  There are six different hypothesis questions that break down the 
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overall answer.  The first two hypotheses, 3.C.1 and 3.C.2, state that the externalizing 

behavior subscale scores from the BASC-2 would be significantly higher for males than 

for females at pretest and that the internalizing behavior subscale scores from the BASC-

2 will be significantly higher for males than for females at pretest.  Results found that 

there were no differences in externalizing or internalizing behavior scores between 

females and males on the BASC-2.  This is an interesting finding because most of the 

research has looked at externalizing behaviors for males, yet they may have as many 

internalizing behaviors that may be masked by the externalizing behaviors.  Much of the 

research on females with ED focuses on the theory that females are under-identified due 

to their internalizing behaviors (Caseau et al., 1994; Cullinan et al., 2004; Offord et al,. 

1989).  It appears that females and males with ED may share an equal amount of 

externalizing and internalizing problems.  This was examined by Leff and Crick (2010), 

who found that female aggression looks very different than that of males.  The aggression 

is often displayed in a more socially manipulative way and may be harder to detect.  The 

results from this study indicate that females may have the same amount of externalizing 

problems, but externalizing behaviors look very different than do the obvious physical 

aggressive behaviors.  So often, educators are dealing with the externalizing behaviors 

and not focusing on different forms of aggression or the internalizing issues (Burke et al., 

2012; Harrison et al., 2012). 

The third hypothesis 3.C.3 stated that externalizing behavior subscale scores from 

the BASC-2 will be significantly lower for males at posttest, and females’ externalizing 

scores will not significantly change from pretest to posttest.  Results indicated that 



 

155 

teachers’ and parents’ externalizing scores on the females’ pretest were the same as their 

posttest scores.  The teachers’ externalizing scores for the males remained the same from 

pretest to posttest, whereas, the parents’ pretest to posttest scores were significantly 

lower.  This is interesting because this was an intervention focused on school behavioral 

improvement, yet the parents indicated a significant decline in their child’s externalizing 

scores.  This affirms the possibility that VSM may be used as an effective intervention 

across various settings. 

The next hypothesis 3.C.4 posited that internalizing behavior subscale scores from 

the BASC-2 would be significantly lower for females at posttest, and males internalizing 

scores will not significantly change from pretest to posttest.  For both the parent and 

teacher posttest to pretest scores, no change was indicated.  Again, it appears that 

internalizing behaviors in females may be overemphasized.  Females with ED may, in 

fact, have an equal issue with both internalizing and externalizing problems. 

The final hypothesis 3.C.5 stated that the males’ and females’ sub-scale score for 

physical appearance on the Piers-Harris 2 would display similar scores on the pretest 

measure.  This was confirmed because the pretest and posttest measures were the same 

for both females and males.  This led to the final hypothesis 3.C.6, “It is hypothesized 

that the females’ sub-scale score for physical appearance on the Piers-Harris 2 will be 

significantly lower than the males’ physical appearance sub-scale score at the posttest 

phase.”  There were no differences in pretest to posttest measures between the females 

and males on physical appearance.  This may be due to the fact that there was only 1 

secondary male student.  It is often thought that body image is central to adolescent 
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females’ self-definition because they have been socialized to believe that appearance is 

an important self-evaluation and for evaluation by others (Thompson, Heinberg, Altable, 

& Tantleff-Dunn, 1999).  Although there were nine females in this study, five of whom 

were of adolescent age, yet they appeared to not be overly critical of their physical image.  

This may be an indicator that students using VSM as an intervention to increase positive 

behaviors may also help to stabilize their self-concept and physical appearance. 

Qualitative Indicators 

In this study, teachers, parents, and students were all interviewed and observed 

pre- and post-intervention, as well as 2 months after the intervention.  Graphs of 

observations are in Appendix Q.  Although there were only two elementary students and 

one high school student who displayed clinically significant RCI scores, all the students 

indicated some level of improvement in their behaviors based on observational data.  

Behavioral goals were chosen from their Individualized Education Plan and listed in 

Table 6.  The behavioral goals chosen were current targets that the teachers were trying to 

improve but were having a difficult time finding interventions that demonstrated success.  

Comments from the teacher, parents, and students are listed in Tables 26–28, and a 

majority of the comments indicated the positive impact the VSM intervention had on the 

students in the study.  One student indicated that her intervention movie “changed her 

life.”  A parent shared that they used to receive behavioral notices each day before the 

VSM intervention, and now they receive approximately 1–2 notices a month.  One 

teacher commented that the student is now flourishing in the classroom and she credited 

the VSM intervention with providing him with the confidence he needed to succeed.  
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These remarks and many others indicate the significant impact the VSM intervention had 

on the students’ school performance and home life. 

Summary 

The findings of this study revealed that VSM can be used as an effective 

intervention for students with ED in the domains of behavioral and functional deficits at 

both the elementary and secondary school levels.  Clinically significant differences were 

found in both the teacher and parent reported goal ratings.  The majority of the parents 

and teachers indicated that the changes were maintained after 2 months.  This is a 

significant finding because much of the research indicates dismal outcomes for students 

with ED.  Finding an intervention that can address several behavioral or functional 

deficits can lighten a very dark road for students with ED.  It can also provide teachers 

with an effective intervention that can possibly provide a positive learning environment 

instead of a classroom management problem.  The study also revealed that the majority 

of the participants, regardless of their gender, displayed low self-esteem scores.  The 

investigation found that the Piers-Harris 2 self-concept scores for females increased 

significantly after the VSM intervention, while the males’ scores were maintained.  

Previous research has maintained that female self-esteem often declines as they age, 

especially females with a disability.  Finding an intervention that not only improves 

behavior but also increases self-esteem can possibly change the future trajectory for a 

student with ED.  The VSM intervention did not affect either the males’ or females’ 

physical appearance scores, although negative changes in the female scores were 

predicted.  The results from the BASC-2 did not result in gender differences in regards to 



 

158 

externalizing and internalizing scores as predicted, but the parent externalizing scores 

were significantly lower after the VSM intervention.  Other literature revealed that 

females with ED often have internalizing behaviors, and males have externalizing 

behaviors (Caseau et al., 1994; Epstein & Cullinan, 1998; Young, et al., 2010).  The 

current study demonstrated that both genders scored equally on both measures.  This is 

important to realize that males can also have internal conflict and females can have 

external conflicts; however, it may be possible that the face of these conflicts look very 

different than what was traditionally viewed.  The observations demonstrated that all 

students improved in their goals with three of the students demonstrating significant 

change.  Finally, most interventions are not utilized because they are labor intensive, 

require extensive training, are difficult to implement, do not involve the parents, and are 

often not enjoyable for the student.  However, in the current study, the teacher, parent, 

and student comments indicate that they enjoyed the VSM intervention, and each person 

indicated that he or she would participate in another VSM intervention. 

Limitations 

One of the significant threats to internal validity is that there was no control 

group.  No performance comparison can be made against students who did not receive 

the intervention.  Another limitation is that the students were also engaged in other 

concurrent interventions in the school setting, such as counseling, behavior plans, 

medication, etc. that may also have influenced the results of the VSM intervention.  

There are also possible limitations with the completion of the BASC-2.  Reynolds and 

Kamphaus (2003) state that people may not pay adequate attention to the content and 
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provide careless answers, or they may have bias when rating the child, they may have 

low desire to be truthful, or they may not understand the content of the questions.  In 

addition, the students had multiple behavioral issues, and the BASC-2 may not have been 

sensitive enough to tease out the specific behavior the VSM intervention was targeting. 

Research has demonstrated that the BASC-2 is limited in its sensitivity to reflecting 

change due to length of time between completing the rating scale and the global nature of 

the scales (McClendon, Warren, Green, Burlingame, Eggett, & McClendon, 2011).  

Several of the teachers and parents completed the BASC-2 more than 6-8 weeks after the 

VSM intervention was completed.  The delay in completing the BASC-2 rating scale may 

have diminished reporting the immediate effects of the VSM intervention on the targeted 

goal.   

On the Piers-Harris 2, students may consciously or unconsciously distort the 

scores often in the direction of responses that are more socially appropriate (Piers & 

Harris, 1996).  Another limitation was a lack of inter-rater reliability for the observations.  

Each interventionist completed the pre- and post-observations on the same student, so 

inter-rater reliability was not measured for consistency.  Although behavioral assessment 

using the observation of overt behavior was once considered bias free and inherently 

valid, it is now agreed that certain aspects of observational methodology can confound 

data and lead to invalid results (Hops, Davis, & Longoria, 1995).  There was also only 1 

male secondary student with all the other male students at the elementary age.  Any 

gender differences may be due to an age disparity.  A significant limitation at the 

secondary level involved teachers not distributing the VSM intervention information to 
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the parents of the students with ED, which greatly limited the participation level in the 

study.  In addition, other teachers received consent from parents, but they felt that the 

students’ behaviors were too severe for participation in the study.  

An external validity issue is that there were a small number of participants from a 

small suburban school district in the southwest section of the U.S., which may indicate 

that these results are not generalizable to all students with ED outside of this area.  The 

VSM intervention took place in a school setting, so the results may not be generalized to 

other settings.  There was not an ethnically diverse sample of students, since there were 

14 Caucasian students and 2 Hispanic students in the study.  Additionally, two of the high 

school students were unable to watch their videos within the ten consecutive school day 

schedule, due to the alternating class schedule at the high school. 

Future Research 

The goal of this study was to test the efficacy and utility of VSM interventions 

with children and adolescents who have a special education designation of ED and were 

exhibiting behavioral or social difficulties in the educational setting.  Data were collected 

to test three research questions related to this goal.  The information was analyzed, and 

many significant findings resulted from the examination of the data.  The findings, 

although significant, have some limitations.  Future research might include a control 

group to see if the VSM intervention was the cause for the change, or if it was due to 

individual differences or a variety of intervention approaches being used for students with 

ED.  It could be beneficial to compare students with the same behavioral goal instead of 

several students who have varying behavioral or skill deficits.  There were only six 
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students who were from the secondary education level.  Prior research has indicated that 

most teachers at this level have significant difficulties with students with ED in their 

classroom.  They often lack the skills and knowledge to effectively intervene with 

students’ behavioral or functional problems.  More participants at the secondary level 

would help to determine if VSM is effective for older students.  The study included 

sixteen students, which is a comparatively small number of students, although a relatively 

large number for a VSM study.  Baker et al. (2009) conducted a meta-analysis of 16 

video modeling studies for youth with emotional and behavioral disorders published 

between the years 1976–2005; out of the 16 studies, only 3 of them had more than 6 

students.  Two studies implemented VSM to increase on-task behavior with one study 

having three students and the other having only one (Clare et al., 2000; Walther & Beare, 

1991).  Another study involved five students and used VSM to increase desirable social 

interactions (Kern-Dunlap, Dunlap, Clarke, Childs, White, & Stewart, 1992).  Embregts 

(2000) implemented VSM to decrease inappropriate behavior in six participants.  VSM 

was used as an intervention study to decrease fidgeting in four students (Woltersdorf, 

1992).  It is important to keep expanding the VSM research to include students in a large 

urban school district, which would help to validate the results across various students 

with ED. 

Many teachers commented that they would have liked the viewing period to be 

longer than 10 days.  Future research should compare a 10-day watch period to a group 

who watched for a longer period of time or watched every other day to capitalize on the 

spacing effect.  Teachers also indicated wanting a worksheet that the students could 
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complete after they watched their intervention video to reflect on what they saw in the 

intervention video.  Including a pre-intervention and post-intervention test of teacher 

attitude toward the student might be beneficial to gauge if the VSM intervention provides 

an attitudinal change from the teacher toward the student.    

The overall findings of this study indicate that using VSM as an effective 

intervention for students with ED was substantiated.  Although not all students indicated 

statistical significance in goal scores or BASC-2 t-scores, all scores changed in a positive 

direction.  The results indicated that females demonstrated a significant change in 

increasing their self-concept scores.  Even though the male scores for self-concept did not 

indicate significant change, all the male scores increased.  The observational data and 

qualitative comments demonstrated a positive effect for the VSM intervention.  Finally, 

100% of teachers, parents, and students indicated that they would like to be involved in 

future VSM interventions.  
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TEXAS WOMAN’S UNIVERSITY 

CONSENT TO PARTICIPATE IN RESEARCH 

Parent/Guardian Consent Form and Student Assent 
 

Title: The Efficacy and Utility of Video Self-Modeling Interventions 

 

Principal Investigator: Wendi L. Johnson, PhD……………..wjohnson4@twu.edu  

940/898-2329 

Co-Investigator: Mark Ruggles, PhD………………………..mruggles@ldisd.net    

940/497-8455  

 

Explanation and Purpose of the Research 

You and your child or adolescent are being asked to participate in a research study 

examining the use of video self-modeling (VSM) as an intervention for social, 

behavioral, or functional skill deficits. The purpose of this research is to determine the 

effectiveness of VSM with students of various ages and differing areas of need. Your 

child has been asked to participate in this project due to his/her receiving special 

education services for emotional disturbance.     

 

Description of Procedures 

Video self-modeling (VSM) is an intervention method where a positive behavior is 

captured on video through the use of supports such as peer modeling, direct teaching of the 

skill, or role-play situations (acting out based on a script). The video is then edited where 

the supports are removed and the final product is a 2-3 minute “movie” where the child 

views him/herself engaging in only the positive, desired behavior. Previous research in this 

area demonstrates that the child is more likely to engage in the desired behavior after 

viewing his/her behavioral success on video.  

 

The project will begin with the “pre-intervention phase” where a behavior or skill will be 

identified through interviews with the parent, teacher and student, as well as a classroom 

observation and the completion of two rating scales. Next during the intervention phase, 

your student will participate in individual or small group sessions that work on specific 

skill development through educational games or activities, role plays, or direct teaching 

of the behavior or skill. Then, the desired behavior will be captured on video through 

imitation, or role playing. Children often enjoy having the opportunity to be the “star” in 

their own movie. The researchers will then edit the footage and splice together a 2-3 

minute movie of your child engaging in the desired positive behavior or skill. Lastly, 

during the “post-intervention” phase, the skill or behavior that was worked on will be 

monitored to determine if the child has mastered the skill and is able to display it in 

various settings.  Three months after the VSM intervention, a maintenance interview and 

observation will be conducted to see if the changes have been maintained.  

 



 

205 

Potential Risks 

A potential risk for involvement in this project may be loss of educational time. The 

estimated time that your child will need to participate will be 30 minutes, one time per 

week for a six week period for the skills training and video-taping time. Additionally, 

approximately 15 minutes will be utilized in the beginning to gain assent from the child, 

describe the project, and discuss the behavior or skill that will be worked on in the 

intervention. After the movie is completed, the child will watch their movie one time a 

day (5 minutes) for three weeks. The estimated total time for involvement for your child 

is approximately five hours over an eight week period. The goal is to target a behavior or 

skill that may be impeding your child’s educational progress so by intervening in this 

area, your child’s overall educational progress may improve.   

 

Another potential risk is the loss of confidentiality. Your child’s privacy will be protected 

at all times. Only those individuals directly involved in the project (e.g., instructional 

staff, research team) will have access to the video footage. During the study, the video 

footage will be maintained by the primary investigator in a locked room. Once each 

child’s movie is put together, it will be provided to the classroom teacher on a DVD. 

Each classroom teacher will also be required to sign a consent form stating an 

understanding of maintaining the confidentiality of the participants. Each participant will 

be given a code number at the initiation of the project. This code number will be used on 

all rating scales, observation forms, and interview forms. The master list with the code 

number and corresponding participant’s name will be stored separately from the other 

identifiable data. There is a potential risk of loss of confidentiality in all email, 

downloading, and internet transactions. Parents are also given the option of what will be 

done with the videos upon the conclusion of the study. Parents can choose to have all 

videos destroyed, obtain a copy of the video on DVD and destroy all other footage, or 

obtain a copy on DVD and the primary investigator maintains a copy for educational and 

training purposes. The interviews will be held over the phone or in a private location. A 

code number, not your child’s real name, will be used on all identifiable information. All 

paper documents will be stored in a locked cabinet in the researcher’s office. The videos 

will be saved on a computer in a locked room. The paper documents will be shredded 

within 5 years after the study is finished. The results of the study may be reported in 

scientific magazines or journals but your child’s name or any other identifying 

information will not be included. 

 

There is also the potential loss of anonymity. As instructional staff and the other students 

in the classroom will know who is participating, there is no guarantee of anonymity. 

Instructional staff and students will be informed of the nature of the study and assent will 

be obtained from the students for their participation. Parents and students have the right to 

withdrawal from the project at any time. 

 

Potentially there may be some feelings of embarrassment or emotional discomfort as 

students will be participating together in a small group. Students will be informed prior to 
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the intervention beginning what will take place during each session. Students will also have 

the opportunity during the first two sessions to practice a new skill, have it modeled by the 

facilitator, or practice at home to increase the likelihood of proficiency. Students will also 

be involved in the choosing of the target behavior and in the scenarios to obtain the positive 

behavior on video. Students will take turns being the “director” as well as the “star” and 

“co-star” of the different clips. This involvement in the planning and leading of the videos 

lessens the likelihood of embarrassment and increases the enjoyment in the process. In the 

past, students have greatly enjoyed the making their “movie” in which they are the star. 

Should feelings of embarrassment or emotional discomfort surface, participants have the 

right to stop participating at any time.  A referral list of area mental health professionals is 

provided with this form.  

 

If parents choose not to participate, there will be no negative effects on the student’s 

standing in the class and an alternative learning activity will be provided for the student by 

the instructional staff.  Students will be informed of the project through a discussion in their 

classroom by the primary researcher. All participants and parents have the right to ask 

questions at any time during the project.  

The researchers will try to prevent any problem that could happen because of this 

research.  You should let the researchers know at once if there is a problem and they will 

help you.  However, TWU does not provide medical services or financial assistance for 

injuries that might happen because you are taking part in this research. Please contact the 

primary investigator, Wendi Johnson Ph.D., at (940) 898-2329 or email at 

wjohnson4@twu.edu should you have any questions or concerns.   

Participation and Benefits 

Your child’s involvement in this study is completely voluntary and you may withdraw 

from the study at any time. Participants will have the opportunity to take part in the video 

self-modeling intervention free of charge. Given the engaging nature of the intervention 

with the participants being the “star” of a movie made just for them, the intervention is 

typically enjoyable to participants. Parents will also receive a DVD copy of their child’s 

movie engaging in the desired behavior if they choose so. Also, potentially participants will 

see an improvement in a behavior or skill that has previously impacted their educational 

growth.  

Questions Regarding the Study 

You will be given a copy of this signed and dated consent form to keep. If you have any 

questions about the research study you should ask the researchers; their phone numbers are 

at the top of this form. If you have questions about your child’s rights as a participant in 

this research or the way this study has been conducted, you may contact the Texas 

Woman’s University Office of Research and Sponsored Programs at 940-898-3378 or via 

e-mail at IRB@twu.edu.  

mailto:wjohnson4@twu.edu
mailto:IRB@twu.edu
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Outcome of Video Footage  

At the conclusion of this project, you have the right to decide the outcome of the video 

footage utilized for the VSM intervention. Please mark one of the following options: 

 

[   ] I would like all video footage to be destroyed 

 

[   ]  I would like a DVD of my child’s VSM intervention movie, and all video footage 

destroyed 

 

[   ]  I would like a DVD of my child’s VSM intervention movie, and the video can be 

used for educational purposes by the primary investigator  

       

 

_____________________________   ___________________________ 

Signature of Parent/Guardian     Date 

 

_____________________________   ___________________________ 

Email        Phone Number 

 

*If you would like to know the results of this study tell us where you want them to be 

sent: 

 

Address: 

 

___________________________________ 

 

___________________________________ 

 

___________________________________ 
 

Student Assent 

The video self-modeling project has been explained to me and I have had the opportunity 

to ask questions.    

 

 

[   ] I agree to participate in the project ____________________________ (student 

signature).  

 

[   ] I do not agree to participate in the project due to 

_________________________________.  

 

Date assent was obtained: __________.  
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TEXAS WOMAN’S UNIVERSITY 

CONSENT TO PARTICIPATE IN RESEARCH 

Teacher Consent Form 

 

Title: The Efficacy and Utility of Video Self-Modeling Interventions 

 

Principal Investigator: Wendi L. Johnson, PhD……………wjohnson4@twu.edu  

940/898-2329 

Co-Investigator: Mark Ruggles, PhD………………………mruggles@ldisd.net    

940/497-8455  

 

Explanation and Purpose of the Research 

Students in your class are being asked to participate in a research study examining the use 

of video self-modeling (VSM) as an intervention for social, behavioral, or functional skill 

deficits. The purpose of this research is to determine the effectiveness of VSM with 

students of various ages and differing areas of need. Your students have been asked to 

participate in this project due receiving special education services for emotional 

disturbance.    

 

Description of Procedures 

Video self-modeling (VSM) is an intervention method where a positive behavior is 

captured on video through the use of supports such as peer modeling, direct teaching of the 

skill, or role-play situations (acting out based on a script). The video is then edited where 

the supports are removed and the final product is a 2-3 minute “movie” where the child 

views him/herself engaging in only the positive, desired behavior. Previous research in this 

area demonstrates that the child is more likely to engage in the desired behavior after 

viewing his/her behavioral success on video.  

 

The project will begin with the “pre-intervention phase” where a behavior or skill will be 

identified through interviews with the parent, teacher and student, as well as a classroom 

observation and the completion of two rating scales. Next during the intervention phase, 

your students will participate in individual or small group sessions that work on specific 

skill development through educational games or activities, role plays, or direct teaching 

of the behavior or skill. Then, the desired behavior will be captured on video through 

imitation, or role playing. Children often enjoy having the opportunity to be the “star” in 

their own movie. The researchers will then edit the footage and splice together a 2-3 

minute movie of the student engaging in the desired positive behavior or skill. You will 

be provided with a DVD copy of the student’s movie. Your role during the intervention 

phase will be to have the student watch their movie one time a day for two weeks. At the 

conclusion of the project, the DVD will be provided for the parent to keep. Lastly, during 

the “post-intervention” phase, the skill or behavior that was worked on will be monitored 

to determine if the child has mastered the skill and is able to display it in various settings. 
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Three months after the VSM intervention, a maintenance interview and observation will 

be conducted to see if the changes have been maintained.  

 

Potential Risks 

A potential risk for involvement in this project may be loss of educational time. The 

estimated time that your child will need to participate will be 30 minutes, one time per 

week for a six week period for the skills training and video-taping time. Additionally, 

approximately 15 minutes will be utilized in the beginning to gain assent from the child, 

describe the project, and discuss the behavior or skill that will be worked on in the 

intervention. After the movie is completed, the child will watch their movie one time a 

day (5 minutes) for two weeks. The estimated total time for involvement for your child is 

approximately four hours and thirty-five minutes over an eight week period. The goal is 

to target a behavior or skill that may be impeding your student’s educational progress so 

by intervening in this area, your student’s overall educational progress may improve.   

 

Another potential risk is the loss of confidentiality. The student’s privacy will be 

protected at all times. Only those individuals directly involved in the project (e.g., 

instructional staff, research team) will have access to the video footage. During the study, 

the video footage will be maintained by the primary investigator in a locked room. Once 

each child’s movie is put together, it will be provided to the classroom teacher on a DVD. 

You as the classroom teacher are being asked to sign this consent form stating an 

understanding of the importance of maintaining the confidentiality of the participants. 

Each participant will be given a code number at the initiation of the project. This code 

number will be used on all rating scales, observation forms, and interview forms. The 

master list with the code number and corresponding participant’s name will be stored 

separately from the other identifiable data. There is a potential risk of loss of 

confidentiality in all email, downloading, and internet transactions. Parents are given the 

option of what will be done with the videos upon the conclusion of the study. Parents can 

choose to have all videos destroyed, obtain a copy of the video on DVD and destroy all 

other footage, or obtain a copy on DVD and the primary investigator maintains a copy for 

educational and training purposes. Your role during the study is to maintain the 

confidentiality of the student participants and the DVD movie. The interviews will be 

held over the phone or in a private location. All paper documents will be stored in a 

locked cabinet in the researcher’s office. The videos will be saved on a computer in a 

locked room. The paper documents will be shredded within 5 years after the study is 

finished. The results of the study may be reported in scientific magazines or journals but 

the student’s names or any other identifying information will not be included. 

 

There is also the potential loss of anonymity. As instructional staff and the other students 

in the classroom will know who is participating, there is no guarantee of anonymity. 

Instructional staff and students will be informed of the nature of the study and assent will 

be obtained from the students for their participation. Parents and students have the right to 

withdrawal from the project at any time. 
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Potentially there may be some feelings of embarrassment or emotional discomfort as 

students will be participating together in a small group. Students will be informed prior to 

the intervention beginning what will take place during each session. Students will also have 

the opportunity during the first two sessions to practice a new skill, have it modeled by the 

facilitator, or practice at home to increase the likelihood of proficiency. Students will also 

be involved in the choosing of the target behavior and in the scenarios to obtain the positive 

behavior on video. Students will take turns being the “director” as well as the “star” and 

“co-star” of the different clips. This involvement in the planning and leading of the videos 

lessens the likelihood of embarrassment and increases the enjoyment in the process. In the 

past, students have greatly enjoyed the making their “movie” in which they are the star. 

Should feelings of embarrassment or emotional discomfort surface, participants have the 

right to stop participating at any time. A referral list of area mental health professionals is 

provided with this form.  

 

If parents choose not to participate, there will be no negative effects on the student’s 

standing in the class. Those students not participating should be provided an alternative 

learning activity during the group session time. Students will be informed of the project 

through a discussion in their classroom by the primary researcher. All participants and 

parents have the right to ask questions at any time during the project.  

 

The researchers will try to prevent any problem that could happen because of this 

research.  You should let the researchers know at once if there is a problem and they will 

help you.  However, TWU does not provide medical services or financial assistance for 

injuries that might happen because you are taking part in this research. Please contact the 

primary investigator, Wendi Johnson Ph.D., at (940) 898-2329 or email at 

wjohnson4@twu.edu should you have any questions or concerns.   

 

Participation and Benefits 

Your student’s involvement in this study is completely voluntary. Participants will have 

the opportunity to take part in the video self-modeling intervention free of charge. Given 

the engaging nature of the intervention with the participants being the “star” of a movie 

made just for them, the intervention is typically enjoyable to participants. Parents will also 

receive a DVD copy of their child’s movie engaging in the desired behavior if they choose 

so. Also, potentially participants will see an improvement in a behavior or skill that has 

previously impacted their educational growth.  

 

Questions Regarding the Study 

You will be given a copy of this signed and dated consent form to keep. If you have any 

questions about the research study you should ask the researchers; their phone numbers are 

at the top of this form. If you have questions about your child’s rights as a participant in 

this research or the way this study has been conducted, you may contact the Texas 

mailto:wjohnson4@twu.edu
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Woman’s University Office of Research and Sponsored Programs at 940-898-3378 or via 

e-mail at IRB@twu.edu 

 

  

_____________________________   ___________________________ 

Signature of Teacher     Date 

 

_____________________________   ___________________________ 

Email       School Phone Number 

  

mailto:IRB@twu.edu
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APPENDIX C 

 

Parent Interview Pre-Intervention 
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Code Number: __________ Date of Interview: __________ 

 

Person Interviewed (circle one):  Mother   Father   Guardian Research  

 

Team Member: __________ 

 

Parent Interview – Pre-Intervention Phase – Subgroup: Emotional Disturbance 

1. What behavior or skill area would you most like to see change take place?  

2. Behavioral Target 

a. Is the behavior a direct result of the child’s disability? If so, behavioral 

change may not be possible. Determine a behavior that is attainable by the 

student. 

b. Describe what the behavior looks like.  

c. How often does this behavior take place?  

d. Does it take place more often in one setting?  

e. How long does the behavior last?  

f. What happens right before the behavior begins?  

g. What helps the behavior to end?  

h. On a scale of 1-10 how extreme is the behavior? (with 1 being mild and 10 

being extreme) 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

i. On a scale of 1-10, how much does this behavior negatively impact your 

child’s educational progress? (with 1 being mild and 10 being extreme 

impact) 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

j. What types of replacement behaviors would you like to see instead of this 

behavior?  

k. How do you feel like your child will respond to a small group intervention 

focusing on making a “movie” of successful behavior? 

l. Positive reinforcers may be used during the small group time. Are there 

any types of reinforcers that you would prefer your child not receive (i.e., 

piece of candy, small trinket or toy)?  

3. Adaptive or Functional Skill Target 

a. Is the skill attainable based on the impact of the child’s disability?  

b. Describe what the skill deficit looks like.  

c. How often is this skill needed for your child to function?   

d. Does the child evidence more success in one setting versus another?  
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e. Does the child evidence frustration when attempting this skill?  

f. On a scale of 1-10 how challenging is this skill deficit to the student? (1 

mild, 10 extremely challenging) 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

g. On a scale of 1-10, how much does this skill deficit negatively impact 

your child’s educational progress?  (1 mild impact, 10 extreme impact) 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

h. What types of skill attainment would you like to see for your child in this 

area?  

i. How do you feel like your child will respond to a small group intervention 

focusing on making a “movie” practicing this new skill? 

j. Positive reinforcers may be used during the small group time. Are there 

any types of reinforcers that you would prefer your child not receive (i.e., 

piece of candy, small trinket or toy)?  

4. Any additional questions that you have in regards to your child’s involvement in 

this project?  
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APPENDIX D 

 

Teacher Interview Pre-Intervention 

  



 

217 

Code Number: __________ Research Team Member: _______________ 

 

Person Interviewed (circle one):  Classroom Teacher - SPED Teacher        

Date of Interview: __________ 

Teacher Interview – Pre-Intervention Phase – Subgroup: Emotional Disturbance 

1. What behavior or skill area would you most like to see change take place for this 

student?  

2. Behavioral Target 

a. Is the behavior a direct result of the student’s disability? If so, behavioral 

change may not be possible. Determine a behavior that is attainable by the 

student. 

b. Describe what the behavior looks like.  

c. How often does this behavior take place?  

d. Does it take place more often in one setting?  

e. How long does the behavior last?  

f. What happens right before the behavior begins?  

g. What helps the behavior to end?  

h. On a scale of 1-10 how extreme is the behavior?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

i. On a scale of 1-10, how much does this behavior negatively impact the 

student’s educational progress?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

j. What types of replacement behaviors would you like to see instead of this 

behavior?  

k. How do you feel like the student will respond to a small group 

intervention focusing on making a “movie” of successful behavior? 

l. Positive reinforcers may be used during the small group time. Are there 

any types of reinforcers that you would prefer the student not receive (i.e., 

piece of candy, small trinket or toy)?  

3. Adaptive or Functional Skill Target 

a. Is the skill attainable based on the impact of the student’s disability?  

b. Describe what the skill deficit looks like.  

c. How often is this skill needed for the student to function in the educational 

setting?   

d. Does the student evidence more success in one setting versus another?  

e. Does the student evidence frustration when attempting this skill?  



 

218 

f. On a scale of 1-10 how challenging is this skill deficit to the student?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

g. On a scale of 1-10, how much does this skill deficit negatively impact the 

student’s educational progress?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

h. What types of skill attainment would you like to see for this student in this 

area?  

i. How do you feel like the student will respond to a small group 

intervention focusing on making a “movie” practicing this new skill? 

j. Positive reinforcers may be used during the small group time. Are there 

any types of reinforcers that you would prefer the student not receive (i.e., 

piece of candy, small trinket or toy)?  

4. Any additional questions that you have in regards to this student’s involvement in 

this project?  
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Student Interview Pre-Intervention 
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Code Number: ___________________ Date of Interview: __________ 

 

Research Team Member: __________ 

 

Student Interview – Pre-Intervention Phase– Subgroup: Emotional Disturbance 

1. What do you enjoy about school?  

2. What is your least favorite part about school?   

3. What part about school is hard for you?  

4. On a scale of 1-10, how hard is this area for you? (with 1 being easy and 10 being 

very hard) 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

5. What parts of school are you really good at?  

6. If you could change anything about school, what would that be?  

7. Do you ever get in trouble at school?  

8. Why do you think you get in trouble at school? 

9. How is your classwork and grades?   

10. Do you have a lot of friends at school? 

11. What do you like to do with your friends?   

12. Are you in any sports, clubs or activities at school? 

13. What do you like about yourself? 

14. If you could change one thing about yourself, what would that be? 

15. When you finish all your work at school and have free time, what do you like to 

do? (circle favorite two activities) 

Read a book  Eat a piece of candy Help clean the classroom 

Help the teacher Draw or color a picture Go to the library 

Take a walk  Go talk to the counselor  

Have a snack  Put together a puzzle 

Talk to a friend Play on the computer 

 Other:_________________ 

 

16. Discuss the upcoming project. Say “We are getting ready to start a project with 

some students in your class. The project will use a video camera to record 

students being successful and doing good things around the classroom. We will 

meet one time a week with a few of your classmates and decide which positive 

behaviors we want to put on our movie. Then, we will practice those good 

behaviors and record them on video. Afterwards, the leader will put together a 2-3 

minute movie just for you where you are the star. If you watch your movie one 
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time a day in between our weekly sessions, you will get to choose something fun 

to do. Do you have any questions about this project? Would you like to be a part 

of this project?”  

17. If student agrees, then mark on the consent form that student assent has been 

obtained.  
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Example Pre-Observation Information Sheet 
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CUBES Observation 

BV was observed during his math time and they were completing fraction word problems 

using the CUBE method.  BV completed the first problem and wrote down the answer 

and as the teacher came around, she had to prompt him to complete the CUBE steps 

which he then did. On the second problem he did the same thing and the teacher had to 

prompt him again to complete the CUBE steps. She told him that he must complete the 

CUBE steps first before writing down the answer. He did the CUBE steps on the 3rd 

question but he did not complete 3 of the 5 steps. As the questions became more 

complicated, he was getting incorrect answers and the teacher had to prompt him to 

complete the CUBE steps on all six problems completed. He would complete 2 of the 5 

steps correctly once prompted.  

 

Date:  2/7/13 

Time start: 11:10am  Time end: 11:40am 

 

CUBES Observation 

Fraction Word Problems  

1 2 3 4 5 6 Total 

Prompts per Word Problem 

X X X X X X 6 

 

BV had to be prompted 100% of time to complete CUBE method. 

 

PLORE Observation 

BV was given a reading comprehension practice test that had a full page story with six 

questions to answer about the story. He had to be prompted several times to complete the 

5 steps. One time the teacher asked BV if he had completed the step that involves “read, 

re-read and remember” and he said yes, but there was no way to confirm this so he was 

not marked down as a prompt for that step. He would write out PLORE by his paper and 

cross off the steps but he never actually completed them. He would answer the question 

and then go back and complete the PLORE method after the teacher prompted him.  
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Date:  2/12/13 

Time start: 10:05am  Time end: 10:35am 

 

PLORE Observation 

  

 

 

Prompts during Reading Comprehension Practice test  

X X  X X X X X 7 

 

BV had to be prompted 88% of time to complete PLORE method. 

 

 

Example Graph 

 

 

  

5.4 5.6 5.8 6 6.2 6.4 6.6 6.8 7 7.2

BV 

Example: Teacher Prompts

30 Minute Pre-Observation Time
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APPENDIX G 

 

BASC-2 Reference 
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Reynolds, C.R. & Kamphaus, R.W. (2004).  Behavior Assessment System for Children, 

Second Edition. San Antonia, TX: Psychcorp. 
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APPENDIX H 

 

Piers-Harris-2 Reference 
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Piers, E.V., Harris, D.B. & Herzberg, D.S. (2002).  Piers-Harris Children’s Concept  

Scale, Second Edition.  Los Angeles, CA: Western Psychological Service.  
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Parent Interview Post-Intervention 
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Code Number: __________ Date of Interview: __________ 

 

Person Interviewed (circle one):  Mother   Father   Guardian  

 

Research Team Member: __________ 

 

Parent Interview – Post-Intervention Phase – Subgroup: Emotional Disturbance 

1. What behavior or skill was targeted through the VSM intervention?  

2. Have you seen improvement or change in this targeted area since the 

intervention?  

3. What areas have evidenced the most change?  

4. Describe the change in the targeted behavior or skill area. 

5. Is the new replacement behavior or skill evidenced across settings? 

6.  If no, what settings are more likely to elicit the positive behaviors? 

7. How has your child’s educational progress been impacted by this change?  

8. What percentage of positive change have you seen in this area?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

9. On a scale of 1-10, how much does the targeted behavior or skill now negatively 

impact your child’s educational progress?   

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

10. On a scale of 1-10, how beneficial do you feel like the VSM intervention was in 

addressing the targeted behavior or skill deficit? 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

11. On a scale of 1-10, how easy to implement was the VSM intervention?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

12. How likely are you to recommend implementing a VSM intervention in the 

future?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

13. What aspects of this project would you like to see changed?  

14. In your opinion, did your child appear to enjoy making the movie and 

participating in the intervention?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

15. Overall, was participating in this project worth the time investment and beneficial 

to your child? 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

16. Any other questions or concerns related to your participation in this project? 
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Teacher Interview Post-Intervention 
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Code Number: __________ Research Team Member: _______________ 

 

Person Interviewed (circle one):  Classroom Teacher - SPED Teacher 

 

Date of Interview: __________ 

 

Teacher Interview – Post-Intervention Phase – Subgroup: Emotional Disturbance 

1. What behavior or skill was targeted through the VSM intervention?  

2. Have you seen improvement or change in this targeted area since the 

intervention?  

3. What areas have evidenced the most change?  

4. Describe the change in the targeted behavior or skill area. 

5. Is the new replacement behavior or skill evidenced across settings? 

6.  If no, what settings are more likely to elicit the positive behaviors? 

7. How has this student’s educational progress been impacted by this change?  

8. What percentage of positive change have you seen in this area?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

9. On a scale of 1-10, how much does the targeted behavior or skill now negatively 

impact the student’s educational progress?   

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

10. On a scale of 1-10, how beneficial do you feel like the VSM intervention was in 

addressing the targeted behavior or skill deficit? 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

11. On a scale of 1-10, how easy to implement was the VSM intervention?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

12. How likely are you to recommend implementing a VSM intervention in the 

future?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

13. What aspects of this project would you like to see changed?  

14. In your opinion, did the student appear to enjoy making the movie and 

participating in the intervention?  

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

15. Overall, was participating in this project worth the time investment and beneficial 

to the student? 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

16. Any other questions or concerns related to your participation in this project? 
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Student Interview Post-Intervention 
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Code Number: ___________________ Date of Interview: __________ 

 

Research Team Member: __________ 

 

Student Interview – Post-Intervention Phase– Subgroup: Emotional Disturbance  

1. What about the VSM project did you enjoy most?  

2. What about the project did you enjoy the least? 

3. What did you learn by being a part of this project? 

4. On a scale of 1-10, how much did you enjoy making your movie? 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

5. What behavior or skill did you show you were good at in your movie? 

6. Did watching the movie help you to improve the behavior or skill? 

7.  On a scale of 1-10, how much did the movie help you to improve the behavior 

or skill? 

1…..2…..3…..4…..5…..6…..7…..8…..9…..10 

8.  What other behaviors or skills would you like to improve? 

9. If you could change something about this project, what would you change? 

10. Would you like to do something like this again in the future? 
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Parent Interview Maintenance 
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Code Number: __________ Date of Interview: __________ 

 

Person Interviewed (circle one):  Mother   Father   Guardian 

 

Research Team Member: __________ 

 

Parent Interview – Maintenance Phase – Subgroup: Emotional Disturbance 

1.  Do you feel like the improvements in the student’s behavior/skill have been 

maintained? 

 If yes, move to Question 4. 

2. If not, why do you think the student could no longer maintain the improvements? 

3. Do you think if the student re-watched their video that they would improve on the 

behavior/ skill again?   

4. Has watching their video helped them to improve in any other areas at school or 

home? 

5. Why do you think the VSM video was successful? 

6. Why do you think the VSM video was not successful? 
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Teacher Interview Maintenance 

  



 

238 

Code Number: __________ Research Team Member: _______________ 

 

Person Interviewed (circle one):  Classroom Teacher - SPED Teacher 

Date of Interview: __________ 

Teacher Interview – Maintenance Phase – Subgroup: Emotional Disturbance 

1.  Do you feel like the improvements in the student’s behavior/skill have been 

maintained? 

 If yes, move to Question 4. 

2. If not, why do you think the student could no longer maintain the improvements? 

3. Do you think if the student re-watched their video that they would improve on the 

behavior/ skill again?   

4. Has watching their video helped them to improve in any other areas at school or 

home? 

5. Why do you think the VSM video was successful? 

6. Why do you think the VSM video was not successful? 
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Student Interview Maintenance 
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Code Number: ___________________ Date of Interview: __________ 

 

Research Team Member: __________ 

 

Student Interview – Maintenance Phase– Subgroup: Emotional Disturbance  

1.  Do you feel like you were able to maintain the improvements you made on 

the behavior/skill? 

If yes, move to Question 4. 

2. If not, why do you think you could no longer maintain the improvements? 

3. Do you think if you re-watched your video that you could improve on the 

behavior/ skill again?   

4. Has watching the video helped you to improve in any other areas at school or 

home? 

5. Looking back, what did you like the best about the VSM movie? 
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APPENDIX O 

 

Graphical Display of Each Child’s Teacher and Parent Goal Scores 
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Figure O1: TP pre- and post-intervention goal scores for teacher and parent 

 

 
Figure O2: KF pre- and post-intervention goal scores for teacher and parent 
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Figure O3: RG pre- and post-intervention goal scores for teacher and parent 

 

 
Figure O4: BG pre- and post-intervention goal scores for teacher and parent 
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Figure O5: AM pre- and post-intervention goal scores for teacher and parent 

 

 
Figure O6: CH pre- and post-intervention goal scores for teacher and parent 
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Figure O7: KM pre- and post-intervention goal scores for teacher and parent 

 

 
Figure O8: BH pre- and post-intervention goal scores for teacher and parent 
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Figure O9: SD pre- and post-intervention goal scores for teacher and parent 

 

 
Figure O10: SM pre- and post-intervention goal scores for teacher and parent 
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Figure O11: BR pre- and post-intervention goal scores for teacher and parent 

 

 
Figure O12: WS pre- and post-intervention goal scores for teacher and parent 
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Figure O13: JH pre- and post-intervention goal scores for teacher and parent 

 

 
Figure O14: NK pre- and post-intervention goal scores for teacher and parent 
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Figure O15: BM pre- and post-intervention goal scores for teacher and parent 

 

 
Figure O16: SM pre- and post-intervention goal scores for teacher and parent 
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APPENDIX P 

 

Graphical Display of Each Child’s Targeted Behavior BASC-2 Scores 

  



 

251 

 
Figure P1: TP pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 

 

 
Figure P2: KF pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 
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Figure P3: RG pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 

 

 
Figure P4: BG pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 
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Figure P5: AM pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 

 

 
Figure P6: CH pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 
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Figure P7: KM pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 

 

 
Figure P8: BH pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 
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Figure P9: SD pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 

 

 
Figure P10: SM pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 
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Figure P11: BR pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 

 

 
Figure P12: WS pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 
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Figure P13: JH pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 

 

 
Figure P14: NK pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 
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Figure P15: BM pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 

 

 
Figure P16: SM pre- and post-intervention BASC-2 targeted behavior scores for teacher 

and parent 
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APPENDIX Q 

 

Graphical Display of Each Child’s Observation Data and Specific Observation Locations 
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Figure Q1: TP observation frequencies at pre- and post-intervention and maintenance 

 

 
Figure Q2: KF observation frequencies at pre- and post-intervention and maintenance 
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Figure Q3: RG observation frequencies at pre- and post-intervention and maintenance 

 

 
Figure Q4: BG observation frequencies at pre- and post-intervention and maintenance 
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Figure Q5: AM observation frequencies at pre- and post-intervention and maintenance 

 

 
Figure Q6: CH observation frequencies at pre- and post-intervention and maintenance 
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Figure Q7: KM observation frequencies at pre- and post-intervention and maintenance 

 

 
Figure Q8: BH observation frequencies at pre- and post-intervention and maintenance 
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Figure Q9: SD observation frequencies at pre- and post-intervention and maintenance 

 

 
Figure Q10: SM observation frequencies at pre- and post-intervention and maintenance 
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Figure Q11: BR observation frequencies at pre- and post-intervention and maintenance 

 

 
Figure Q12: WS observation frequencies at pre- and post-intervention and maintenance 
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Figure Q13: JH observation frequencies at pre- and post-intervention and maintenance 

 

 
Figure Q14: NK observation frequencies at pre- and post-intervention and maintenance 
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Figure Q15: BM observation frequencies at pre- and post-intervention and maintenance 

 

 
Figure Q16: SM observation frequencies at pre- and post-intervention and maintenance 
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