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     Many research studies have been conducted, and numerous therapies and treatment carried out over the years, but the question still remains: “What are the definitive points of origin that create these aggressive/violent behaviors in children and adolescents, and what course of action best resolves this growing dilemma?” One has to question if it comes down to finding the right combination of proper parenting style and therapy, which should be uniquely designed to fit the needs and concerns with regard to the child/adolescent behaviors, or whether there are any justified research studies which are relatively universal, when dealing with such a prevalent issue. 
     Before examining numerous research studies on this topic of discussion, the following criteria should first be met, before they can be considered empirical forms of study: potential design of study, conditions that are randomly designed, precise inclusion that is equal to exclusion criteria for the sample, clearly outlined characteristics, comparison/control conditions which are considered appropriate, conditions that are randomly assigned, disruptive behavior defined through proven measure, and statistical procedures that are distinctively described, as well as documentation of a well-defined convention of treatment for the targeted behavior intervention. 
     More than one of the articles explored, examined the efficiency of an evidence-based treatment highly reliant upon the commitment of parents, for children between the ages of 2-7, called (PCIT) Parent-Child Interaction Therapy. One thing that sets this particular therapy apart from the majority, is the reliance of parental commitment necessary, in order for it to become successful, with the main direction focusing on the parent and child together. The therapist directs the parent to apply previous taught skills (Herschell, 2002), while the parent interacts with their child in the next room, allowing the therapist to directly intervene, providing immediate/alternate methods of correct skill usage. While this method of treatment is designed to address specific behavioral problems unfolding right in front of the therapist and parent, which allows the therapist to provide the appropriate skills through modeling behavior, it also requires higher forms of discipline from the parent. Unfortunately, many parents fall short of following through with the determination and commitment that is mandatory in order for this method of behavior modification to be executed successfully(Swartz, 2007).   
          It has been suggested that the use of Motivational Interviewing (M.I.) techniques have been found to increase parent treatment devotion and promote successful treatment outcomes in a variety of child treatments, including PCIT for child welfare clients (Nock & Kazkin, 2005; Sterrett, 2010; Chaffin, 2009).Motivational Interviewing (M.I.) was developed by William R. Miller (1983) as a therapeutic approach to promote the necessary motivation to change behavior.  It has been widely applied practice and in research. Miller and Rollnick (2002) described Motivational Interviewing as “a client-centered directive method for enhancing intrinsic motivation to change by exploring and resolving ambivalence” (p. 25). 
      Research studies to include MI techniques were designed to increase parent commitment to PCIT as outlined by punctuality to the arrival of session, the completion of therapy homework, the art of developing Child Directed Interaction, and mastery of Parent Directed Interaction skills (Simpson, 2011; Simons, 2012).  Researchers of child and adolescent treatment have designed Adaptations of Motivational Interviewing (A.M.I., Miller & Rollnick, 2002) that have proven to be effective in increasing treatment, commitment, and retention rates. The implementation of these approaches recognize Motivational Interviewing principles as the heart of the intervention, with the inclusion of non-Motivational Interviewing techniques (Chaffin et al, 2009; Nock & Kazdin, 2005; Sterret et al, 2010).  It is therefore believed that designing and implementing Motivational Interviewing commitment intervention to PCIT with children who are displaying aggressive/disruptive behaviors would be an effectivemechanism for increasing the inclusion and commitment of parent treatment.

McNeil & Hembree-Kigin (2010) discuss the therapy orientation section of the Child Directed Interaction (CDI) teach session for Disruptive Behavior Disorders in the PCIT manual.  They suggest the inclusion of the intake assessment with the therapy orientation session, which will result in structuring the session in a manner that allows the parent to feel validated, understood and supported, while simultaneously being encouraged and educated to be hopeful. As noted earlier, it appears that a combined, uniform approach, may prove to provide a more comprehensive, achievable success rate within the context of the family members, than that of a singular utilized method.

Another intervention approach that has proven to be effective, is called Multi-Systemic Therapy (MST), which is implemented for the use of treating adolescents displaying severe delinquent and anti-social behaviors. MST involves a combination of procedures and treatments that delivers a comprehensive, community and family-based intervention designed to fit the unique demands of the individual family, with the ultimate goal of preventing out-of-home placement, while encouraging the development of responsible behavior. This type of intervention includes parent training, pragmatic family therapies, pharmacological interventions, and cognitive-behavioral approaches, which are evidence-based approaches to intervention (Henggeler & Lee, 2003).MST is carried out in the natural environment of the family, which usually extends over a period of three-five months.

      The therapist is available to the family at all times, usually more than once a week, and is typically contacted by phone or in person. Due to the significant amount of flexibility in the delivery process and design of this type of treatment, MST is operated through numerous principles that model treatment planning. Empirical research evidence demonstrates MST as a preferred method to controlled conditions among adolescents committed for criminal offenses, compared to alternative community treatment and/or services (Henggeler & Lee et al., 2003).
Based on the evidence and comparison of these different approaches/interventions, in an attempt to answer the question/hypothesis: “What are the definitive points of origin that create these aggressive/violent behaviors in children and adolescents, and what course of action best resolves this growing dilemma?” one would have to reach the suggested conclusion that any form of resolution needs to be uniquely designed and tailored to fit the unique needs of the child and their family. Furthermore, because of the complex nature of diagnosing and assessing the stem of aggressive/violent behaviors in children and adolescents, there is no one definitive answer to the questioned posed, and further research studies and continued research designs are necessary. 
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