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Children with histories of child abuse and neglect, particularly children residing in foster or adoptive homes, are
commonly considered by many professionals to need “attachment therapy” in order to address emotional and
behavioral needs. However, evidence-based treatments rarely utilize an attachment-based justification outside
of the infancy through preschooler age range. In actuality, many evidence-based treatments can be understood
through the lens of attachment theory. This paper reviews the tenets of an attachment-based approach to treat-
ment and describes how one evidence-based treatment, Parent–Child Interaction Therapy (PCIT), conforms to all
expectations and requirements prescribed by attachment theory and research. Next, pilot data from an open trial
of PCIT with a sample of adopted children and their adoptive caregivers (n = 85) are provided. Results
demonstrate significant improvements in positive parenting techniques, reductions in parenting stress, and
reductions in externalizing and internalizing concerns among the children. These results are discussed in the
context of improving the quality of care for children often described as in need of “attachment therapy.”

© 2014 Elsevier Ltd. All rights reserved.
1. Introduction

Approximately 136,000 children were adopted annually in the
United States during the years 2007 and 2008, representing a 6%
increase in the number of adoptions since 2000 (Child Welfare
Information Gateway, U.S. Department of Health and Human Services,
2011). Studies demonstrate that adopted children are at a significantly
increased risk of developing various external behavior problems
(e.g., oppositional behavior, hyperactivity, aggression, conduct prob-
lems; Gunnar, Van Dulmen, & The International Adoption Project
Team, 2007; Simmel, Barth, & Brooks, 2007). In addition, common risk
factors such as child maltreatment and multiple pre-adoption place-
ments (Hussey, Falletta, & Eng, 2012; Lewis, Dozier, Ackerman, &
Sepulveda-Kozakowski, 2007) appear to predict externalizing behavior
problems among adopted children, and these difficult behaviors may
deter many foster parents from adopting the children under their care
(Leathers, Spielfogel, Gleeson, & Rolock, 2012).

Fortunately, research is demonstrating that positive family interac-
tions and coherence among the adopted family predicts improved
emotional and behavioral functioning among adopted children (Ji,
Brooks, Barth, & Kim, 2010). The role of the family and post-adoptive
parent–child relationship has received significant attention over the
past 20 years, with much of the research coming from attachment
f Children, Penn State Hershey
33, United States.
researchers. For instance, complex prospective studies examining
attachment concepts, such as the Bucharest Early Intervention Project
(Smyke, Zeanah, Fox, Nelson, & Guthrie, 2012) and the work of Juffer,
van IJzendoorn, Bakermans-Kranenberg and colleagues (Beijersbergen,
Juffer, Bakermans-Kranenburg, & van IJzendoorn, 2012; Jaffari-Bimmel,
Juffer, van IJzendoorn, Bakersmans-Kranenburg, & Mooijaart, 2006)
demonstrate that parental sensitivity and support in a post-placement
home exert a profound influence on the future social and emotional
functioning of the child.

This work on attachment and adoption has led many to assert that
attachment-focused treatment is necessary for adopted children with
significant emotional and behavioral problems. Indeed, attachment-
derived evidence-based treatments (EBTs), with demonstrated positive
effects on attachment security and emotional and behavioral function-
ing, are available for infants and preschoolers (Bernard et al., 2012;
Hoffman, Marvin, Cooper, & Powell, 2006; Lieberman, Ippen, & Van
Horn, 2006). However, comparatively little attachment-related research
has occurred with school-age children and available EBTs for this age
range do not typically promote an attachment-based theoretical
rationale for treatment. This creates a situation where questionable
and unvalidated interventions, purportedly based in attachment theory,
are viewed in some quarters as the only available or appropriate treat-
ments for this population (see Allen, 2011a for a review).

Unfortunately, very little well-conducted treatment research has fo-
cused specifically on adopted school-age children. In the only identified
randomized controlled trial, Rushton, Monck, Leese, McCrone, and
Sharac (2010) examined two different interventions with adoptive
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parents and their children. The first was an “advice” program utilizing a
study-specific protocol incorporating some components of EBTs
(e.g., praises, timeout), but was not a pre-tested EBT and it does not ap-
pear that experiential coaching and feedback of the parenting skills was
conducted. The second intervention was an “educational” program that
focused on discussing common issues involved in parenting adopted
children. Neither intervention appeared effective at reducing external-
izing problems when compared to a services-as-usual condition.

Parent–Child Interaction Therapy (PCIT) is a widely recognized EBT
for children with externalizing behavioral problems that teaches par-
ents to provide positive attention to the child's desired behaviors, and
implement non-violent consequences when needed (McNeil &
Hembree-Kigin, 2010). PCIT is unique among parent training programs
because of the live coaching in session that the caregiver receives from
the clinician. Didactic sessions are used to discuss the skills with the
caregivers, but the vastmajority of sessions involve the clinician provid-
ing feedback and instruction to the caregiver as he or she interacts with
the child. This collaborative process allows for a discussion of barriers in
the home and the development of solutions that utilize the skills being
learned in sessions. A recentmeta-analysis of PCIT clinical trials demon-
strated the effectiveness of PCIT for reducing externalizing behavioral
problems and parenting stress (Thomas & Zimmer-Gembeck, 2007).
In addition, research demonstrates success using PCIT with physically
abusive parents (Chaffin et al., 2004; Thomas & Zimmer-Gembeck,
2012; Timmer, Urquiza, Zebell, & McGrath, 2005), depressed mothers
(Timmer et al., 2011) and foster children (Timmer, Urquiza, & Zebell,
2006), suggesting the potential benefit of PCIT for children experiencing
disrupted or sub-standard parent–child relationships.

Although PCIT is an EBT for child externalizing problems that em-
phasizes enhancing the parent–children relationship, two primary bar-
riers appear to prevent the more widespread use of PCIT for adopted
children. First, data are not available to demonstrate the effectiveness
of PCIT with adopted children. Some may argue that these children, by
virtue of their experiences and situation, present unique challenges
and difficulties that are not well represented in other clinical trials of
PCIT, thus limiting the generalizability of previous studies to this popu-
lation. Second, and perhapsmore influential, is the belief bymany in the
adoption and child welfare field that adopted children often require
“attachment therapy” to ameliorate the problems with which they
present. Although attachment theory forms part of the theoretical foun-
dation for PCIT (Querido & Eyberg, 2005; Zisser & Eyberg, 2010), PCIT is
primarily promoted from a social learning/behavioral theoretical frame-
work. As such, PCITmaynot be given due consideration bymany service
brokers when selecting treatment options for adopted children.

The current article aims to address these two barriers to the imple-
mentation of PCIT for adopted children. First, an explication of attach-
ment theory and research, and the treatment principles derived from
that framework, will be provided. Central to this discussion will be the
manner in which PCIT fits within the treatment directives prescribed
by attachment theory and research. Second, data from an open trial of
PCIT with adopted children will be presented. The outcomes obtained
are evaluated in light of their relevance to attachment-related concepts.

2. Treatment goals from the perspective of attachment theory

John Bowlby (1969/1982, 1973, 1980) originally outlined attach-
ment theory as an approach to understanding social and emotional
development. His postulation was that young children seek proximity
to a caregiver, particularly during times of fear or distress, as a mode
of survival in a world that they are ill-equipped to navigate. A support-
ive caregiver, who provides a “secure base” for the child, encourages the
child's exploration and development of new skills. Through repeated
successful experiences of seeking and obtaining the comfort and safety
of a sensitive and responsive caregiver, the child begins to develop his or
her own emotion regulation and social skills. In addition, the child
develops cognitive perceptions (termed internal working models)
about him or herself, other people, and the interactions that occur
between individuals.

From this initial conceptualization,Mary Ainsworth,MaryMain, and
their colleagues conducted intensive observations of children's behav-
iors with caregivers and identified the familiar attachment classifica-
tions (secure, resistant/ambivalent, avoidant, disorganized; Ainsworth,
Blehar, Waters, & Wall, 1978; Main & Solomon, 1990). These classifica-
tions categorize the quality and organization of the child's strategy for
engaging a specific caregiverwhen distressed, and are thought to reflect
healthy (i.e., secure) or worrisome (i.e., resistant/ambivalent, avoidant,
disorganized)modes of achieving a sense of safety and security. Validat-
ing Bowlby's original hypothesis, research has demonstrated that
consistently responsive and sensitive parents are more likely to yield
children with a secure attachment, while less consistent and/or respon-
sive parents are more likely to have childrenwith insecure attachments
(Egeland & Farber, 1984; National Institute of Child Health and Human
Development Early Child Care Research Network, 1997). Children of
maltreating caregivers are those most likely to show disorganized
attachments to those caregivers (Cicchetti, Rogosch, & Toth, 2006).
See Allen (2011b) and Breidenstine, Bailey, Zeanah, and Larrieu
(2011) for a more in-depth discussion of these issues.

Although attachment classifications identify behaviors believed to
be adaptive for the child, the value to treatment for school-age children
requires demonstrating connections between early attachment rela-
tionships and later functioning. It is generally regarded in the scientific
literature that early attachment relationships and behaviors do not
directly result in later emotional and behavioral problems (Sroufe,
Carlson, Levy, & Egeland, 1999); however, poor early attachment expe-
riences (as well as other adverse events) are considered significant risk
factors for the development of problematic coping skills, social skills,
self-perception, and other basic competencies that may more directly
impact the development of psychopathology (Sroufe, Egeland, Carlson,
& Collins, 2005). Indeed, significant research demonstrates that early
attachment relationships are related to later social acceptance and
working models (Booth, Rubin, & Rose-Krasnor, 1998), self-concept
(Cassidy, Ziv, Mehta, & Feeney, 2003) and social skills (Schneider,
Atkinson, & Tardif, 2001). Longitudinal analyses demonstrate that
these variablesmediate the relationship between early caregiving expe-
riences and later psychopathology in childhood (Alink, Cicchetti, Kim, &
Rogosch, 2009; Kim & Cicchetti, 2010).

These attachment-related research findings fit within the current
emphasis on the concept of developmental trajectories. In short, early
attachment experiences, as well as other events such as poverty,
trauma, and social support, are influential in the development of the
child's emotion regulation abilities, perceptions of self and others, social
skills, and other core competencies. Themaladaptive competencies that
are developed throughout one's life aremore proximal to emotional and
behavioral problems than early childhood attachment, and are believed
to be more direct in their impact on the development of psychopathol-
ogy (Sroufe, 2005). The interested reader is referred to Sroufe et al.
(2005) for an examination of a well-conducted prospective study
examining these concepts and contentions.

The concept of developmental pathways is similar to the case made
by Bowlby (1988) when discussing the impact attachment may have
on emotional and behavioral problems. The proposition by Bowlby,
and others (Cicchetti & Rogosch, 1996; Sroufe, 2005), is that develop-
ment occurswithin one's context andmay take several forms. In essence,
behavior and emotions at any given time are the result of previous
experiences and one's current situation. Just as experiences early in life
may result in the development of aberrant competencies and skills, ex-
periences later in life may begin improving those skills and moving one
toward amore healthy trajectory. In short, attachment and developmen-
tal research emphasize operatingwithin the child's current context if one
attempts to alter his or her emotional or behavioral functioning.

Not to be overlooked in the discussion of social and emotional
development is the development of one's cognitive abilities. Bowlby
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(1973, 1980) was aware of the advances being made in the field of
cognitive development and made reference to the impact that a child's
expanding cognitive abilities play in behavior and emotions. A school-
age child's expanding cognitive skills allow him or her to venture
away from the physical proximity of a caregiver because of the knowl-
edge that the caregiver is available when needed (Ammaniti, van
IJzendoorn, Speranza, & Tambelli, 2000). In other words, the child is
knowledgeable and capable of accessing the caregiver during times of
distress (e.g., remembering and dialing a telephone number). In addi-
tion, this ability to leave physical proximity to the caregiver is the result
of the child's development of an internal workingmodel of a supportive
and responsive caregiver; the knowledge that an adequate caregiver is
available, even if not present. The cognitive developmental level
achieved by school-age children results in a much greater clinical and
research emphasis being placed on the child's internal workingmodels.

From attachment theory and research, Allen (2011a) derived four
primary treatment principles with school-age children:

1. Treatment should aim to establish an adequate relationship with a
defined attachment figure (e.g., biological parent, adoptive parent),
if one does not already exist. Establishment of such a relationship
will provide a potent source of experiences that can challenge a
child's maladaptive internal working models of him or herself,
other people, and the common interactions that occurs between in-
dividuals. In addition, that relationship can enhance and serve as a
vehicle for the development of new social and emotion regulation
skills. In essence, these targets of intervention serve as attachment-
derived treatment goals.

2. Treatment should enhance the caregiver's ability to identify and re-
spond to the child's emotions and behaviors. This includes teaching
the caregiver to respond in a consistently supportive, non-violent,
and non-coercivemanner, as these skills will serve to establish an ef-
fective parent–child relationship. Treatments that utilize physical
holding as a bonding technique, power assertive parentingmethods,
and other forms of coercion are not supported by attachment theory
and research, have no empirical basis, and should be avoided.

3. Treatment should be present-focused and attempt to improve the
child's functioning within his or her current context. The skills and
techniques used to improve the parent–child relationship in session
should be generalizable to other settings outside of the clinic to cre-
ate a more consistent and pervasive change in the child's environ-
ment. Past-focused techniques designed to remediate poor early
childhood experiences (e.g., feeding with a baby bottle, rocking and
cradling, crawling) are not prescribed by attachment theory or
research, lack empirical merit, and should not be considered a treat-
ment option.

4. Treatment should be cognizant of the child's cognitive and other de-
velopmental abilities. Techniques should further develop the child's
competencies, value the child's current skills, and be sensitive and
appropriate to the child's current ability. The reader is cautioned
against being swayed by arguments about “working at a child's social
or emotional level.” Development is an ongoing and continual
process and multiple skills and competencies are being developed
concurrently. It is unwise to focus solely on any one domain of
development when conducting assessment and treatment.

3. PCIT as an attachment-based intervention

3.1. Parent–Child Interaction Therapy: an overview

PCIT is a 14- to 20-week, manualized intervention founded on social
learning, behavioral, and attachment theories. The evidence supports
the effectiveness of PCIT for children between 2 and 7 years of age
with externalizing behavior problems (Eyberg & Robinson, 1983).
Similar to other parent-training programs, PCIT provides parents with
behavior modification skills so that they become the agent of change
in reducing the child's behavior problems. PCIT incorporates both par-
ent and child in the treatment sessions and uses live, individualized
therapist coaching for an idiographic approach to changing the
dysfunctional parent–child relationship.

PCIT is conducted in two phases. The first phase focuses on enhanc-
ing the parent–child relationship (Child-Directed Interaction; CDI), and
the second on improving child compliance (Parent-Directed Interac-
tion; PDI). Both phases of treatment beginwith anhour of didactic train-
ing, followed by sessions in which the therapist coaches the parent
during play with the child. From an observation room behind a
two-way mirror, via a ‘bug-in-the-ear’ receiver that the parent wears,
the therapist provides the parentwith feedback on their use of the skills.
Parents are taught and practice specific skills of communication and be-
havior management with their children. In addition to practicing these
skills during clinic sessions, parents are asked to practice with their
children at home for 5 minutes every day.

In CDI (typically 7–10 sessions), parents are coached to follow their
child's lead in play by describing their activities, reflecting their appro-
priate verbalizations, and praising their positive behavior. By the end
of CDI, parents generally have shifted from rarely noticing their
children's positive behavior to more consistently attending to or prais-
ing appropriate behavior. Caregivers are considered to have mastered
the skills taught in CDI by demonstrating in a 5 minute assessment
that they can give behavior descriptions (e.g., “You are building a red
tower.”), reflections (i.e., repeating back or paraphrasing the child's
words), and praises (e.g., “You are doing a great job playing so gently
with these toys.”), with few instances of asking a question and/or giving
a command, and without criticizing the child. They then move to the
second phase of treatment. It should be noted that the PCIT described
in this paper uses “Rules for Special Playtime” and several other non-
coercive strategies to manage children's difficult behavior during CDI.
This adaptation is used by many clinics that primarily treat high-risk,
child welfare populations, but diverges from the traditional form of
PCIT.

In PDI (typically 7–10 sessions) therapists train parents to give only
clear, direct and essential commands, maximizing chances for compli-
ance. These parents traditionally learn a specific method of using
time-out for dealing with noncompliance and may also be taught
“hands-off” strategies (e.g., removal of privileges) if indicated. These
methods are designed to provide caregivers tools for managing their
children's behavior while helping them to avoid using physical power
and to focus instead on using positive incentives and promoting
children's emotional regulation.Mastery of behaviormanagement skills
is achieved when therapists observe that caregivers are able to use the
strategies without being coached, and when parents report that these
strategies are effective. By the end of PDI, the process of giving
commands and obtaining compliance are predictable and safe for
parents and children.

3.2. PCIT and attachment

The first attachment-derived treatment principle is to focus on
developing a strong parent–child relationship. Indeed, the positive at-
tention skills taught to the parent in the CDI portion of PCIT focus specif-
ically on building the parent–child relationship, making this the first
goal of PCIT from the outset of treatment. Clinical trials have document-
ed improved parent–child relationships marked bymore positive inter-
actions between the parent and child (Thomas & Zimmer-Gembeck,
2011), reductions in parental stress related to the parent–child relation-
ship (Pearl et al., 2012; Timmer,Ware, Urquiza, & Zebell, 2010), and im-
proved emotional availability of children toward their parents (Timmer
et al., 2011). Although it is difficult to directly assess internal working
models of school-age children, improving the parent–child relationship
serves as a potent source of information that can begin shifting the
child's views of self and others toward a more healthy structure. In ad-
dition, significant positive results for internalizing (e.g., depression,
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anxiety) and social problems suggest that PCIT is effective for improving
emotion regulation and social skills (Chase & Eyberg, 2008; Funderburk
et al., 1998; Timmer et al., 2005). Taken together, these results suggest
that PCIT is capable of significantly improving the parent–child relation-
ship and that PCITmay prompt improved emotion regulation and social
skills. In short, PCIT appears to meet the primary treatment goals
proposed by attachment theory and research.

Second, PCIT places a premium on the ability of the caregiver to re-
spond to the child in a supportive, empathic, and non-coercive way,
the same parental behaviors suggested by attachment theory and re-
search as promoting secure attachments and positive social and emo-
tional development. The learned skills increase the caregiver's ability
to sensitively attend to the child and provide positive attention. The
discipline techniques employed in PCIT are non-violent and not power
assertive; parents are taught to provide discipline in a neutral and atten-
tive manner. Caregivers are coached to return to use of the positive at-
tention skills (e.g., praises, reflections, behavior descriptions) after the
implementation of the discipline techniques and to continue focusing
on building and maintaining a positive relationship with the child.
Empirical examination demonstrates that PCIT results in improved
parental sensitivity to the child (Thomas & Zimmer-Gembeck, 2011,
2012), increases in positive parental responses (Hakman, Chaffin,
Funderburk, & Silovsky, 2009; Harwood & Eyberg, 2006), and reduc-
tions in coercive and rigid parenting beliefs (Chaffin et al., 2004;
Timmer et al., 2005). Theoretically, and empirically, PCIT appears to im-
prove parental sensitivity and responsiveness, as well as reduce paren-
tal coerciveness. As such, PCIT teaches and yields the desired parental
beliefs and behaviors prescribed by attachment theory and research.

Third, PCIT is focused on changing the child's current environment,
especially within the parent–child dyad. The use of PCIT skills are
meant to be generalized to the home and community environments
and parents are encouraged to practice the skills during the week. This
practice includes using the skills during ordinary daily interactions
with the child and assigned “homework” to practice the skills each
day in a defined play sessionwith the child. Other caregivers are encour-
aged to utilize the skills for environmental consistency and changes
within the home and school (e.g., routines, structure) are frequently en-
couraged. Evaluations of PCIT in home settings have produced positive
results (Galanter et al., 2012; Ware, McNeil, Masse, & Stevens, 2008)
and adjunct in-home PCIT coaching appears to increase the effective-
ness of the intervention among those receiving clinic-based services
(Timmer, Zebell, Culver, & Urquiza, 2010). PCIT is a present-focused in-
tervention and the skills can be generalized outside of the clinic,
resulting in a more consistent and sustained change in the child's
environment that directly impacts the child's behaviors and the par-
ent–child relationship.

Finally, PCIT is sensitive to a child's cognitive developmental level.
The clinician coaches the caregiver to deliver the PCIT skills in a manner
that is appropriate for the child's cognitive abilities and/or limitations.
This may include the clinician providing information about develop-
mental expectations; providing coaching in delivering commands,
praises, and other verbalizations in a developmentally appropriate
way; and using the PCIT skills to further development the child's cogni-
tive skills (e.g., teach concepts, increase vocabulary, refine speech). Re-
sults of clinical trials of PCIT demonstrate that the skills are effective
for improving behavioral problems among children with autism spec-
trum disorders (Solomon, Ono, Timmer, & Goodlin-Jones, 2008) and in-
tellectual disability/mental retardation (Bagner & Eyberg, 2007), aswell
as for improving language abilities of childrenwith expressive language
difficulties (Allen &Marshall, 2011). In addition, suggestions for the use
of PCIT for children with severe traumatic brain injury (Cohen, Heaton,
Ginn, & Eyberg, 2012) and developmental disabilities (McDiarmid &
Bagner, 2005) are available. In short, PCIT is effective with children
showing a wide range of cognitive abilities whether it be the nature of
one's level of cognitive development or the result of a biologically-
based syndrome or insult. The critical factor is that the clinician coaches
the caregiver to deliver the techniques in a manner that is consistent
with the child's level of cognitive sophistication.

In summary, PCIT is an effective intervention for treating a child's ex-
ternalizing behavioral problems, as well as reducing internal distress.
From an attachment perspective, PCIT delivers precisely what one
would predict: Notable increases in supportive, attentive, and empathic
behaviors from theparents resulting in a significantly improved parent–
child relationship. Adding to the improved quality of interactions
between the parent and the child are the marked improvements in
the child's emotion regulation and social skills, two of the primary treat-
ment goals prescribed by attachment theory and research. By achieving
these goals through a concentration on changing the child's current en-
vironment and respecting his or her cognitive abilities, PCIT embodies
all of the aspects of an appropriate and theoretically-justifiable
“attachment-based intervention.”

4. A pilot study of PCIT with adopted children

The purpose of this pilot study is to examine PCIT's effectiveness for
increasing positive parenting skills, reducing children's behavior prob-
lems, reducing parents' stress, and improving the parent–child relation-
ship with a sample of children typically considered in need of
attachment-focused treatment. The sample consists of clinic-referred
pre-adoptive and adoptive parent–child dyads considered high-risk
because of the child's history of maltreatment, which increases the like-
lihood that children will have less optimal attachment to their care-
givers. We hypothesized that significant improvement would be
observed in all areas from pre- to post-treatment.

4.1. Participants

Information from a sample of 85 children referred for PCIT between
August 1997 andMarch 2013 for treatment of their disruptive behavior
problems and difficult-to-manage behavior was used for these analyses.
Dyads were eligible for inclusion if the child was at least 2 and less than
8 years of age (Mean= 4.45 years, SD= 1.61), with a parent that was
either adoptive or in the process of adopting the child, had participated
in standard, clinic-based PCIT, had completed at least all pre-treatment
measures of child behavior problems and another assessment atmid- or
post-treatment. If more than one caregiver participated in treatment,
the primary participant was selected. If both parents participated equal-
ly, one of the two was randomly selected to insure independence of
measures. If a sibling set participated in treatment and both siblings
met the criteria for assessments (i.e., at least one measure completed
pre-treatment and either mid- or post-treatment), only the younger
child was included in the study. This sample represented 78.7% of all
adoptive and pre-adoptive parent–child dyads in the appropriate age
range that had completed pre-treatment assessments: 22 dyads
(21.3%) terminated treatment before the mid-treatment assessment; 5
of these dyads never started treatment.

The treatment setting was a university hospital-based outpatient
clinic primarily serving children with a history of maltreatment. Chil-
dren were assessed to determine the presence of a child mental health
diagnosis and the appropriateness of PCIT. All participants met
county-defined criteria formedical necessity; 35% of the samplewas re-
ferred to treatment by a child welfare social worker; and the court was
involved in the child's mental health treatment in 9.5% of cases. The
University of California, Davis IRB approved the consent form and the
description of the study, and all participants gave informed consent to
participate in research.

4.1.1. Description of dyads participating in PCIT
Half (51%) of the 85 children were male; and approximately 45% of

the children were Caucasian, 27% were African American, 24% were La-
tino, and 4% were other ethnicities. All of the adoptive children in this
sample had experienced some early adverse experience. More than
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two-thirds (70.6%) of the children had been maltreated or exposed to
interparental violence; and close to half of the children (43.5%) had suf-
fered more than one type of risk: 33% had been physically abused, 65%
had been neglected, 9% had been sexually abused, and 48% had been
exposed to interparental violence. The remaining 30% of children who
had not been maltreated or exposed to violence had been prenatally
exposed to drugs.

These children participated in PCIT along with either of their adop-
tive parents, varying both in how long they had lived with their adop-
tive families and how far along they were in the adoption process.
Two-thirds of children (66.7%) had lived with their adoptive parents
for one year or longer; 12.1% had lived with them between 6 months
and a year; the remaining children had lived with their adoptive fami-
lies for less than 6 months (21.2%). While we did not know specific in-
formation aboutwhere dyadswere in the process of adoption, we know
that as of the pre-treatment assessment, approximately two-thirds
(63.5%) of children did not share the same last name as the parents,
while a third did share the same last name.

In 26.5% of cases, two parents participated in at least some of their
children's PCIT sessions. The large majority of the caregivers participat-
ing in treatmentwith the childwere female (88.2%). About 83.9% of par-
ents were married (79%) or cohabitating (4.9%). Approximately 64% of
parents were Caucasian, 17% were African American, 14% were Latino,
and 6% were other ethnicities. Parents and children were likely to be
matched in ethnicity (65.9% matched; Spearman r = .26, approximate
T = 2.49, p = .015).

4.2. Procedures

Parents were given a battery of standardized measures and a short
demographic questionnaire after they came to the clinic for the first
time. Parents were asked to complete the assessments before beginning
treatment, after the first phase of treatment (CDI), and immediately
post-treatment. Additionally, therapists conducted a videotaped 15-
minute semi-structured observational assessment of the quality of care-
giver and child interactions. The parent and child played together at a
table in a roomequippedwith a two-waymirror, andwere concurrently
videotaped. The parent wore a “bug-in-the-ear” device, so that they
could hear the therapist from the other side of the 2-way mirror.

Dyads were considered to have completed treatment after the par-
ents mastered the skills taught in both the CDI and PDI portions of
PCIT and children responded to their parents' efforts to manage their
behavior. For example, if a child had a tantrum and the parent without
coaching could not help the child to recover sufficiently to resume
play, they were not graduated. In the current sample of participants
with two assessment points, 84.5% graduated and 15.5% were consid-
ered to have terminated treatment early. The average number of
treatment sessions (including assessments) to treatment termination
was 17.26 (SD= 6.7).

4.3. Measures

4.3.1. Child Behavior Checklist (CBCL)
The CBCL is a standardized instrument that lists approximately 100

child behavior problems. Parents or regular caregivers are asked to
report on the frequency of problem behaviors in their children on a
3-point scale (0 = never to 2 = often). Separate norms are provided
for boys and girls. This study spanned older and newer versions of two
forms of the CBCL: one form is designed for young children
(Achenbach, 1994a; Achenbach & Rescorla, 2000) and one for middle
childhood and teen years (Achenbach, 1994b, 2001). Therapists
transitioned from the old to the new versions of the CBCL in 2003, and
were careful to administer the same version at both assessment points,
so that a dyad's pre- to post-treatment change would be measured by
the same version. This study utilizes the CBCL's two broadband scales
(Internalizing and Externalizing Behaviors), and the Total Problem
score asmeasures of children's symptom severity. Although these scales
are composed of slightly different items in the forms for younger and
older children, it is assumed that themeaning of internalizing, external-
izing, and total problem behaviors is consistent across forms. The old
and new versions of the broadband scales of the CBCL are highly corre-
lated (Achenbach, 2001; Achenbach & Rescorla, 2000). No differentia-
tion of scores from the two versions is made in this study.

4.3.2. Eyberg Child Behavior Inventory (ECBI)
The ECBI (Eyberg & Pincus, 1999) is a 36-item scale that measures

behavior problems exhibited by children aged 2 to 16 years. In contrast
to the CBCL, the ECBI lists behaviors more commonly associated with
disruptive behavior disorders (e.g., dawdling, arguing or fighting with
siblings, sassiness). Caregivers indicate the frequency of these behaviors
along a 7-point scale (1= never to 7 = all the time) and whether they
perceive the behavior as a problem (0= No, 1 = Yes). Resulting scales
reflect the intensity and number of behavior problems. The reliability
and validity of the ECBI is well established (Eyberg & Pincus, 1999).

4.3.3. Parenting Stress Inventory — Short Form (PSI-SF)
The PSI-SF (Abidin, 1995) was designed to identify parent–child

dyads experiencing stress and at risk for developing parenting and
child behavior problems. The PSI-SF contains 36 items rated on a
5-point scale (1 = strongly disagree to 5 = strongly agree), grouped
into three scales: Parent Distress (PD), Parent–Child Dysfunctional Rela-
tionship (P–C Dys), and Difficult Child (DC). The Parent Distress scale
measures parents' feelings of distress (e.g., parent competence, depres-
sion, social isolation). The Parent–Child Dysfunctional Relationship
scale reflects the degree to which the parent perceives the child as
happy and healthy, and perceives the parent–child relationship as re-
warding. The Difficult Child scale measures the parents' perceptions of
the child's moods, adaptability, and demandingness. The PSI-SF demon-
strated acceptable reliability and validity as reviewed by Abidin (1995).

4.3.4. Family risk factors
Information about children's history of abuse, neglect, and exposure

to interparental violencewas obtained by reviewof the child's clinic file.
The file contained therapists' reports, social workers' reports, court re-
cords, and therapists' clinical assessments,which contained information
about the child's trauma history. When there was an unsubstantiated
possibility that a child might have been abused, we labeled the case as
having “suspected maltreatment.” A child might have “suspected mal-
treatment” if an allegation of abuse or neglectwasmentioned on a refer-
ral or other communication with a child welfare social worker or a
caregiver. Children were classified as either having a suspected or doc-
umented history ofmaltreatment, or havingnohistory ofmaltreatment.
For purposes of this study, children with suspected and documented
histories of maltreatment were both classified as having a history of
maltreatment.

4.3.5. Dyadic Parent–Child Interaction Coding System (DPICS)
The recorded observational assessments of parent–child interactions

were coded using the Dyadic Parent–Child Interaction Coding System
(DPICS, 4th ed.), a microanalytic coding system designed by Eyberg and
her colleagues (DPICS, 4th ed., Eyberg, Nelson, Ginn, Bhuiyan, & Boggs,
2013) to categorize every parent verbalization in a parent–child interac-
tion. Although DPICS is in its 4th edition, the data collected for this study
spansmore than a decade and all four editions of thismanual, in addition
to two different versions of “mastery” of play therapy skills (i.e., CDImas-
tery), the goal of the first phase of treatment. Because the earlier version
of CDI mastery did not distinguish between certain codes (nor did the
coders distinguish between these codes), we needed to use the earlier
version of CDI mastery to examine change from the first to the final as-
sessment. Hence, we combined codes into those verbalization categories
communicating positive attention commonly used by PCIT therapists in
weekly assessments (descriptions, praise, and reflective statements)



Table 2
Percent of children reported as having clinical levels of behavioral problems on the ECBI
and CBCL at the pre-treatment and final assessments.

Pre-treatment Final assessment

CBCL (N = 68)
Internalizing problems 39.2 18.9
Externalizing problems 44.6 27.0
Total problems 44.6 27.0

ECBI (N = 72)
Intensity of problems 65.8 26.3
Number of problems 43.1 12.5
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and those verbalizations discouraged by therapists because they tend to
correct and direct (e.g., questions, commands, and critical statements).
Descriptions give specific information about the child's current or imme-
diately completed behavior, or provide information about people, ob-
jects, events or activities. In reflective statements, a parent repeats the
child's verbalization that immediately preceded it. Praise is defined as
any specific positive evaluation of children's attributes, products, or be-
haviors. Discouraged verbalizations are comprised of commands (paren-
tal directions to the child to perform a behavior), questions (verbal
inquiries that do not have any implicit demand for behavior), and critical
statements (negative evaluations of children's attributes, products, or be-
haviors). It was standard practice for coders to code the observation
twice to insure reliability. To test for reliability and coder drift, approxi-
mately 25% of tapes were recoded and intraclass correlations were com-
puted for encouraged parent verbalizations (r = .83) and discouraged
parent verbalizations (r = .81). These coefficients suggest that codes
for these parent verbalization categories are reliable.

5. Results

5.1. Change in child behavior problems

To testwhether adoptiveparents reported significant improvements
in children's emotional and behavioral problems from pre-treatment to
the end of treatment, we conducted repeated measures analysis of co-
variance of scores on two measures (CBCL, ECBI), using all dyads who
completed measures at two assessment points (i.e., pre-treatment and
either mid- or post-treatment). We covaried whether or not the dyad
dropped out of treatment early (n = 8), thus indicating which assess-
ment was used in the analysis. Results of analyses showed significant
improvements in internalizing, externalizing, and total problems, as
measured by the CBCL (Overall F(3, 70) = 7.46, p b .001, η2 = .24, Ob-
served power= .98) as well as significant improvements in the intensi-
ty and number of behavior problems as measured by the ECBI (Overall
F(2, 68) = 38.86, p b .001, η2 = .52, Observed power = 1.0). Table 1
shows the CBCL and ECBI scalemeans and standard deviations, and uni-
variate effects statistics reflecting the significance of change from pre-
treatment to the final assessment. Findings reveal significant reductions
in adoptive parents' reports of every scalemeasuringdifferent aspects of
their children's emotional and behavioral problems.

5.2. Clinical significance of change in behavior problems

Further examination of these changes showed that 65.8% of adoptive
parents reported child behavioral problems in the clinical range
pre-treatment on the ECBI intensity scale. At the final assessment,
26.3% of childrenwere reported to have clinical levels of behavior prob-
lems. Decreases alsowere observed on othermeasures of child behavior
problems (see Table 2).
Table 1
Mean scores on outcome measures pre- and post-treatment.

Measure/scale: Pre-treatment Fina

M (SD) M

CBCL T-scores (N = 68)
Internalizing 60.1 (10.3) 52.
Externalizing 64.6 (11.3) 57.
Total Problem 62.7 (10.8) 55.

ECBI raw scores (N = 72)
Intensity 136.1 (33.6) 108.
Problems 14.2 (7.6) 6.

PSI-SF raw scores (N = 66)
Parental Distress 23.5 (7.4) 21.
P–C Dys. Relation. 24.4 (7.5) 21.
Difficult Child 36.6 (8.6) 29.
Total Stress 84.5 (18.5) 71.

Note: OP = Observed power.
5.3. Changes in parenting behavior

Part of the purpose of PCIT is to coach parents to provide more pos-
itive attention to their children's appropriate behavior and to positively
support children's play, rather than direct and correct them. To
test whether adoptive parents increased the degree to which they pro-
vided positive attention and decreased their directing and correcting
behavior, we conducted a repeated measures analysis of covariance of
the coded DPICS observation using a subset of participants (n = 38),
covarying whether or not the dyad completed treatment. Participants
included in this analysis either had coding sheets present in their
case files or videotapes of assessment sessions. Results of this
analysis showed strong significant increases in verbalizations
communicating positive attention, such as descriptions, praises, and re-
flections (Pre-treatment: M = 26.05, SD = 14.1; Final assessment:
M = 49.47, SD = 18.1; F(1, 37) = 72.3, p b .001, η2 = .69, Observed
power =1.0) and strong significant decreases in discouraged
verbalizations, such as commands, questions, and critical statements
(Pre-treatment: M = 33.71, SD = 15.0; Final assessment: M = 8.84,
SD= 7.0; F(1, 37) = 83.1, p b .001, η2 = .70, Observed power = 1.0).
5.4. Changes in stress related to the parent role

To testwhether adoptive parents reported significant improvements
in indicators of parenting stress from pre-treatment to the end of treat-
ment, we conducted repeated measures analysis of covariance using all
dyads who completed measures at two assessment points (i.e., pre-
treatment and either mid- or post-treatment). We covaried whether
or not the dyad dropped out of treatment early (N=9), thus indicating
which assessment was used in the analysis. Results of analyses showed
significant improvements in Parental Distress, Parent–Child Dysfunc-
tional Relationship, Difficult Child, and Total Stress scales (Overall F(4,
62) = 11.11, p b .001, η2 = .35, Observed power = 1.0). Table 1
shows the PSI-SF scale means and standard deviations, and univariate
effects statistics reflecting the significance of change from pre-
treatment to the final assessment. Findings reveal significant reductions
l assessment Effects

(SD)

9 (11.9) F(1, 72) = 39.3, p b .001, η2 = .35, OP = 1.0
7 (11.0) F(1, 72) = 38.4, p b .001, η2 = .35, OP = 1.0
5 (11.8) F(1, 72) = 42.9, p b .001, η2 = .37, OP = 1.0

9 (33.0) F(1, 69) = 54.99, p b .001, η2 = .44, OP = 1.0
6 (6.2) F(1, 69) = 68.3, p b .001, η2 = .50, OP = 1.0

2 (7.7) F(1, 65) = 9.6, p = .003, η2 = .13, OP = .86
1 (7.9) F(1, 65) = 19.3, p b .001, η2 = .23, OP = .99
6 (10.1) F(1, 65) = 31.8, p b .001, η2 = .33, OP = 1.0
9 (22.4) F(1, 65) = 29.6, p b .001, η2 = .32, OP = 1.0
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in adoptive parents' reports of every scalemeasuringdifferent aspects of
their parenting stress.

6. Discussion

The current paper sought to achieve two primary goals: (1) to expli-
cate how PCIT can be understood as an attachment-based intervention
for children, and (2) to demonstrate that PCIT can provide significant
benefit for children and families often described as needing an
attachment-based treatment. To these ends, Section 2 of this paper
drew heavily on attachment theory and research to describe the prima-
ry treatment goals of an attachment-based approach and described how
PCIT targeted each of these goals. Section 4 provided pilot data demon-
strating the benefit of PCIT for adopted children and their adoptive
caregivers.

Child welfare professionals are increasingly being encouraged to
refer children and families for evidence-based mental health services
(Child Welfare Collaborative Group, National Child Traumatic Stress
Network, & California Social Work Education Center, 2013). This can
create confusion for many caseworkers or other professionals who be-
lieve that adopted, foster, or other out-of-home children require
attachment-focused services to improve mental health. These conflict-
ing priorities are often the result of misunderstandings related to either
attachment theory and research or evidence-based treatment (Allen,
2011a). Nonetheless, these two perspectives can co-exist when an
evidence-based treatment is consistent with the principles of attach-
ment theory and research.

The current paper demonstrates how PCIT, a recognized and
commonly cited evidence-based treatment, satisfies four tenets of
attachment-focused treatment: (1) focus on establishing an adequate
relationship with a discriminated attachment figure, (2) enhance the
caregiver's ability to sensitively and effectively identify and respond to
the child's emotions and behaviors, (3) focus on the present relation-
ship and context and attempt to improve the child's functioning within
his or her current context, and (4) be cognizant of the child's cognitive
ability. Through these treatment positions, theoretically, one would
expect an improved parent–child relationship and subsequent im-
provement in the child's emotion regulation, self-perception, and social
skills.

The data presented in this paperwith adopted children suggests nu-
merous attachment-related benefits to PCIT. First, direct observations of
caregiver–child interactions demonstrated that caregivers significantly
increased their use of positive attention skills (e.g., praises, reflections,
descriptions), and reduced their use of negative skills (e.g., criticisms,
questions, commands). These findings likely reflect greater sensitivity
on the part of the caregiver, and less frustration, as parents are better
able to identify and attend to the child's behaviors in a positive manner.
Second, scores on the PSI significantly declined, suggesting that
caregivers were under less stress and endorsed better relationships
with their children. Lastly, reductions in the child's externalizing and in-
ternalizing problems were significant and may signal marked improve-
ment in the child's emotion regulation, social skills, and self-perception.
In short, the data presented here demonstrates that PCIT was able to
prompt improvements in attachment-related areas and did so with a
high risk sample: adopted childrenwith a history of childmaltreatment.

It is important to emphasize that the outcomemeasures used in this
project were not direct examinations of attachment-related constructs
(e.g., internal working models, attachment classifications). Measure-
ment of such constructs outside of the toddler and preschool age groups
are fraught with difficulty as a result of significant challenges in the de-
velopment of psychometrically sound assessment methods (Allen,
2011b; O'Connor & Zeanah, 2003). The data presented here represent
only a pilot study of the effectiveness of PCIT with children at risk for
attachment-related problems. A more convincing demonstration of
the effectiveness of PCIT for this populationwould require a randomized
controlled trial, ideally employing an active control group that can
account for non-specific factors of treatment (Allen, 2014). In addition,
in keeping with prior observations (O'Connor, Matias, Futh, Tantam, &
Scott, 2013), it may be necessary to conduct follow-up assessments to
determine if the behavioral and parenting improvements noted from
PCIT translates into more adaptive attachment representations and
relationships.

An intervention such as PCIT, which possesses significant evidence
documenting improvement of behavioral problems (Thomas &
Zimmer-Gembeck, 2007) and targets attachment-derived treatment
goals,mayprovide the optimal treatment course for adopted and/or fos-
ter childrenwith behavioral and/or attachment disturbances. Given that
more significant behavioral problems are associated with a lower likeli-
hood of adoption (Leathers et al., 2012) and more negative evaluations
of adoption success (Castle et al., 2009), it is critical that families who
are considering adopting children with maltreatment histories receive
effective services early in the adoption process. PCIT, whether viewed
as targeting behavioral problems or attachment-related constructs, like-
ly impacts both and should be considered as a viable treatment option
for children experiencing or at risk of attachment-related problems.
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