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Behavior Disorders. See DISRUPTIVE BEHAVIOR Drs­

ORDERS. 

Behavior Modification. Behavior modification is 
"learning with a particular intent, namely clinical 
treatment and change" (Ullmann & Krasner, 1965, 
p. 1). Initially behavior modification referred largely 
to operant techniques and behavior therapy to re­
spondent techniques. As early as 1965 the terms be­
havior modification and behavior therapy were used 
interchangeably (O'Donohue & Krasner, 1995). With 
publication of the journal Behavior Research and 
Therapy in 1963 and the founding of the Association 
for the Advancement of Behavior Therapy, behavior 
therapy became a general term for all of these tech­
niques. Thus behavior therapy will be used in this 
discussion. 

Behavior therapy is "the most influential therapy 
of the second half of the twentieth century" ( O'Dono­
hue & Krasner, 1995, p. xii). According to Krasner, 
15 streams of research and theory contributed to 
its development. Among them were Wolpe's theory 
of reciprocal inhibition and B. F. Skinner's theory 
of positive reinforcement. Behavior therapy is often 
considered a simple-minded approach; behavior 
therapists are chided for thinking they can change 
the world with a supply of M&Ms. However, behav­
ior theory is complex. It draws on many streams of 
theory and research and is applied to widely varied 
human problems. 

Based on classical or respondent conditioning, be­
havior therapy emphasizes changing troublesome be­
havior directly rather than altering hypothesized in­
ternal processes (see Conditioning, Classical). Three 
basic principles are that learning theory provides the 
foundation; environmental events or stimuli control 
the problem behavior; changing events in the envi­
ronment will change the problem behavior. 

Behavior therapy uses a variety of techniques to 
weaken or extinguish undesired responses, develop 
or strengthen desired responses, bring responses un­
der stimulus control so that they occur only as de­
sired, and weaken or extinguish conditioned elic­
iting stimuli that produce troublesome emotional 
responses. Interventions include shaping and 
strengthening assertive responses; extinction and 
use of aversive techniques or punishment to weaken 
troublesome behaviors such as tantrums, aggres­
sion, and substance abuse; shaping desired re­
sponses such as attending school, performing as­
signments, giving correct responses, and the like; 
self-management (by rewarding desired responses; 
for example, taking a break after a difficult task or 
keeping a record of exercise and reporting it to a 
friend); and desensitization, implosion, and flooding 
to eliminate learned fear responses. 

Recent Trends. Recent developments in behav­
ioral approaches include the emergence in the 1970s 
of the social learning principles of imitation, mod­
eling, and vicarious processes. Cognitive-behavioral 
models became common in the 1980s. O'Donohue 
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and Krasner (1995), however, consider the term cog­
nitive-behavioral an oxymoron because it seeks to 
bring together emphases on internal processes (cog­
nitions) and external behavior, approaches they view 
as antithetic. Further, they note that "behavior ther­
apy in its original paradigm included variables that 
are now labeled as 'cognitive' such as feelings, 
thoughts, and so on; hence to add this new adjective 
is redundant, misleading, and unnecessary" (p. 20). 

Perhaps the most significant development, how­
ever, has been the gradual emergence of integrative 
models combining elements of psychodynamic, be­
havioral, cognitive, and experiential approaches. Con­
troversy will continue, although the integrative trend 
likely foreshadows emergence of a new paradigm. 

Outcome Research. Outcome research provides 
support for the effectiveness of exposure desensi­
tization for phobias and obsessive-compulsive dis­
orders; behavioral and cognitive-behavioral inter­
ventions have been effective for depression, panic 
attacks and agoraphobia, social phobia, tension 
headaches, chronic pain, and bulimia. Behavioral 
approaches to marital therapy have been effective 
but seem to work best when combined with ele­
ments from other approaches. Finally, behavioral 
family interventions, along with maintenance on 
neuroleptics, have been shown to reduce relapse 
rates in schizophrenics (Emmelkamp, 1994 ). Out­
come research on behavior therapy has generally 
been supportive but has strengthened the move to­
ward integrative models. 

Christian Perspectives. Behavior modification 
has had mixed reception in the Christian commu­
nity. The chief concerns arise from behaviorism, the 
philosophical position of Skinner and many of his 
colleagues. Behaviorism is a philosophy or world­
view that assumes materialism, reductionism, de­
terminism, scientism, naturalism, evolution, and 
uniformity (see Collins, 1977). It often accompanies 
behavioral theory. Determinism is of particular con­
cern to Christians. Christian theology holds that hu­
mans have some degree of personal choice along 
with accountability. Bufford (1981) argues that 
causality and choice form a paradox: both causality 
and choice are affirmed by Christian theology. Thus 
neither complete freedom nor determinism fits with 
most Christian perspectives (see Determinism and 
Free Will). 

Another concern is that some behaviorists, no­
tably Skinner, adamantly oppose punishment. Skin­
ner holds that punishment is temporary and pro­
duces harmful emotional side effects. Bufford (1981) 
affirms this but points out that Skinner's view is in­
consistent with the behavioral data. The data sug­
gest punishment is effective and has both beneficial 
and undesirable side effects. Further, punishment 
parallels reinforcement, which also has temporary 
effects and emotional consequences. A Christian 
worldview is compatible in most respects with be­
havior therapy; many parallels exist with biblical 
teachings . For example, God uses reward (Heb. 
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11:6) and punishment (He b. 12:6) and encourages 
us to be careful about social influence processes 
(Prov. 22:24). 

References 

Bufford, R. K. ( 1981 ). The human reflex: Behavioral psychol­
ogy in biblical perspective. San Francisco: Harper & Row. 

Collins, G. R. ( 1977). n1e rebuilding of psychology. Wheaton, 
IL: Tyndale House. 

O'Donohue, W., & Krasner; L. (1995). Theories ofbehavior 
therapy: Exploring behavior change. Washington, DC: 
American Psychological Association. 

Emmelkamp, P. M. G. (1994). Behavior therapy with adults. 
In A. E. Bergin & S. L. Garfield (Eds.), Handbook of 
psychotherapy and behavior change (4th ed.). New York: 
Wiley. 

Ullmann, L. P., & Krasner, L. (Eds.). (1965). Case studies 
in behavior modification. New York: Holt, Rinehart, & 
Winston. 

R. K. BUFFORD 

See APPLIED BEHAVIORAL ANALYSIS; LEARNING; 

BEHAVIORAL PSYCHOLOGY. 

Behavior Therapy. A term applied to an exception­
ally broad group of approaches to enhancing human 
welfare. The terms behavior therapy and behavior 
modification are increasingly regarded as synony­
mous. For simplicity only the former term will be 
used here. 

History. The rise of behaviorism in the first half 
of the twentieth century set a stage for an application 
of this perspective to the clinical practice of psychol­
ogy and psychiatry. The philosophy of behaviorism 
provided a view of persons as exclusively physical be­
ings who necessarily act in accordance with universal 
behavioral laws and a view of science that eschewed 
all knowledge not empirically verifiable. Applications 
of operationistic, quantitative, experimental scientific 
methods in psychology produced what were seen as 
remarkable advances in scientific knowledge about 
animal and human behavior. 

The typical practices of clinical psychology and 
psychiatry at this time were also influential in the 
rise of behavior therapy because of their disparity 
with academic psychology. Kazdin (1982) called the 
predominant model of this time the "intrapsychic 
disease" approach. This approach tends to look for 
psychological disease processes underlying behav­
ioral symptoms. Further, this view encourages the 
search for symptom syndromes (or clusters), im­
plying a common underlying cause for each syn­
drome. Treatment approaches based on these con­
ceptions (e.g. , psychoanalysis) were preeminent 
during this period. 

Kazdin (1982) has documented that many treat­
ment methods essentially behavioral in practice had 
been used before 1900. For example, Lancaster in 
the early 1800s developed and used what was es­
sentially a token economy system for the classroom, 
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and Brissaud developed a precursor to systematic 
desensitization in the 1890s. Use of expressly be­
havioral methods of treatment began to increase 
steadily in the first half of the 1900s. Watson, Jones, 
and others worked at conditioning and decondition­
ing fear. The Russian psychologist Kantorovich and 
Americans Voegtlin and Lemere used aversive shock 
conditioning to treat alcoholics. In his Conditioned 
Reflex Therapy (1949) Salter proposed conceptual­
izations of and treatment methods for abnormal be­
havior that were based primarily on Pavlovian con­
ditioning models of habit. 

In 1952 Hans Eysenck published his famous ar­
ticle in which he argued that there was no convinc­
ing evidence that psychotherapy as commonly prac­
ticed produced any benefits for clients above that 
which would normally accrue to them without for­
mal treatment. This article scandalized the profes­
sional community and became a rallying point for 
the search for more effective (behavioral) methods 
for treating maladjustment. 

Major developments began to emerge on three 
continents in the 1950s. In South Africa, Wolpe be­
gan to report his pioneering development of system­
atic desensitization for the treatment of anxiety­
based disorders. In Britain, Eysenck, Rachman, and 
others at Maudsley Hospital in London were vig­
orous proponents of behavioral treatment methods 
similar to Wolpe's. In the United States an increasing 
number of applications of operant methods were 
reported. Ayllon, Lindsley, and B. F. Skinner worked 
with the psychotic inpatients, and Bijou, Staats, and 
Ferster did pioneering work with disturbed children. 

The behavior therapy movement grew rapidly in 
the 1960s and 1970s. The character of the movement 
evolved remarkably with its growth. The publication 
of Albert Ban dura's influential Principles of Behavio1-
Modification (1969) marked an increased openness 
to the consideration of mediational variables and 
highlighted the diversity of views that might be 
called behavioral. Lindsley and Skinner in the 
United States and Lazarus in South Africa were the 
first to use the term behavior therapy in the 1950s. 
The first behavior therapy journal began publication 
in 1963; now more than 15 journals are devoted to 
that one topic, and many others publish a substan­
tial number of behavioral articles. A large number 
of books on the approach have been published. Most 
graduate schools of psychology teach specialized 
courses in the practice of behavior therapy, and sev­
eral major national and international associations 
exist for the promotion of behavior therapy, the 
largest of which is the Association for the Advance­
ment of Behavior Therapy. Given their relatively re­
cent development, it is remarkable that Smith 
(1982) showed that behavioral and cognitive-behav­
ioral orientations are together the most frequent ori­
entation of practicing psychologists who identify 
themselves as adhering to a specific approach. 

The influence of behavior therapy has been on 
a plateau of sorts . The approach continues to show 
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