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Abstract: The purpose of this study was to determine the effectiveness of behavioral and rational emotive behavior therapies 

(REBT) on conduct disorder among juvenile delinquents. This was a quasi-experimental study design with Kabete 

Rehabilitation School representing the experimental group and Wamumu Rehabilitation School representing the control group. 

A total of 94 respondents aged between 13 and 17 years from Kabete and Wamumu rehabilitation schools in Kenya 

participated in the study (47 for each study arm). A socio-demographic questionnaire was administered, in addition to a self-

administered Child Behavior Checklist (CBCL-YSR) Youth Self Report for ages 11-18 (2001) completed at baseline, midline 

(3 months post-intervention) and endline (6 months post intervention). CBCL is a standardized tool with a proven validity and 

reliability of 0.82. The two groups were comparable statistically with respect to key socio-demographic characteristics namely 

type of facility, age, employment status with the exception of class. Data was analyzed using Statistical Package for the Social 

Sciences version 20.0 (20). Presentations were done using profile plots and tables. The experimental group showed a steady 

decline in the mean CD scores over the study period from 19.96 (SD: 5.069) at baseline to mean of 8.26 (SD: 2.625) at end-

line (p < 0.0001). The control group had a rather staggered decline from mean of 14.94 (SD: 3.953) at baseline to 11.81 (SD: 

4.332) at end-line (P > 0.05). Difference-in-differences (DiD) model was used to determine the efficacy of the intervention at 

post-treatment one and post-treatment two. The DiD estimators at midline was -1.393 (p < 0.0001) and at end-line was -1.204 

(p < 0.0001) after controlling for class. The study established a statistically significant reduction of conduct disorder symptoms 

from a mean of 19.96 at baseline to 8.26 at post-treatment two and this was significant at p<0.001, indicating the effectiveness 

of behavioral and REBT therapies in treating conduct disorder. Based on the study findings, it is recommended that behavioral 

and REBT therapies be integrated in the juveniles’ rehabilitation program. 
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1. Introduction and Background 

Conduct disorder is a behavior that violates the rights of 

other people, with mild symptoms manifested in childhood 

and advancing to other severe problem behaviors at 

adolescence and adulthood. A person with conduct disorder 

presents with antisocial behaviors of offending others 

through aggressive conduct and other unacceptable acts in 

the society [1]. 

Conduct disorder is one of the commonest disorders that 

affect children from early childhood and manifests mostly 

during school-going age and adolescence [2]. It sometimes 

presents with other disorders like attention deficit 

hyperactive, opposition defiant, substance abuse and 

depression [3-5]. Children who have portrayed conduct 

behavioral problems, committed crimes and have been 

convicted are placed in rehabilitation centers for the purpose 

of correcting their behaviors. 
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Children with conduct disorder have difficulties with 

interpersonal relationships, emotional regulation and 

cognitive skills [6]. Other difficulties such children portray 

include deficits in perceptions, interpretation of cues and 

processing of information [7, 8]. Additionally, children with 

conduct disorder often perceive their environment as hostile 

and hence respond with aggression to the people around them 

[9, 10]. 

Studies have shown that conduct disorder is increasing and 

the prevalence rate in terms of gender is higher with boys 

compared to girls [10, 11]. According to a report compiled 

for the British Columbia’s Ministry of Children and Family 

Development, a large-scale community-based 

epidemiological survey indicated the prevalence of conduct 

disorder in the United States, Canada and British Columbia at 

4.2% [12]. In the United States, the prevalence of conduct 

disorder was estimated between 9 and 9.5% [13, 14]. Among 

juvenile delinquents in the USA, studies have indicated 

prevalence rates ranging between 40% and 52.8% [15-17]. In 

India, conduct disorder among 10-15 year old boys and girls 

was found at 4.58% [18] whereas in Nigeria, the prevalence 

in a particular mixed school, average age 13 years, was 

15.82% [19]. In Kenya, psychological disorders assessed 

among juveniles in the Nairobi juvenile court and two 

rehabilitations center established the prevalence of conduct 

disorder at 45% and 30.4% respectively [20, 21]. 

Conduct disorder is caused by multiple interacting factors 

including biological, social and psychological [9]. Some of 

these factors expose children to very distressful situations 

which affect them in their social, emotional and physical 

wellbeing, academic development and generally in their daily 

functioning [22]. One of the key contributing factors to 

conduct disorder is parenting [5]. Parents who have poor 

relationships and little interaction with their children expose 

them into the risks of developing conduct disorder [2, 12, 13, 

23]. An uninvolved parent is neither emotionally available 

nor attuned to the needs of a child [24, 25], a factor 

associated with increased chances of developing callous-

unemotional traits [26], severe reactive aggression, lack of 

empathy and guilt. 

A hostile home environment is also a contributing factor to 

the development of conduct disorder, especially in situations 

where children are exposed to violence, instability and 

parents stress and aggressive behavior [2, 13, 27-30]. Studies 

show higher prevalence of conduct disorder among children 

from single-parent families, large, low economic status, 

dysfunctional families and the mental health of parents [9, 

20, 29, 31-34]. Additionally, punitive measures of correcting 

wrong behavior applied by parents on children is mostly 

interpreted as rejection which is a risk factor to the 

development of conduct disorder [25]. 

Children who are exposed to child abuse have a higher risk 

of developing conduct disorder [28, 35]. Experiences such as 

being denied basic needs, negligence, and maltreatment are 

some of the abuses children face which threaten their normal 

life functioning [9, 10, 36, 37]. Sexual abuse and assault are 

attributed to externalizing problem behaviors such as conduct 

disorder [10, 36]. Moreover, social learning and modeling 

has an effect on children who learn unacceptable behaviors 

from others through keeping company and peer pressure [2, 

38]. Some children report having been introduced by their 

friends or forced into delinquent behaviors [29, 39]. 

The effects of conduct disorder are not only experienced 

by children alone, but also the family and the entire society 

[4, 33]. Children with conduct disorder experience rejection 

from peers and families, difficulties with academics, 

antisocial personality as they transition to adulthood, poor 

interpersonal relationships, criminal activities and difficulties 

with employment [6, 13, 26, 28, 40]. Behaviors such as 

destruction of property, causing harm, breakings and illegal 

use of weapons greatly affect the society and the cost of 

rehabilitation programs is also high due to the training, 

personnel and boarding facilities required [13, 40]. 

Considering all the effects of conduct disorder on the 

individual, family and society, it is important to emphasize 

the need to provide treatment especially among juvenile 

delinquents. Treatments that have been effective integrate 

aspects of correcting cognitions with behavioral change, 

emotional regulation and problem-solving skills training. [7] 

shows that contingency management programs and cognitive 

behavioral skills trainings are interventions that produce 

positive results in treating conduct disorder This study used 

behavioral and rational emotive behavior therapy (REBT) 

which are effective in character disorders, self-management 

and social skills [41]. 

One of the assumptions of behavioral therapy is that 

behavior is learnt [42, 43] and the main focus of this 

approach is behavior change which addresses both covert 

(internalizing) and overt (externalizing) problems [9, 42]. 

The use of behavioral therapy demands that clients be 

actively involved in the process and be willing to monitor 

their behavior in and outside therapy. This is done through 

contingency management plan where a specific behavior is 

targeted, goals are set, reinforcement and mild punishment 

are used [8]. This study used behavioral therapy specifically 

utilizing operant conditioning techniques which aims at 

achieving change in behavior through learning and 

unlearning, reinforcement, punishment, modeling and 

observation. Operant conditioning techniques increase the 

desired behavior, terminate the undesirable behavior, and can 

effectively equip individuals with socially-acceptable 

behavior [3, 42, 44]. Behavioral therapy has become one of 

the most effective therapies of treating conduct disorder. In a 

review of studies done between 1962 and 2002, 71% of the 

236 studies used behavioral therapy to treat conduct-related 

problems [45]. A study involving boys with disruptive 

behavior indicated an effect size of.55 in the experimental 

group compared to the control group [46], while other studies 

have registered significant changes in boys with behavior 

problems [47-49]. 

In this study, REBT which is one of the cognitive behavior 

theories was used, and specifically incorporated problem-

solving skills training which addresses new ways of cognitive 

processing, behavior change, identification of irrational 
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beliefs and change of maladaptive emotional responses such 

as anger and guilt [9, 50, 51-53]. This study used techniques 

such as role playing, disputing irrational beliefs, emotional 

regulation, psycho-education, and problem solving. REBT 

has been used successfully in training anger management, 

problem solving and changing irrational thinking [54, 55]. 

Additionally, incorporating REBT with problem-solving 

skills training has produced tremendous positive change in 

behavioral problems [41]. 

2. Procedure and Method 

This was a quasi – experimental study design with an 

experimental (Kabete Rehabilitation School) and control 

group (Wamumu Rehabilitation School) conducted in 

Nairobi and Kirinyaga counties in Kenya. The respondents 

were purposively sampled. The experimental group was 

treated with behavioral and REBT interventions while the 

control group did not receive any treatment. 

2.1. Participants 

A total of 94 children from Kabete and Wamumu 

rehabilitation schools in Kenya participated in the study. 

From a universe of 167 children, 94 respondents met the 

eligibility criteria – 47 representing each study arm – total 94 

respondents. Eligibility criteria included school going 

children between ages of 13 – 17 years who presented with 

conduct disorder. The children had been placed for 

rehabilitation due to criminal offences like assault, harming 

people, truancy, stealing, associating with criminal gangs, 

possession of drugs and breaking into premises. Participation 

was voluntary and all the children agreed to be enrolled in 

the study. 

2.2. Procedure 

Participants completed a social demographic questionnaire 

and the child behavior checklist youth self report for ages 11-

18 (2001). This tool is designed to measure scales such as 

rule-breaking and aggressive behavior [56]. 94 participants 

met the criteria for conduct disorder. Permission to conduct 

the study was sought from all relevant authorities. All the 

children were given information about the purpose, nature 

and duration of the study in addition to their role and rights. 

Since the children were incarcerated, consent to participate 

was signed by the school managers on behalf of the parents 

and the children assented. In the experimental group, 

participants were placed in groups of 8 to 10 based on 

developmental levels of moral reasoning [57] for a period of 

sixteen weeks. During this period, treatment was offered 

using behavioral and REBT therapies. At post-treatment one 

which was after three months, participants completed the 

child behavior checklist youth self report (11-18) to assess 

changes in delinquent behavior, attitude and thought patterns. 

The final assessment which was post-treatment two (endline) 

was conducted after three months using the child behavior 

checklist youth self report (11-18). 

2.3. Data Collection Instruments 

In this study, the researcher formulated a self-administered 

questionnaire to collect socio demographic data like age, 

class, offence, parents’ marital status and employment. The 

Child Behavior Checklist Youth-Self-Report (CBCL-YSR) 

for Ages 11-18 (2001) was also used. This tool was 

developed by Achenbach in 2001 and it is one of Achenbach 

System of Empirically Based Assessments [56]. The 

questionnaire has 112 questions rated at a likert scale from 0-

2 and measures conduct disorder and other behavioral 

presentations [58]. 

3. Results 

This study sought to determine the efficacy of behavior 

and REBT therapies on conduct disorder among juvenile 

delinquents. Pearson’s chi-square test for independence was 

used to test significant difference between the control and 

experimental group by key socio-economic-demographic 

characteristics namely religion, class and employment status 

of parent/caregiver (self/formal) among juvenile delinquents 

in Kabete and Wamumu rehabilitation schools (Table 1). 

Table 1. Differences between Control and Experimental Groups. 

Characteristics 
Experimental (Kabete Rehabilitation 

School) 

Control (Wamumu Rehabilitation 

School) 
χ2 statistics p-value* 

Number of respondents 47 47 - - 

Type of facility Government Rehabilitation Schools Government Rehabilitation Schools - - 

Class     

4 0.0% (0/10) 100.0% (10/10) 

16.262 0.003 

5 28.6% (4/14) 71.4% (10/14) 

6 62.5% (15/24) 37.5% (9/24) 

7 60.0% (15/25) 40.0% (10/25) 

8 61.9% (13/21) 38.1% (8/21) 

Employment status (self/formal)     

No 44.4% (16/36) 55.6% (20/36) 
0.720 0.396 

Yes 53.4% (31/58) 46.6% (27/58) 

Religion     

Christian 51.2% (43/84) 48.8% (41/84) 
0.448 0.503 

Muslim 40.0% (4/10) 60.0% (6/10) 

*p-values generated using Pearson’s χ2 tests for independence 
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According to Table 1, there was a significant difference in 

the number of respondents per class between control and 

experimental groups (p=0.003). The experimental group had 

more respondents in the upper classes (6-8) compared to the 

control group. Considering the employment status of 

juveniles’ parents/caregivers, there was no significant 

difference between the control and the experimental groups. 

The two groups were recruited from government boarding 

rehabilitation schools and the number of respondents was 

equal in both schools. The two groups were almost similar 

and therefore comparable. 

Table 2 presents the mean conduct disorder scores at 

baseline, post-treatment one and post-treatment two. The 

experimental group (KRS) received Rational Emotive 

Behaviour Therapies (REBT) and behavior therapies while 

the control group (WRS) did not receive any treatment. 

Table 2. Descriptive Analysis of CD Scores at Baseline and Post-Treatment. 

 Experimental Control Total* 

Baseline scores 19.96 (5.069) 14.94 (3.953) 17.44 (95% CI: 16.510 – 18.383) 

Post-treatment one scores 10.81 (2.983) 14.57 (4.292) 12.691 (95%CI: 11.933 – 13.450) 

Post-treatment two scores 8.26 (2.625) 11.81 (4.332) 10.032 (95% CI: 9.299 – 10.765) 

*Wilk’s Lambda for Time*Arm interaction is significant at p < 0.0001 

As shown in Table 2, the experimental group indicated a 

steady decline in the mean conduct disorder scores over the 

study period from the mean at baseline of 19.96 (SD: 5.069) 

to mean of 8.26 (SD: 2.625) at post-treatment two. The 

control group had a rather staggered decline from mean of 

14.94 (SD: 3.953) at baseline to 11.81 (SD: 4.332) at post-

treatment two. This implied that both groups recorded a 

reduction of conduct disorder symptoms although the 

experimental group had greater reduction compared to the 

control group. 

Figure 1 shows the trend in measurements between the 

control and experimental group at baseline, post-treatment 

one and two. 

 
Figure 1. Profile Plot Showing the Trend in Measurements. 

In figure 1, the profile plot demonstrated the impact of the 

intervention on the mean conduct disorder scores over the 

two post-treatment periods across the control and 

experimental groups. The line graphs showed a much stepper 

decline in the conduct disorder scores in the experimental 

group as opposed to the control group after controlling for 

class. The difference at post-treatment two between control 

and experimental group was wider as compared to baseline 

and post-treatment one. This depicted the behavior and 

REBT therapies having an impact at post-treatment one and 

post-treatment two among juvenile delinquents in Kabete 

Rehabilitation School. 

Table 3 presents the marginal difference between baseline 

measurements in conduct disorder scores and post-treatment 

one and two in both control and experimental groups. 

Table 3. Marginal Difference between Baseline and Post-Treatment Scores. 

Time (a) Time (b) 
Mean Difference 

(a-b) 

Std. 

Error 
p-value 

Baseline Post-treatment One 4.755 0.342 <0.0001 

 Post-treatment Two 7.415 0.428 <0.0001 

Based on estimated marginal means, there was a 

statistically significant difference between baseline and post-

treatment one (p<0.0001), and between baseline and post-

treatment two (p<0.0001) after controlling for the 

respondents’ class. This demonstrated that there was a 

statistically significant difference between baseline and post-

treatment one and baseline and post-treatment two as a result 

of the behavior and REBT therapies. 

Table 4 shows estimate treatment effects by comparing the 

baseline and post-treatment differences using Difference-in-

Difference. These were determined using ordinary least 

squares after controlling for class as a possible confounder. 

Table 4. Difference-in-Differences Estimates of Behavior and REBT 

Therapies. 

 
**(1) Difference-in Differences 

Estimates (Arm*Post-treatment) 

Baseline - Post-treatment One -1.393 (p < 0.0001) 

Baseline - Post-treatment Two -1.204 (p < 0.0001) 

**(1) Difference-in-Difference estimator is the interaction between treatment 

arms and post-treatment scores. 

*(2) The difference-in differences estimates were reported as incidence rate 

ratios. 

The difference-in-differences analysis was used to estimate 

the impact of behavior and REBT therapies in treating 
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conduct disorder among juvenile delinquents in Kabete 

rehabilitation school as shown in Table 4. The difference-in-

difference estimator equals the average change in outcomes 

in the experimental group after the average change in 

conduct disorder symptom reduction in the control group 

were subtracted. The analysis showed that the impact of the 

intervention resulted in a statistically significant reduction of 

the proportion of conduct disorder among the experimental 

group as compared to the control group at post-treatment 

one(p < 0.0001) and post-treatment two (p < 0.0001) after 

controlling for class. 

Table 5 shows the mean scores of conduct disorder in both 

the experimental and control group. The scores were 

analysed at baseline, post-treatment one at three months and 

post-treatment two at six months. 

Table 5. Mean Scores at Baseline and Post-Treatment for Control and Experimental. 

 
Mean scores (SD) 

Pre-treatment/baseline (n=47) Treatment One/3 months (n=47) Treatment Two/6 months (n=47) 

Control 14.94 (3.953) 14.57 (4.292) 11.81 (4.332) 

Experimental 19.96 (5.069) 10.81 (2.983) 8.26 (2.625) 

 

The study revealed a steady decline in the mean scores for 

control and experimental at the repeated measures as it is 

displayed in Table 5. Control mean scores declined from 

14.94 (SD ± 3.953) at baseline to 11.81 (SD ± 4.332) at post-

treatment two. The experimental group mean scores declined 

from a baseline of 19.96 (SD ± 5.069) to a post-treatment 

two of 8.26 (SD ± 2.625). This revealed a significant drop in 

conduct disorder symptoms in mean scores between baseline 

and post-treatment one and post-treatment two in the 

experimental group as opposed to the control group. 

Table 6 used sample paired T-test to determine the 

statistical significance in the paired mean difference scores 

between baseline and post-treatment one and post-treatment 

two. 

Table 6. Mean Outcome Difference Scores from Baseline to Post-Treatment at 3 Month and 6 Month Follow-Up for Control and Experimental Groups. 

 
Mean difference scores (SD) 

Baseline Treatment One (n=47) p-value Treatment Two (n=47) p-value 

Control  0.362 (2.981) p=0.410 3.128 (3.362) p<0.0001 

Experimental  9.149 (3.617) p<0.0001 11.702 (4.736) p<0.0001 

 

As shown in Table 6, the study revealed mean difference 

scores between baseline and post-treatment one of 0.362 (SD 

± 2.981) in the control group and this was not statistically 

significant (p=0.410). However, at post-treatment two the 

mean difference scores was 3.128 (SD ± 3.362) and this was 

statistically significant (p<0.0001). With respect to 

experimental group, the study showed statistically significant 

difference in mean difference scores at both post-treatment 

one and post-treatment two (p<0.0001). 

Table 7 was generated using Cohen’s d method of 

calculating effect size for both experimental and control group 

at baseline and post-treatment after three and six months. 

Table 7. Effect Sizes from Baseline to Post-Treatment at 3 and 6 Month Follow-Up. 

 
Pre/3-month post-treatment (n=47) Pre/6-month post-treatment (n=47) 

Effect sizes 95% CI Effect sizes 95% CI 

Control 0.091 -0.735 – 0.916 0.763 0.066 – 1.592 

Experimental 2.224 1.392 – 3.056 2.930 2.123 – 3.737 

 

Table 7 shows statistically significant effect sizes for both 

control and experimental group at post-treatment one and 

post-treatment two. With regard to the control group, the 

Cohen’s d effect size value for post-treatment one (d=0.091) 

was small while at post-treatment two (d=0.763) was a large 

effect size. For experimental group, very large effect sizes 

were noted at post-treatment one and post-treatment two. 

Cohen’s d effect size value for post-treatment one (d=2.224) 

and post-treatment two (d=2.930) suggested a very large 

practical significance for the experimental group. Therefore, 

this was an indication that behavior and REBT therapies had 

an impact at post-treatment one and post-treatment two 

among juvenile delinquents in the experimental group. 

4. Discussion 

Behavior and REBT therapies were effective in treating 

conduct disorder among juvenile delinquents in the 

experimental group. These therapies used operant 

conditioning, emotional regulation training, cognitive 

restructuring and problem solving skills training. These 

techniques addressed the key aspects of a child’s functioning 

that is cognition, emotions and behavior leading to the 

reduction of conduct disorder symptoms. In the control 

group, this study established some slight behavior change 

among the respondents. This may have been caused by the 

brief interactions with the questionnaire which specifically 

addressed problem behaviors. 

Conduct disorder is a persistent behavior problem which is 

highly prevalent among adolescents. Compared to the general 

population, juvenile delinquents record a higher prevalence 

of conduct disorder [15, 20]. Effects of conduct disorder on 

children and adolescents-rejection, strained relationships, 

poor academic performance, crime, later develop to 
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antisocial disorder if left untreated. Studies have indicated 

high prevalence of conduct disorder in correctional facilities 

[16]. Further research has shown the effectiveness of specific 

interventions in treating the disorder. This study however 

used a combination of behavioral and rational emotive 

behavior therapies as an intervention in the treatment of 

conduct disorder. 

The experimental and control group were government 

institutions for boys only. The institutions also offered formal 

education and vocational training to the juvenile delinquents. 

Moreover, both institutions provided boarding facilities to the 

juveniles. A Pearson’s chi-square test indicated that there was 

no significant difference in religion between the two 

institutions. Further analysis also showed that there was no 

significant difference in employment status of respondents’ 

parents/caregivers in the two groups. Therefore both the 

control and experimental were two comparable groups. There 

was however a significant difference in class but this was 

controlled during analysis. 

As far as treatment was concerned, the experimental group 

received both behavior and rational emotive behavior 

therapies for a period of six months. This study indicated a 

highly significant difference (p<0.0001) based on marginal 

mean between baseline, post-treatment one and post-

treatment two. The result was generated after controlling for 

class. 

The experimental group recorded a huge symptom 

reduction between baseline and post-treatment compared to 

the control group. At baseline, the experimental group had a 

mean of 19.96 (SD: 5.069) and at post-treatment one, the 

mean reduced to 10.81 (SD: 2.983). In the first three months 

of the treatment, rational emotive behavior therapy was 

administered. Therapy aimed at addressing cognitive, 

emotive and behavioral issues using the problem solving 

skills training [9, 34, 42, 50]. The decline in scores between 

baseline and post-treatment one was an indication that 

rational emotive behavior therapy using problem solving 

skills training was effective in treating conduct disorder. This 

study was comparable to other studies which demonstrated 

the use of REBT as an effective intervention [41, 54, 55, 59]. 

In addition, the experimental group indicated a decline in 

the mean conduct disorder scores from 10.81 (SD: 2.983) to 

8.26 (SD: 2.625) during post-treatment two. At this period, 

behavior therapy using operant conditioning as a model was 

administered. This included reinforcement, extinction and 

punishment, focusing on behavior change, unlearning 

destructive behavior and learning socially acceptable behavior 

[3, 4, 44, 60]. The change in the mean scores in post-treatment 

two demonstrated that behavior therapy was effective in 

treating conduct disorder. These results compared to other 

studies that indicated a significant reduction of behavior 

problem symptoms by using behavior therapy [47, 49]. 

In the control group, there was a decline in symptom 

reduction between baseline, post-treatment one and two 

without treatment. At baseline, the control group had a mean 

score of 14.94 (SD: 3.953) and after three months, the mean 

score dropped to 14.57 (SD: 4.292). After six months, the 

control group further declined the mean score from 14.57 

(SD: 4.292) to 11.81 (SD: 4.332). The group interacted with 

the questionnaire three times and probably the respondents 

started reflecting on their behavior as they were scoring for 

themselves. The insight may have been received as part of 

psycho-education since it is ranked among the most effective 

programs that lead to behavior change among juveniles [61]. 

Further analysis using the difference-in-difference 

indicated a highly statistical significant reduction of 

symptoms (p<0.0001) in the experimental group compared to 

the control group (Table 4). This was recorded both at post-

treatment one (-1.393) and post-treatment two (-1.204). The 

difference-in-difference negative scores indicated that, 

compared to the control group, there was a significant 

symptom reduction in the experimental group. Although the 

control group recorded some decline, these results showed 

that comparing the two groups, the experimental group had 

registered tremendous change. 

Moreover, the experimental group indicated statistically 

significant differences in post-treatment one and two. This 

meant that the rational emotive behavior therapy 

administered in the first three months was effective in 

treating conduct disorder. Moreover, behavior therapy 

administered in the last three months was effective as well. 

This finding was comparable to other studies which have 

indicated that using a combination of therapies was effective 

in treating conduct disorder [5, 8, 34, 62]. 

This study established significant effect sizes at post-

treatment one and post-treatment two (d=2.224, d=2.930 

respectively) in the experimental group. Using both REBT 

and behavior therapies in this study caused a decline in 

conduct disorder symptoms. Children with conduct disorder 

present with cognitive deficiencies, poor perception, 

aggression, and emotional dysregulations in addition to poor 

social skills. REBT addressed irrational thoughts, beliefs and 

perceptions, emotional regulation and problem solving skills. 

Behavior therapy focused on learning and unlearning 

behavior through reinforcement. The effect sizes realized 

during the two treatment phases were as a result of therapy. 

This study therefore concluded that REBT and behavior 

therapies were effective in treating conduct disorder among 

juvenile delinquents in the two rehabilitation schools. 

The use of behavioral and REBT therapies as interventions 

for conduct disorder was effective. The treatment recorded 

high effect sizes at post-treatment one and two. The decline 

in symptoms at post-treatment one was greater compared to 

treatment two. Post-treatment one addressed self-perception, 

irrational beliefs and offered problem solving skills training 

while post-treatment two administered behavioral therapy 

(operant conditioning). Combining both REBT and 

behavioral therapies proved to be effective in treating 

conduct disorder among juvenile delinquents. 

5. Conclusion 

There were significant reductions in the mean scores for 

conduct disorders in the treatment group at both 3 month and 



 American Journal of Applied Psychology 2021; 10(1): 1-9 7 

 

6 month post –behavioral and rational emotive behavior 

therapies intervention amongst the incarcerated juvenile 

delinquents in the study population. This study established 

that behavioral and rational emotive behavior (REB) therapy 

was effective in treating conduct disorder among incarcerated 

juvenile delinquents in the study population both at 3 months 

and at 6 months post - intervention. The study also 

demonstrated that the intervention had significant practical 

significance in the treatment of the incarcerated juvenile 

delinquents. For rehabilitation of incarcerated juvenile 

delinquents, it is therefore important to consider integration 

of behavioral and REBT therapies in the juveniles’ 

rehabilitation program in management of conduct disorders. 
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