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Background: One hundred and twenty-two children identified by teachers as at risk for behavioural or
emotional problems were randomly allocated to drama-group therapy or to a curriculum-studies
control, based in school. Methods: One hundred and seventeen completed the intervention phase of the
trial, which comprised 12 hour-long sessions. Post-intervention self-reports showed significant effects
associated with both interventions. Results: However, there was a clear advantage of group therapy
over both a waiting list control and curriculum studies, according to teacher reports. This was true also
of categorical analyses focusing on those with the most severe symptoms. Conclusions: These analyses
confirmed sustained teacher-reported improvement over a year-long follow-up period. Keywords:
Randomised controlled trial, group therapy, selective/indicated prevention.

Child and adolescent mental health problems are
responsible for considerable and persistent distress
(Harrington, Fudgem Rutter, Pickles, & Hill, 1990;
Sadowski, Ugarte, Kolvin, Kaplan, & Barnes, 1999)
and disturbed behaviour (Szatmari, Offord, & Boyle,
1989; McArdle, O’Brien, & Kolvin, 1995). They also
contribute to scholastic and vocational under-
achievement (Caspi, Elder, & Herbener, 1990), drug
use (Mannuzza et al., 1991), adolescent pregnancy
(Kessler et al., 1997), accidents (Szatmari et al.,
1989) and suicide (Gould, Fisher, Parides, Flory, &
Shaffer, 1996). Furthermore, according to recent
reviews, there has been a substantial increase in
rates of mental health related problems among youth
in Western societies (Prosser & McArdle, 1996;
Smith & Rutter, 1995). At least in part, this may be
due to the considerable changes in social mores and
behaviour that gathered pace in the second half of
the last century (Rutter & Smith, 1995; Fukuyama,
1999).

Conventional child mental health services have
developed slowly in response to these trends and
remain on too modest a scale to aid more than a
minority of the populations at risk (Boyle & Offord,
1988). Indeed, even if rates of mental disorder were
static, the numbers at risk, especially in inner cities
(Quinton, 1988), would be in any case substantial
(McArdle et al., 1995; Verhulst, van der Ende,
Ferdinand, & Kasius, 1997). Consequently, there
has been significant interest in the potential of
large-scale preventative interventions capable of
promoting normal psychosocial development and
of reducing risk of mental disorder (Offord, 1996).

In the mental health field, such interventions have
been recently classified as universal, or selective/
indicated (Mrazek & Haggerty, 1994). Universal
programmes are aimed at the entire ‘population...
that has not been identified on the basis of individual
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risk’ (Mrazek & Haggerty, 1994). In a recent example,
Hundert et al. (1999) evaluated a ‘class-wide social
skills program’, a ‘partner reading program’ and a
combination of the two. The intervention population
comprised all children in selected Ontario schools.
They reported that at 3.5 year follow-up, compared
to cohorts in comparison schools, those in inter-
vention schools displayed significantly reduced ex-
ternalising problems, and positive trends in social
skills, classroom and playground behaviour. Never-
theless, the authors concluded that, overall, ‘the in-
cremental effects attributable to the intervention
programs were small and sporadic’ and that this
outcome was typical of universal school-based
interventions related to mental health. Although
perhaps understating the usefulness of the inter-
vention, this lack of pervasively demonstrable
effectiveness may be partly due to the low initial
problem rate in unselected populations, and the very
broad focus on ‘behavioural problems, interpersonal
competence and academic achievement’ of the
Hundert et al. (1999) intervention. Also, while the
cost per individual of universal interventions may be
low, because of the necessary scale, universal in-
terventions require considerable investment, not
least of organising time, and are beyond the reach of
most child and adolescent mental health services.
For these reasons, so-called selective or indicated
projects, targeted on individuals at risk of developing
mental disorder, have tended to attract significant
developmental and evaluative effort (Offord, 1996;
Mrazek & Haggerty, 1994). In the case of selective
interventions, risk may be identified by membership
of an at-risk group, such as being of low birth weight
(Hawdon, Hey, Kolvin, & Fundudis, 1990). In an
example of a selective intervention, Black and
Urbanowicz (1990) used family therapy to facilitate
the adaptation of bereaved children. They reported a
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degree of benefit at follow-up compared to a no-
intervention control. In particular, the intervention
group was significantly less likely to have sought
help from professional agencies during a one-year
follow-up.

The Help Starts Here project (Kolvin et al., 1981),
aimed at reducing risk among children identified by
a multi-criterion screen as symptomatic, represents
a model indicated intervention. The key elements
included the screening process, a comparison of
three interventions, and an extended follow-up to
identify delayed or sleeper effects. The authors re-
ported that in terms of symptom reduction, brief
group therapy was superior to social work consul-
tation with parents and that differences in favour of
the group therapy group increased over time.

Preventative interventions may focus predomin-
antly on parenting skills or the functioning of the
children themselves or both (Mrazek & Haggerty,
1994). However, because of the difficulty of ensuring
that sufficient parents attend programmes (Hundert
et al., 1999) and because successful interventions
can become quite elaborate (Rutter, Giller, & Hagell,
1998), prevention relying on the enhancement of
parenting skills is organisationally daunting. Also,
interventions involving parents alone have some-
times shown little or no measurable benefit to the
child (Cox, 1993), even after extensive follow-up
(Nicol et al., 1993; Kolvin et al., 1981). In contrast,
because the great majority of children attend school,
school-based interventions are relatively efficient
in terms of engaging at-risk individuals without
stigma. In addition, since school-age children are
more likely than younger children to present to child
and adolescent mental health services (El-Badri &
McArdle, 1998), the potential for reducing referral
rates to overburdened specialist services may be
maximal at this age. Also, effective interventions
tend to have both a child and a group focus. This
may be at the level of the classroom (Conduct
Problems Prevention Research Group, 1999), sub-
sets of the classroom (Kellam, Rebok, lalongo, &
Mayer, 1994) or otherwise constituted groups (Kol-
vin et al., 1981). However, while groups appear to be
important, they may differ radically in content and
so it is not clear what the key component of the
group intervention may be.

A feature of the child mental health prevention
literature is the reliance on teachers to identify and
rate problems, report change and deliver interven-
tions. No doubt this is because of their central role in
schools, the usual setting for school-age interven-
tions. However, teachers may also be particularly
valid observers of child behaviour. For instance, in
an analysis of levels of hyperactivity, a common de-
velopmental problem in childhood, Porrino et al.
(1983) demonstrated that teacher reports rather
than parent or caretaker reports predicted home
observations of motor activity. Also, Rapoport, Don-
nelly, Zametkin, and Carrougher (1986) reported no

difference on a range of cognitive and observational

measures between children identified as hyperactive

by teachers and parents and those identified by

teachers alone. More recently, in a commentary on a

treatment study (MTA Cooperative Group, 1999),

Jensen (2000) reported that ‘teachers were sub-

stantially better than parents in observing the effects

of different doses of medication versus placebo un-
der double-blind ... conditions’. As Rapoport et al.

(1986) concluded, ‘the teacher has a standardised

framework ... of age norms ... within which to rate

children’.

The predominantly US literature on interventions
in this age group was recently reviewed by Durlak
and Wells (1998) and, focusing on conduct prob-
lems, in Rutter et al. (1998). In general, outcome
measures tend to rely on classroom-based measures
alone, lack randomisation, or have only a short-term
follow-up (less than six months), so that longer-term
effects are unknown. As a consequence, information
on the effects of intervention in different cultures, on
subjective well-being or behaviour outside school,
and on the degree to which any change is sustained,
is lacking.

The current paper reports the results of a one-year
follow-up of a brief school-based intervention for
children identified as at risk according to criteria
developed in consultation with teachers. The project
compares two forms of group intervention: a group
therapy intervention based on activity and discus-
sion similar to that of Kolvin et al. (1981) and, ser-
ving to control for the experience of meeting in an
adult-led group, a control curriculum studies group.
The hypotheses are that
i) school-based intervention reduces school-based

behavioural and emotional problems to a greater
degree than no intervention (i.e. waiting list
control),

ii) change is evident to teachers, participating chil-
dren, and parents,

iii) group therapy is more effective than curriculum
studies intervention,

iv) there is an extended effect of treatment, i.e.,
follow-up scores will be significantly lower than
post-intervention scores, and

v) change will be most apparent for those with the
most problematic behaviour.

The project represents a collaboration between a
charity (Total Learning Challenge), the Departments
of Child Health and Education of the University of
Newcastle-upon-Tyne, and the local community and
schools in North Tyneside.

Method
Subject selection

In order to identify children at risk of both emotional
and behavioural problems, a series of criteria were
agreed through discussion with teachers. These inclu-



ded one or more of the following criteria: persistent and
concerning (i) scholastic under-performance, (ii) known
major family problems, (iii) ill-nourished or poorly
cared-for appearance, (iv) impaired peer relationships
and (v) behavioural or emotional difficulties, a mixture
of selective (i-iii) and indicated (iv—v) criteria. The
children attended primary, middle and comprehensive
schools in the same ‘pyramid’ in a predominantly
working-class and high unemployment area of North
Tyneside. Once identified, the school approached par-
ents to explain the intervention and the evaluation and
to obtain agreement for their children’s participation.
Contact was made by letter and with the offer of an
interview with a designated member of staff. In addi-
tion, meetings in each school provided forums for
parents to hear more details and to discuss the project.
None of the parents refused their child’s initial parti-
cipation. The local research ethics committee approved
the project.

Numbers, randomisation and follow-up

Teachers identified children meeting the selection
criteria and allocated them on the basis of a mix of
problems and equivalence in terms of severity to
blocks of eight. A member of the intervention team,
who did not know the children, then allocated each
block to either intervention. After children were allo-
cated, in order to ensure an adequate mix of problems
or to avoid a particularly volatile grouping, in consul-
tation with the teacher, children were exchanged, on
eight occasions, between group therapy and curricu-
lum studies. This approach sought to minimise the
risk of bias at the level of the individual, but also,
following normal group therapy practice, to ensure an
appropriate case mix and at the least, the viability of
the groups. The age of the children in the curriculum
studies groups (mean age 11.3 years, SD 1.3) and
drama groups (mean age 11.4 years, SD 1.1) was
similar.

Power considerations were based on the data of
Kolvin et al. (1981), who demonstrated significant
differences between interventions each comprising ap-
proximately 60 children. Accordingly, 122 children
were randomised between group therapy (GT) and
comparison ‘curriculum studies’ (CS) interventions,
running in parallel, eight children in each group. This
was repeated in three consecutive terms and, to avoid
confounding intervention status with a school effect,
both types of group occurred within each school. At the
time of selection there were no significant differences
between the problem scores of the two intervention
groups, from teacher, parent or self-reports. By one-
year follow-up most children had changed school and
all had changed teachers. As a consequence, at follow-
up teachers were blind to intervention status. In addi-
tion, since each cohort was identified a term prior to
intervention, a ‘waiting-list’ control was available. As a
consequence of initial funding problems the waiting list
data comprises teacher data alone, and omits the first
cohort. Over the course of the intervention and follow-
up, either because of leaving the area or because
parents declined further involvement, contact was lost
with 17 children.
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Intervention

Each group ran for an hour a week for 12 weeks. This
randomised prospective design allowed for follow-up
and contrast of the group therapy with the curriculum
studies group, but also with no-treatment waiting-list
controls. Data for two of the three cohorts (the first
cohort began treatment without waiting-list data) were
gathered three months prior to intervention (Time 1), at
the onset of intervention (Time 2), immediately after
(Time 3), and 1 year (Time 4) after intervention.

Interventions comprised group therapy (‘essentially
play, guided ... to ... the acquisition of personal and
social skills’), linked with reflective discussion (Ste-
phenson, 1993) and a curriculum studies comparison.
Both of these were delivered in the children’s school of
origin.

The group therapy intervention comprised creative-
expressive or psychodrama approaches, including role-
play to a degree that was more developed than in the
groups described by Kolvin et al. (1981), using a range
of dramatic techniques either to heighten the experi-
ence or to contain it. All sessions began with a ‘talking
circle’, an opportunity for each child to speak out and
be heard. The earlier sessions were characterised by
cooperative and competitive games, so that talk would
focus on common themes or experiences within the
group. These also served the purpose of creating a
group identity, mutual trust and the setting of bound-
aries for behaviour. The middle sessions used a range of
self-expression and controlled physical activity, as well
as artistic work such as painting and making of masks.
Later sessions utilised the material from this expressive
phase to create dramas, enacted by the group for the
group. The nature of the drama varied from group
to group, depending on their experience and the way
each group approached expressive materials. For ins-
tance, a group might have developed a fantasy play
drama using predominantly their mask work or real-life
role-plays with children taking on the characters of
figures from their world. In the final phase the sessions
were characterised by reflection on the learning points
offered by the group experience and integration of
individual insights into ideas for behaviour outside
the group.

The children generally determined the wide range of
themes that emerged in the groups. For instance, a
child might seek to re-enact the sequence of events
surrounding a limb fracture but without the frame in
which his frantic mother shouted at him. Children
might confide that they had been tearing the roof
covering off the school and were chased by the police.
The group might then rehearse an imaginary sequence
in which a transgressor has a dialogue with a ‘police
officer’ and then takes on the ‘police officer’ role,
considering and re-enacting often frightening or dis-
turbing events from different perspectives. Other types
of themes that the children chose to explore or come to
terms with included disciplinary encounters with
teachers, parental separations, moves of home or
school.

The curriculum studies group worked on national
curriculum maths and English. This involved also more
individual tutoring than is possible in mainstream
classrooms but also whole group teaching. This
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controlled for the effect of working in small groups but
not for content. This was selected also as likely to
provide a useful intervention for children who might be
expected to be achieving sub-optimally (although this
was not a necessary inclusion criterion, and we did not
track academic attainment). A qualified teacher with
extensive training in drama therapy conducted both
interventions. He received supervision for clinical
issues from an occupational therapist working in a
child and mental health unit. No child refused to
participate in the groups and school attendance during
groups approached 100% for both interventions.

Assessments

Three major outcome domains were identified:

i) The Teacher Report Form (TRF) is a widely used
questionnaire in child and youth mental health clinical
practice and research (Achenbach, 1991), generating
data across areas of positive as well as negative
adjustment. Scores are generated on a number of
factors covering two broad areas of externalising (e.g.,
aggressive, delinquent behaviour) and internalising
behaviours (e.g., anxiety, depression). Raw scores are
usually transformed into t-scores, approximately based
on normalised scores: a t-score of 50 represents the
mean score for a population, 60 (1 standard deviation)
represents the ‘borderline clinical’ cut-point. This ques-
tionnaire measured teacher-identified school-based
behavioural change.

ii) The Youth Self-Report (YSR) is similar to the TRF,
focusing on child-report symptoms. This was comple-
mented by the Multidimensional Self Concept Scale
(MSCS), a further self-rating scale added in order to
evaluate changes in self-perceptions relating to import-
ant areas of school and family life. It consists of 150
items, grouped into 6 sub-scales of high reliability
(Cronbach’s alpha for the total scale .98, and .85 or
above for each subscale) (Bracken, 1992). Test-retest
reliability is .90.

iii) The parent-completed Child Behavior Checklist
(CBCL) is a further questionnaire developed by Achen-
bach (1991) identifying parent perceptions of child
symptoms.

Analyses

Data are presented as t-scores, based on normalised
scores, and so that declining scores mean improve-
ment. As the ‘waiting list’ subjects had not yet been
randomised, the initial comparison of waiting list and
intervention was conducted using paired t-tests. Ana-
lyses were conducted using an Intercooled STATA 6.0
for Windows random effects regression model tech-
nique. This allowed for both within and between subject
effects to be considered and enabled us to identify
change over time for each intervention. An interaction
effect between time and condition (group therapy versus
curriculum studies) was also estimated to determine
whether the behaviour over time of the two intervention
groups differed significantly. The location of a signifi-
cant interaction (e.g., during intervention or during
post-intervention follow-up) would be identified in the
within subjects design, if it existed. Hausman’s (1978)

specification test was used to test the appropriateness
of the use of the random-effects estimator.

In addition, in order to identify those with potentially
clinically significant problems and whether the inter-
ventions were effective for those with more extreme
scores, the school-based data were dichotomised at a
cut-score of one standard deviation. While acknow-
ledging that these scores are not the equivalent of a
clinical diagnosis, these subjects are likely to be most at
risk of clinical problems. To determine whether case
status continued throughout the period of observation,
case status at times 2 and 3 was compared, along with
status at times 3 and 4, for each intervention group
separately. This was done using McNemar’s chi-
squared test for paired data.

Results

Through intervention and follow-up, for both group
therapy and curriculum studies conditions, the self-
report MSCS and YSR symptom scores (total and
internalising) showed a significant decline (i.e., im-
provement) (Table 1). However, there was no signifi-
cant time by condition interaction. This suggests
that from the perspective of self-report, the effects of
both interventions were broadly equivalent. Parents
also reported a decline in total, internalising and
externalising symptoms during both group therapy
and curriculum studies interventions, but this was
not significant and not sustained at follow-up.

There was also a significant effect of time for the
teacher-reported (TRF) externalising scores (Table 1).
However, the interaction data did not indicate the
superiority of group therapy to the curriculum
studies condition. For the TRF internalising and total
scores, the significant time by condition interaction
for the total and internalising t-scores did indicate a
significant effect of group therapy over curriculum
studies. This was most apparent during the inter-
vention, time 2 to time 3, period. The analyses were
repeated with age as a covariate but the findings did
not change.

Effect sizes (Table 2) were moderate for the curri-
culum studies intervention and moderate to large for
the group therapy. Group therapy intervention (time
2-time 3) was associated with significant effect sizes
evident for the total, internalising and externalising
TRF scores. The post-intervention effect sizes (time
3-time 4) suggest continuing decline in internalising
scores after the cessation of therapy. Following the
curriculum studies intervention, a significant effect
size was evident from the end of intervention to
follow-up (time 3-time 4) for total and internalising
TRF scores (Table 2).

According teacher-report total t-scores, the num-
bers above and below the threshold identified as
approaching clinical significance declined from
31.5% pre-intervention, through 18.2% post-inter-
vention to 14.0% at one-year follow up. Among those
receiving the curriculum studies and the drama
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Table 1 Change in each domain: pre- and post-curriculum studies (CS) and group therapy (GT) interventions, and one-year
follow-up

Time 2 Time 3 Time 4
n Mean (SD) n Mean (SD) n Mean (SD)
MSCS
Total* Cs 50 52.2 (8.6) 45 50.4 (8.0) 46 47.0 (8.1)
GT 47 51.4 (9.2) 47 49.2 (10.2) 43 47.4 (9.2)
YSR
Total* Cs 52 53.1 (11.9) 46 49.6 (10.1) 46 47.1(11.0)
GT 49 54.3 (12.5) 49 52.1(11.5) 44 50.5 (13.0)
Internalising* Cs 52 53.8 (11.2) 46 49.6 (9.9) 46 46.3 (10.1)
GT 49 53.9 (12.0) 49 50.9 (11.8) 44 49.3 (12.4)
Externalising Cs 52 52.0 (12.2) 46 50.7 (10.3) 46 48.5 (12.7)
GT 49 53.3 (12.3) 49 52.5 (10.9) 44 51.9 (12.6)
CBCL
Total Cs 48 55.5 (11.9) 42 52.4 (9.9) 38 53.4 (9.6)
GT 43 54.8 (9.9) 42 50.5 (9.5) 31 54.9 (10.7)
Internalising Cs 48 53.8 (11.6) 42 52.7 (10.2) 38 50.7 (8.6)
GT 43 53.0 (10.1) 42 49.5 (8.9) 31 51.9 (11.1)
Externalising Cs 48 54.3 (10.9) 42 51.8 (8.7) 38 54.1 (10.4)
GT 43 54.4 (10.9) 42 51.0 (9.8) 31 54.1 (10.4)
TRF
Totalf Cs 62 55.1(11.0) 59 53.5 (10.7) 54 49.8 (12.0)
GT 58 58.6 (10.5) 58 51.5 (8.9) 51 49.5 (10.7)
Internalising™ Cs 62 54.3 (12.0) 59 53.9 (12.5) 54 48.8 (8.9)
GT 58 57.3 (12.6) 58 51.2 (10.6) 51 48.1 (7.9)
Externalising* Cs 62 55.4 (10.3) 59 52.9 (12.3) 54 51.6 (11.6)
GT 58 58.4 (11.9) 58 52.3 (8.5) 51 52.3 (9.8)

*Main effect of time significant, p < .01.
+Interaction of time and condition significant, p < .05.

Table 2 Magnitude of within group and between group effect sizes: pre- and post-curriculum studies (CS) and group therapy (GT)
interventions, and 1-year follow-up

Within groups Between groups
Time 3 — Time 2 Time 4 — Time 3 Time 2 Time 3 Time 4
Effect size Effect size Effect size Effect size Effect size
MSCS
Total Cs -.19 -.43 -.07 -.14 .06
GT -.23 -.18
YSR
Total CS -.40 -.23 .10 .24 .28
GT -.25 -.13
Internalising CS -.40 -.32 .01 .13 .26
GT -.25 -.13
Externalising CSs -.12 -.19 11 .17 .27
GT -.07 -.06
CBCL
Total CSs -.29 11 -.06 -.20 .14
GT -.45 .44
Internalising CSs -.11 -.21 -.08 -.33 .13
GT -.37 .24
Externalising CS -.26 .24 .01 -.09 .002
GT -.33 .31
TRF
Total CS -.15 -.33* .32 -.20 -.08
GT -.73% -.20
Internalising CS -.03 -.49% .24 -.24 -.08
GT -.53% -.34*
Externalising CSs -.22 -.11 27 -.06 .06
GT -.61% -.01
*p < .05.

*p<.01.
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group interventions, the corresponding percentages
were respectively 30.2%, 23.8% and 20.8%, and
44.1%, 18.6% and 11.9%. These changes were not
significant for the curriculum studies but were so for
the drama group (p < .01).

Insufficient self- and parent-reports were available
for the waiting-list analyses and these rely on
teacher reports alone. These showed essentially no
change during the waiting-list phase (Table 3). A
random effects model was performed only on those
subjects represented in both the waiting-list period
and intervention periods. This confirmed that the
TRF total, externalising and internalising scores de-
clined significantly during intervention but not
waiting-list phases, and that change during the in-
tervention phase was significantly greater than
change in the waiting-list phase. These changes were
confined to those receiving drama group therapy.

Discussion

This study explores the effect of two brief group in-
terventions in the reduction of behavioural and
emotional problems in teacher-identified at-risk
children. Since the participants were identified by
virtue of being in at-risk groups or because they were
already symptomatic, but were not deemed to be
suffering current diagnosable disorder, it can be
classified as a selective or indicated intervention
(Offord, 1996).

The study indicates that in regard to questionnaire
mean scores, group therapy is superior to no inter-
vention. Also, compared to the curriculum studies
control, group therapy appears to accelerate change.
This is similar to the acceleration of improvement
associated with cognitive therapy compared to a
control condition in clinical populations (Wood,
Harrington, & Moore, 1996). In addition, the categ-
orical ‘caseness’ data derived from teacher ques-
tionnaires suggest that the effect of group therapy
was apparent for those with the most severe diffi-
culty and that this effect was sustained through
follow-up. This parallels the findings in regard to
group interventions in North America (Kellam et al.,
1994). We speculate that this is because of the much
greater emphasis on social learning associated with
the group therapy compared to the control inter-
vention. The categorical analyses also show that

following group therapy, a number of children who
had been ‘cases’ at post-intervention ceased to show
‘caseness’ at one-year follow-up. While not statisti-
cally significant, this may reflect a delayed effect of
successful psychosocial interventions: following a
subtle alteration in developmental trajectory (Rutter,
1993), the maximal effect may not be apparent until
a considerable time post-intervention (Kolvin et al.,
1981).

According to the meta-analysis by Durlak et al.
(1998), effect sizes tend to fall toward the high end of
the mid-range, consistent with the effect of struc-
tured interventions classified as predominantly be-
havioural or cognitive behavioural. Consistent with
the literature (Kolvin et al., 1981), greater change
was evident for emotional than behavioural symp-
toms.

Intervention was associated with significant
change in two of the three domains, teacher- and
self-report. Kolvin et al. (1981) also reported that the
parent Rutter questionnaire score showed no change
at either midline or final follow-up for their junior
cohort. In contrast, the teacher scale showed signi-
ficant sustained change associated with group
therapy. However, the findings from parent interview
did reveal sustained home-based change associated
with intervention for both age groups. Hence, it may
be that the absence of evidence of sustained home-
based change in the current study may be to some
extent linked with the sensitivity to change of dif-
ferent techniques of data gathering. Overall, it does
appear that the maximal effects of this school-based
group therapy intervention were most apparent in
school and attenuated outside school and that this is
consistent with the findings of Kolvin et al. (1981).

Because of simplicity of administration, crucial
when funding is limited, because of the face validity
of relying on the judgement of those who know the
children well, and who have a considerable know-
ledge of developmental norms (Rapoport et al.,
1986), the study relied on teachers to identify at-risk
children. Also, if a school-based intervention such as
this were to become part of the available services, as
intended, it is likely that the identification of parti-
cipants would heavily involve teachers. Since the
mean problem scores approached the borderline
clinical threshold (a t-score of 60), according to self-,
parent and teacher questionnaires, it appears that
teachers did identify children at risk in multiple

Table 3 Mean t-scores (standard deviation), and effect sizes for waiting list phase according to teacher reports

Waiting list Mean (SD)

N Time 1 Time 2 Mean difference (SE) ES*
TRF
Total 83 58.6 (10.6) 57.9 (11.3) -.7(.7) -.06
Internalising 83 59.2 (12.0) 58.0 (12.7) -1.2 (7.7) -.1
Externalising 82 57.3 (11.9) 57.4 (11.3) .1(.6) .01

*ES: effect size.



areas, and not solely in terms of their behaviour at
school. Furthermore, although the entry criteria
were heterogeneous, the children did display beha-
vioural and emotional difficulties measurable by
mental health questionnaires.

In order to ensure equal numbers of participants
and a mix of predominantly internalising and exter-
nalising problems in each intervention group, the
study used a form of stratified block randomisation
(Roberts & Torgerson, 1998). This resulted in inter-
vention groups that were well matched in terms of
gender, and reasonably well so in terms of overall
severity. The relatively minor adjustment of the
groups subsequent to allocation could have intro-
duced significant bias. However, since the groups
that entered the intervention did not differ signifi-
cantly in terms of symptom scores, significant bias
does not appear to have occurred.

Most health interventions are evaluated as
studies of efficacy, the impact in controlled, close
to ideal situations, and results may not therefore
readily translate into real-life practice. Like that of
Kolvin et al. (1981), this study is closer to the
effectiveness model, of the actual results obtain-
able in ordinary circumstances and sustainable by
non-research practitioners (Thornicroft, Wykes,
Holloway, Johnson, & Szmuckler, 1998). Therap-
ists currently delivering the drama group therapy,
as in the model presented here, are teachers with
additional qualifications in drama. However, since
obtaining post-graduate drama qualifications is a
major commitment, shortened modular training in
drama group therapy has been developed by Total
Learning Challenge in association with a local
university. Preliminary indications are that practi-
tioners, mainly teachers but also for instance
school nurses, who are trained in this way and
with supervision, are able to maintain adequate
quality and to conduct successful groups. Hence,
this approach to intervention is potentially applic-
able on a wide scale.

The findings indicate that group intervention tar-
geted on at-risk children, and that focuses on
psycho-social development, enhances subjective
well-being and the adjustment of children to school,
confirming the much earlier work of Kolvin et al.
(1981). Furthermore, as reported by Kellam et al.
(1994), since the group therapy intervention had its
greatest impact on the most disturbed and was
sustained over at least a year post-intervention, we
believe it may potentially influence subsequent life
chances. Nevertheless, longer follow-up is required
to test this hypothesis.

Other research issues not addressed here include
the effect on service utilisation, on scholastic at-
tainment and the complex issue of economic costs
and benefits of interventions. In this case the in-
tervention was funded from a unique blend of
charitable sources, with contributions from local
authorities and the NHS. In a system where there is
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competition for resources and manpower, it may be
that this type of partnership could represent one
model for funding and organising early interventions
more generally. The findings suggest that education
and health professionals and managers should
consider including group-work-based early inter-
ventions in the development of new child health
services or in the overall management of behavioural
and emotional problems in school.
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