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Parent-Child Interaction Therapy With a
Family at High Risk for Physical Abuse

Joaquin Borrego, Jr.

Anthony J. Urquiza

Rebecca A. Rasmussen

Nancy Zebell

University of California, Davis Medical Center

The use of empirically validated treatments with physically
abusive and at-risk families continues to be an issue requiring
further clinical and research attention. This single-case study
discusses the effectiveness of Parent- Child Interaction Therapy
(PCIT) with a mother-child dyad considered to be at high risk
Jor physical abuse. Although PCIT is effective with different
populations and in different settings, no study to date has
demonstrated the effectiveness of PCIT with physically abu-
sive families or families at risk for physical abuse. Data are
presented from behavioral observations and standardized
measures. Results suggest that PCIT was effective in reducing
the child’s behavior problems and the mother’s stress, and in-
creasing the number of positive parent-child interactions. Fi-
nally, implications for future clinical and research work on
physically abusive and at-risk families are discussed.

Although child physical abuse continues to be an in-
creasing social problem that receives considerable at-
tention in the social sciences (e.g., Emery & Laumann-
Billings, 1998; Kolko, 1992; Milner & Chilamkurti,
1991), little research has incorporated validated treat-
ments on physically abusive parent-child families (Ur-
quiza & McNeil, 1996). Much of this research has fo-
cused primarily on describing abusive families and the
consequences of child abuse (Kolko, 1992; Wolfe,
1987). Numerous interventions have been used with
physically abusive parents, with most interventions
pointing to promising results (Azar, 1991; Urquiza &
McNeil, 1996). Traditionally, treatment has focused on
teaching parents child management techniques (Croz-
ier & Katz, 1979; Wolfe, Sandler, & Kaufman, 1981),
self-control (Denicola & Sandler, 1980), anger manage-

ment (Nomellini & Katz, 1983; Whiteman, Fanshel, &
Grundy, 1987), and social skills (Fantuzzo, Wray, Hall,
Goins, & Azar, 1986). Very few studies have actually
worked directly with both the parent and child as the
focus of treatment (e.g., Crimmins, Bradlyn, St. Law-
rence, & Kelly, 1984; Wolfe et al., 1982).

Although there are neither stable nor consistent
characteristics of physically abusive adults and physi-
cally abused children, physically abusive parents often
have chronic problematic relationships with their chil-
dren (Urquiza & McNeil, 1996), they interact less (Bur-
gess & Conger, 1978), and they have more negative
(Reid, Taplin, & Lorber, 1981) and fewer positive inter-
actions with their children (Kavanagh, Youngblade,
Reid, & Fagot, 1988). Milner and Chilamkurti (1991),
in their review of the literature, list several factors that
may contribute to a parent abusing his or her child (e.g.,
demographics, child abuse history, inappropriate child
expectations, parent-child interactions, and parent dis-
cipline strategies). Kolko (1992) offers a complemen-
tary review of the literature on physically abused chil-
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dren. As with parents, there are no consistent
characteristics for physically abused children; how-
ever, a common characteristic is aggression toward
others (Wolfe & Moske, 1983).

The absence of positive parent-child interactions
seems to distinguish physically abusive parents from
nonabusive ones (Milner & Chilamkurti, 1991; Wolfe,
1987), as physically abusive parents are more likely to
engage in less effective and more aversive discipline
strategies than nonabusive parents (Lahey, Conger,
Atkenson, & Treiber, 1984; Monroe & Schellenbach,
1989). These parents use fewer positively oriented dis-
cipline techniques and rely more on power assertion
techniques such as threats(Oldershaw, Walters, & Hall,
1986), have greater negative expectations of their
child’s behavior (Schellenbach, Monroe, & Merluzzi,
1991), and have a greater acceptance of corporal pun-
ishment as an effective means of child discipline (Kelly,
Grace, & Elliot, 1990; Trickett & Susman, 1988).

Social Learning Framework

Most physically abusive relationships can be under-
stood using a social learning framework (Urquiza &
McNeEeil, 1996). For instance, Patterson and colleagues
(Patterson, 1975, 1976a, 1976b, 1982; Patterson, DeBa-
ryshe, & Ramsey, 1989) developed a framework to
explain the interchange of parent-child behaviors that
contribute to problematic child behaviors. Patterson
(1975; 1976a; 1976b; 1982) proposes a coercion
hypothesis to account for the development and main-
tenance of a disrupted parent-child relationship.
Briefly, certain conditions (e.g., failure to reinforce
appropriate behavior) can perpetuate a child’s con-
tinuous use of aversive behaviors, resulting in behav-
ioral escalation. For example, a parent might give a
command with which the child will either comply
(ending the command) or not comply (e.g., usually
accompanied by other negative behaviors such as a
whine, yell, or cry). This noncompliant behavior may
end the parent’s command, and the child learns to
repeat or escalate negative attention-seeking behaviors
to end unwanted commands. The parent, in turn,
either withdraws the command (negatively reinforcing
the behavior) or responds with coercive behaviors
(e.g., yelling).

Urquiza and McNeil (1996) extend this paradigm to
physically abusive parent-child relationships in which
some parents may resort to physical abuse to get com-
pliance. The child responds to the parents’ escalated
behavior by complying; thus, it negatively reinforces
the parent’s coercive behavior. It is this basic pattern of
coercive parent-child interactions that may help
explain physically abusive parent-child relationships,
although a more comprehensive framework of child

physical abuse would also include a range of contex-
tual variables (e.g., history of abuse, developmental
issues, different cultural parenting practices, and socie-
tal tolerance of abuse toward children).

PCIT

PCIT is a two-stage operant model for modifying
maladaptive interactional patterns between parents
and their young children by teaching parents to use dif-
ferential reinforcement by providing positive conse-
quences for appropriate behaviors (e.g., getting a
praise after compliance) and negative consequences
for inappropriate behavior (e.g., ignoring whining,
time-out for noncompliance) (Eyberg & Boggs, 1989;
Eyberg, Boggs, & Algina, 1995; Eyberg & Robinson,
1982; Hembree-Kigin & McNeil, 1995). By incorporat-
ing a developmental framework, PCIT emphasizes the
importance of play therapy techniques as a mechanism
for promoting positive relationships between parents
and their children. In turn, PCIT uses social reinforce-
ment between the therapist, the parent, and the child in
bringing about positive behavior change (Borrego &
Urquiza, 1998).

Essentially a parent training program, PCIT con-
tains an intensive positive-interaction training compo-
nent, incorporates parent and child within the treat-
ment session, changes the pattern of dysfunctional
parent-child relationships, and involves the use of live
coaching (Eyberg & Robinson, 1982). PCIT is con-
ducted in two phases: Child-Directed Interaction
(CDI) or the Relationship Enhancement Phase, and
Parent-Directed Interaction (PDI) or the Discipline
Phase. In CDI, parents are coached to use specific,
positive skills and relationship-enhancing skills (e.g.,
statements and behaviors), including the following:
descriptions (provide a verbal description of the child’s
appropriate play), reflections (repeat verbatim or para-
phrase an appropriate verbal statement of the child),
imitation (copy appropriate child behaviors), and
praising (provide positive verbal statements for appro-
priate behavior or verbalizations or both) (for a more
comprehensive discussion of PCIT coaching concepts,
see Eyberg, 1988; Hembree-Kigin & McNeil, 1995).
Once parents meet completion criteria for CDI, the
PDI portion of PCIT is introduced. During the PDI
didactic, parents are taught to use clear, positively
stated, direct commands, and to consistently follow
through with consequences for behavior (e.g., praise
for compliance, time-out for noncompliance; Urquiza
& McNeil, 1996). Preliminary data from our research
lab comparing abusive and nonabusive mothers (both
with children with behavior problems) suggest that
direct commands are more effective in gaining compli-
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ance from children with behavior problems than com-
mands that are either asked in question form or are
implied (Borrego, Urquiza, & Timmer, 1999). The
treatment is considered successful when the child is
consistently compliant with direct and clear commands
that are given by the parent, and when the parent is
able to successfully and consistently follow through
with the appropriate consequences.

Treatment studies have shown PCIT to be effective
in decreasing child behavior problems (e.g., Eisen-
stadt, Eyberg, McNeil, Newcomb, & Funderburk,
1993; Eyberg, 1988; Eyberg & Robinson, 1982;
McNeil, Eyberg, Eisenstadt, Newcomb, & Funder-
burk, 1991). There are no studies that document the
effectiveness of PCIT with parent-child relationships
that have a risk or history of physical abuse. As argued
elsewhere (e.g., Urquiza & McNeil, 1996), PCIT is a
suitable treatment for physically abusive families, as it
focuses on the parent-child relationship by increasing
positive and decreasing negative interactions. Because
abusive parent-child relationships can be character-
ized by the low number of positive interactions (e.g.,
Burgess & Conger, 1978), PCIT is a good fit for this
treatment population. In addition, the emphasis on the
direct coaching of individual families may be more
effective with at-risk or physically abusive families than
group training or videotape modeling or both would
be (e.g., Webster-Stratton, 1984, 1994), because PCIT
is concrete (and thus suitable for low-functioning par-
ents), nonblaming (which is a concern for parents who
are in the child welfare system and thus may interfere
with the therapeutic relationship), and relatively short
in duration (14-week treatment program).

In this single-case study, we describe a family that
was at high risk for physical abuse and referred to our
medical center. We explain and discuss the specific
effectiveness of PCIT with this family. Pretreatment,
midtreatment, posttreatment, and follow-up data are
presented. This study used both standard paper-and-
pencil measures and behavioral observation method-
ology to document progress throughout the treatment.

METHOD
Participants

The family in treatment consisted of a 35-year-old
single mother with prior Child Protective Services
(CPS) involvement and her 3-year-old son. Although
the mother had another child (age 4), he was not part of
treatment. The mother was physician-referred to the
Child Protection Center at the University of California
Davis Medical Center after the mother had called in
crisis, stating that she had spanked her son for being too
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aggressive with his older sibling. The physician
referred the client to the child welfare system to assess
the risk of harm to the child. CPS made a home visit to
investigate the incident and then referred the mother
to the PCIT program. The mother reported that the
spanking scared her into thinking that she could harm
her son if she lost control of her temper.

During the initial intake session, the mother
reported that her son had numerous behavior prob-
lems that included being self-destructive (e.g., head
butting), being physically aggressive with his older
brother (e.g., kicking), and having numerous temper
tantrums (e.g., whining). The child’s head butting was
such a significant problem for the mother that he often
wore a helmet at home. He also wore the helmet dur-
ing the first few therapy sessions.

The child in therapy had fetal alcohol effects and his
older brother was mentally retarded and had fetal alco-
hol syndrome (FAS). The mother had a history of
being homeless and an alcoholic. Because of her prior
CPS history (involving alcohol), her children having
special needs (mental retardation and fetal alcohol
effects), and her calling in crisis, she was considered to
be at high risk for physical abuse.

Measures
Coding System

Dyadic Parent-Child Interaction Coding System
(DPICS). The DPICS (Eyberg & Robinson, 1983) was
designed to assess the quality of parent-child social
interactions through observations of dyads in a clinical
setting. In their standardization study, Robinson and
Eyberg (1981) reported interrater reliabilities for differ-
ent types of coders (e.g., psychologists, psychology
interns, and graduate-level research assistants) that
ranged from .67 to 1.0 (mean = .91) for parent behav-
iors and .76 to 1.0 (mean = .92) for child behaviors.
Interrater reliability was assessed by correlating the
frequency of each behavior that was recorded during
the observations. The validity of the DPICS has been
demonstrated in studies. It has correctly classified (via
discriminant function analyses) 100% of normal fami-
lies, 85% of treatment families, and 94% of all families
(Robinson & Eyberg, 1981). Several additional studies
have demonstrated the psychometric properties of the
DPICS with other populations, including neglectful
mothers (Aragona & Eyberg, 1981) and children with
conduct disorders (Webster-Stratton, 1985). Bessmer
and Eyberg (1993) have examined preliminary infor-
mation on the DPICS categories. Although the DPICS
has the potential to code many different types of
behavior, only nine DPICS categories were coded for
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TABLE 1: DPICS Parent and Child Codes

Parent codes
Questions A descriptive or reflective comment expressed in

question form

Descriptions A declarative sentence or phrase that gives an
account of the objects or people in the situation,
or the activity occurring during the interaction

A nonspecific (unlabeled) or specific (labeled)
verbalization that expresses a favorable
judgement on an activity, product, or attribute
of the child

Praises

Child codes®
Cry Inarticulate utterances of distress (audible
weeping) at or below the loudness of normal
conversation
Yell A loud screech, scream, shout, or loud crying; the
sound must be loud enough so that it is clearly
above the intensity of normal indoor
conversation
Words uttered by the child in a slurring, nasal,
high-pitched, falsetto voice
Smart talk  Impudent or disrespectful speech
Destructive When the child destroys, damages, or attempts to
damage any object
A bodily attack on or an attempt to attack the
parent

Whine

Physical
negative

a. Due to their low frequency, the six child codes were collapsed into
a negative child behaviors category.

this study. Table 1 lists the codes that were used in this
study.

Child Behavior Measures

Eyberg Child Behavior Inventory (ECBI). The ECBI
measures behavioral problems that are exhibited by
children with ages from 2 to 16 years (Eyberg & Ross,
1978). The inventory contains 36 behaviorally specific
items (e.g., argues with parents about rules). Parents
indicate the frequency of behaviors (intensity score)
and whether they are considered to be problematic
(problem score). The problem score can range from 0
to 36, and the intensity score can range from 36 to 252.
Eyberg (1988) reviewed studies demonstrating the reli-
ability and stability of the ECBI, as well as its validity
and sensitivity to change following parent training.
The ECBI has been standardized on a number of
populations (Eyberg & Robinson; 1983; Eyberg &
Ross, 1978), and it has been shown to provide areliable
and valid assessment of parents’ perceptions about
their child’s behavior problems (Eyberg & Ross, 1978).
The published cutoff scores for child deviancy are an
intensity score of greater then 127 or a problem score of
greater than 11.

Child Behavior Checklist-Parent Report (CBCL-P).
The CBCL-P (Achenbach & Edelbrock, 1983, 1986) is
a standardized instrument that lists 113 problem

behaviors that children from the age of 2 to 18 (one age
group is 2 to 3 years old, and the other is 4 to 18 years
old) may exhibit. The version that was used is com-
pleted by the parent. Separate norms are provided for
both boys and girls in four age groups (2to 3,4 to 5, 6 to
11, and 12 to 16 years). Through a factor analytic
design, the CBCL-P is composed of two broadband
scales (internalizing and externalizing) and a range of
narrowband scales for each age group and gender (e.g.,
depressed, somatic complaints, hyperactive, aggres-
sive, etc.). In addition, the CBCL-P provides a social
competence score. Achenbach, Edelbrock, & Howell,
(1987) have provided extensive descriptions of the psy-
chometric properties of the CBCL-P, which have
resulted in this measure being one of the most fre-
quently used for child behavioral problems and psy-
chological adjustment.

Parent Measures

Child Abuse Potential Inventory (CAPI). The CAPlis a
77-item instrument developed by Milner (1986). The
CAPI contains 10 scales. The physical abuse scale can
be divided into six scales of different factors: distress,
rigidity, unhappiness, problems with child and self,
problems with family, and problems from others. In
addition, the CAPI contains three validity scales: a lie
scale, a random response scale, and an inconsistency
scale. The CAPI has a third-grade reading level. In the
CAPI manual, Milner (1986) provides a review of the
psychometric properties of this measure with multiple
types of respondents. Of relevance to this investiga-
tion, research has been conducted with physically abu-
sive and at-risk parents. From these data, Milner
reports split-half and KR-20 reliability coefficients for
the CAPI abuse scale as ranging from .93 to .98 and .87
to .96, respectively (from several studies with a total of
more than 2,000 parents, consisting of males and
females, who are physically abusive, or neglectful, or
at-risk, or are control subjects). In a series of studies,
test-retest reliabilities are excellent for the CAPI Abuse
scale (.91 for one day; .90 for one week; .83 for one
month). Similar reliability performance is reported for
the other clinical scales and validity scales. Milner and
colleagues (Milner, Charlesworth, Gold, Gold, & Frie-
sen, 1988; Milner, Gold, Ayoub, & Jacewitz, 1984; Mil-
ner, Gold, & Wimberly, 1986) have conducted
numerous studies examining the validity of the CAPL
The abuse scale has been shown to correctly discrimi-
nate 82.7% of abusers and 88.2% of nonabused con-
trols (Milner et al., 1986), and correlate with the Mental
Health Index (Milner et al., 1988).

Parenting Stress Index (PSI). The PSI (Abidin, 1990)
was designed to identify parent-child dyads who are
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experiencing stress, and who may develop dysfunc-
tional parenting and child behavioral problems. The
index consists of 13 subscales grouped into a child
domain (i.e., adaptability, acceptability, demanding-
ness, distractibility or hyperactivity, mood, and rein-
forces parent), a parent domain (i.e., depression,
attachment, restrictions of role, sense of competence,
social isolation, relationship with spouse, and parent
health), a life stress scale, and a total stress scale. In his
manual, Abidin (1990) describes several studies that
report psychometric data on the PSI. Alpha reliability
coefficients for each scale have been determined, with
child domain coefficients ranging from .62 to .70, par-
ent domain coefficients ranging from .55 to .80, and the
reliability coefficient for the total stress score being .95.
In addition, Burke and Abidin (1980) provide exten-
sive information about the validity of the PSI, includ-
ing content validity, overall development of the
measure, and the development of each scale. The PSI
was selected for inclusion in this study because it has
been shown to reflect a significant decrease in parental
stress following PCIT in nonabusive families (Eisen-
stadt et al., 1993). High parent stress has been shown to
play a role in being at risk for child physical abuse
(Whipple & Webster-Stratton, 1991).

Procedure

As previously stated, the two phases of PCIT are
CDI and PDI. Both phases are conducted in the con-
text of an initial didactic training session with the par-
ent, followed by coaching sessions with the parent and
child in an observation room while the therapist
coaches the parent with a bug-in-the-ear microphone
device. In this case, the mother and child participated
in five CDI coaching sessions and six PDI coaching
sessions. Before each phase of therapy, and at both
follow-ups, the mother and child were videotaped
while conducting a structured observation using the
DPICS. Frequency counts for parental and child
behaviors were recorded during three 5-minute stan-
dard situations in which the degree of parental control
was varied (i.e., child-directed play, parent-directed
play, and cleanup). The mother-child dyad was video-
taped for 5 minutes at the beginning of each session
before any coaching began.

Coding

All DPICS coders were undergraduate or graduate
students in psychology, and each coder was provided a
didactic training of all DPICS codes and procedures.
Acceptable coders were individuals who demonstrated
familiarity with DPICS, coded a minimum of 10
5-minute segments, and reached at least 85% reliability
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on DPICS codes (i.e., mean reliability for the last two
coding tapes). Each 5-minute segment was coded by
two coders who met and reached a consensus. The
parental codes consisted of descriptions, questions,
and praises, whereas the child codes were for any nega-
tive child behavior (e.g., whining, crying, yelling, smart
talk, being destructive, and engaging in physically
negative behaviors). Because of the low base rate of
these six negative child behaviors individually, they
were collapsed into one negative child behavior cate-
gory. Reliability between coders was assessed as the
number of agreements divided by the sum of the
number of agreements and disagreements; the results
gave a percentage agreement. A reliability checker was
assigned to recode 20% of the transcripts. The mean
reliability for the coders was 87%.

Treatment Integrity

When conducting psychotherapy outcome
research, one concern is maintaining treatment integ-
rity to ensure that the intervention was delivered as
intended. This was accomplished in several ways. For
one, the therapist (a psychologist) was adequately
trained in PCIT, had seen numerous PCIT cases
before this one, worked closely with the supervisor,
and received weekly supervision and feedback from
the project director. Second, all measures used in this
study were standardized instruments. Third, the thera-
pist followed a week-by-week treatment-session check-
list that monitored intervention content completion
tasks (e.g., focusing on praises for one particular seg-
ment in therapy).

RESULTS
Standard Measures

Table 2 shows the pretreatment, midtreatment,
posttreatment, and the two follow-up scores for the
ECBI, PSI, CAPI, and CBCL-P. There was a notable
decrease in the mother’s rating of the child’s behavior
problems as measured by the ECBI and CBCL-P.
Regarding stress levels, there were Tscore decreases
on all three main scores—child domain, parent domain,
and total stress as measured by the PSI. There was rela-
tively little change in the CAPI throughout the treat-
ment. The client remained well below the first clinical
cutoff score of 166.

Observational Data

As shown in Figures 1 through 3, the number of
praises and descriptions increased while the number of
questions asked by the parent decreased as treatment
progressed. One goal of PCIT is to decrease the
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TABLE 2: Standard Measures: Pretreatment, Midtreatment, Posttreatment, and Follow-Up Scores

Measures Pretreatment Midtreatment Posttreatment Follow-Up* Follow- Upb
Eyberg Child Behavior Inventory
Intensity score 152 144 71 96 65
Number of problems score 14 11 0 3 0
Parental Stress Index (in percentages)
Reinforces parent score 95 80 15 30 15
Child domain score 99+ 97 69 75 50
Competence score 92 35 55 30 20
Parent domain score 75 30 25 20 12
Total stress score 94 75 40 40 24
Child Abuse Potential Inventory
Abuse 74 64 56 84 56
Faking good VI® no no yes no no
Child Behavior Checkhst—-Parent Report
Externalizing behavior TS 72 65 49 55 53
Aggressive behavior Ts¢ 78 67 51 56 51
Destructive behavior TSd 63 61 50 54 59
Internalizing behavior TS 76 65 51 51 46
Anxious or depressed Ts¢ 73 63 55 52 50
Sleep problems Ts¢ 50 51 50 52 50
Somatic problems Ts¢ 64 67 55 50 56
Wlthdrawn Ts¢ 74 67 50 54 50
Total TS? 74 66 51 60 51
a. 5-month follow-up.
b. 16-month follow-up.
c. VI = validity index.
d. TS = T'score.
Number of Praises Given by Parent
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FIGURE 1: Total Number of Praises Given by Parent Over the Course of 11 Treatment Sessions
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Number of Descriptions Given by Parent
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FIGURE 2: Total Number of Descriptions Given by Parent Over the Course of 11 Treatment Sessions

Number of Questions Asked by Parent
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Weekly PCIT Sessions

FIGURE 3: Total Number of Questions Asked by Parent Over the Course of 11 Treatment Sessions

number of questions during treatment as they are per-
ceived as controlling the child’s play (many questions
are in the form of an indirect command) and may lead
to negative interactions. Figure 4 shows promising data
with regard to DPICS sessions at pretreatment, mid-
treatment, posttreatment, and the two follow-ups. At
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pretreatment, the mother had substantially more ques-
tions than descriptions or praises. As treatment pro-
gressed, the number of questions decreased while the
number of praises and descriptions gradually
increased. Concurrently, Figure 5 shows a gradual
decrease'in the child’s negative behavior from pre-
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Child-Directed DPICS Sessions

Frequency Count

® Descriptions

-

* Praises

* Questions

Pre CDI Mid CDI

Post CDI

FU1 CDI FU2 CDI

Pre, Mid, Post, FU1, & FU2 DPICS CDI Segments

FIGURE 4: Total Number of Praises, Descriptions, and Questions Asked by Parent During Pretreatment, Midtreatment, Posttreat-
ment, 5-Month Follow-Up (FU1), and 16-Month Follow-Up (FU2)

treatment to posttreatment, but it shows an increase
during both follow-ups.

Commands and Compliance

One of the goals of PCIT is helping parents acquire
discipline skills through the use of effective commands.
The focusis on teaching parents to give commands that
are simple and specific (i.e., direct commands), and to
decrease the number of commands given that are
either implied or asked in question form (i.e., indirect
commands) and to increase the number of direct com-
mands. For this study, we coded the number of direct
commands that were given during the cleanup phase
of the DPICS (this provides information as to how the
parent issued commands and how the child
responded). Child compliance was coded pre-DPICS
(baseline data), post-DPICS, and at the 16-month
follow-up. During the pre-DPICS, the mother gave 24
direct commands, and the child complied 29% of the
time. At post-DPICS, the mother gave seven direct
commands with a compliance rate of 43%. At the 16-
month follow-up, the parent gave 12 direct commands
with a compliance rate of 50%. The number of com-
mands decreased while compliance rates increased.
Developmentally, it is expected that children will not
comply with all given commands. It can also be argued

that the parent had to give fewer commands to achieve
compliance.

DISCUSSION

The results of this single-case study are promising in
demonstrating the effectiveness of PCIT with a family
at high risk for physical abuse. The effectiveness of
treatment with this family can be seen through substan-
tial changes in their observed interaction and in the
mother’s report of her child’s behavior. Over the
course of treatment, the mother learned to provide her
child with a high level of praises (i.e., social reinforce-
ment) as a means of increasing desired behaviors, such
as complying when given a command, sharing, and
talking in a “big-boy voice.” As research indicates, abu-
sive mothers interact less with their children (e.g., Bur-
gess & Conger, 1978; Lahey et al., 1984), and one of the
goals of PCIT was to increase the number of interac-
tions between the mother and child. One way of
accomplishing this goal was by increasing the use of
descriptions by the mother. By describing what the
child is doing, the mother focuses on the child’s on-
going activities, and increases the chance of noticing
and praising desirable behavior. In addition, the child
decreased his negative behaviors such as crying, whin-
ing, and head butting. The child no longer had to wear
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ahelmet by posttreatment, and he was not wearing one
when he was brought in for both follow-ups. Standard
measures, completed by the mother at the end of treat-
ment, suggested that her son had fewer problematic
behaviors and that his few remaining behavior prob-
lems were less severe. Finally, the mother’s subjective
report was that she felt that PCIT had been helpful, so
much so that she referred a friend to the program.

As with other studies (e.g., Wolfe et al., 1982) involv-
ing both the parent and child and using a bug-in the-ear
device, PCIT seems to be effective in extinguishing
negative behaviors (e.g., child’s whining, yelling,
destructive behavior) and reinforcing appropriate
behavior (e.g., praises given by the parent). In agree-
ment with others (e.g., Azar & Pearlmutter, 1993;
Urquiza & McNeil, 1996; Wolfe, 1987), we feel that
approaches to treatment with physically abusive fami-
lies should be parent-focused. However, interventions
need to incorporate both parent and child to change
abusive or coercive patterns in the relationship. A
benefit of this study was the use of multiple-outcome
criteria (i.e., standard paper-and-pencil measures and
behavioral observation). This enabled us to examine
different target behaviors through various methods.

One of the goals of PCIT is to change the way in
which parent-child dyads interact, resulting in new
interactions that are naturally reinforcing to both the
parent and child. Although the direct measurement of
the parent-child relationship is an arduous task for sev-
eral reasons (e.g., lack of definition, epistemological
differences), the PSI Reinforces Parent subscale points
to the fact that the mother’s interactions with her son
became more reinforcing. The mother’s sense of par-
enting competency, as measured by the PSI Compe-
tency subscale, improved throughout the treatment.

A note of caution should be addressed on how clini-
cians and researchers define at risk for physical abuse
populations. The mother in this study scored well
below the CAPY’s first clinical cutoff score of 166 in
each of her assessments (e.g., pretreatment, midtreat-
ment, posttreatment, and the two follow-ups). For our
purposes, she was defined as being at risk for physical
abuse due to her prior history of CPS involvement, her
calling in crisis because of fears of losing her temper
with her child, and her children being identified as hav-
ing special needs (due to the mental retardation and
fetal alcohol effects). Previous literature has shown that
certain child factors, such as medical or physical condi-
tions (Smith & Hanson, 1974), cognitive and develop-
mental difficulties (Friedrich, Einbender, & Leucke,
1983), and affective or emotional difficulties (Allen &
Tarnowski, 1989), may put children at risk for abuse.
Although the CAPI has been shown to be a reliable
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and valid instrument, it should not be used as the sole
or primary source for determining abuse potential. In
doing a thorough assessment, we advocate a mul-
timethod approach in which clinicians gather observa-
tional data, paper-and-pencil measures, and any other
collaborative data (e.g., reports from spouses, teachers,
and social workers).

There are several limitations with this study. For
one, we have no information on the child’s sibling. The
sibling was not included in treatment and thus no infor-
mation is provided on whether the mother applied
these techniques with the sibling. However, research
shows that PCIT treatment effects generalize to
untreated siblings (Eyberg & Robinson, 1982).
Another reason why we only focused on the one child
is because she identified him as a problem, and
research points to the fact that most physical abuse usu-
ally focuses on one child (e.g. Belsky, 1993; Wolfe,
1987). Another limitation of this study is that all treat-
ment sessions occurred in the context of a playroom at
a medical center. Because no home visits were made
with this mother-child dyad, we do not know whether
these improved behaviors and new patterns of interac-
tion generalized to other settings such as the home
environment. Some research has shown that PCIT
generalizes across settings (Boggs, 1990; McNeil et al.,
1991) and across time (Newcomb, Eyberg, Funder-
burk, Eisenstadt, & McNeil, 1990).

Figure 5 shows that the child’s negative behaviors
reached their lowest at posttreatment, but they
increased at the 5- and 16-month follow-up. It is unrea-
sonable to assume that any child, especially one con-
sidered to have special needs, would completely cease
from engaging in negative behaviors (e.g., whining).
The focus was on teaching the parent appropriate new
ways of responding to the negative attention-seeking
behaviors (e.g., either ignoring or following through
with a time-out procedure if the behavior becomes
aversive enough for the mother). It should be noted
that during the 16-month follow-up DPICS taping,
most of the child’s negative behaviors were in the form
of whining because he needed to go to the restroom.
However, the pattern of continuing problems (even
though less than at pretreatment) suggests that some
type of periodic booster sessions may be necessary to
complement this program.

This single-case study offers a model by which to
conceptualize therapeutic change within a high-risk
family. The treatment outcome data show that PCIT
can be effective in changing parent-child relationships.
To date, this is the first study to document the effective-
ness of PCIT with a parent-child dyad at risk for physi-
cal abuse. Wolfe (1987) states that “it appears to be the
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Number of Negative Child Behaviors
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FIGURE 5: Total Number of Child Negative Behaviors During Pretreatment, Midtreatment, Posttreatment, 5-Month Follow-Up

(FU1), and 16-Month Follow-Up (FU2)

relative absence of positive interactions that set[s]
members of abusive families apart from matched,
non-abusive controls rather than the dramatic display
of open conflict and aggression” (p. 77). Given that
physically abusive parent-child relationships are char-
acterized by low rates of positive interactions (Milner
& Chilamkurti, 1991), PCIT is a suitable treatment
with physically abusive families, as it focuses on the
parent and child and changes the relationship dynam-
ics by increasing positive and decreasing negative
parent-child interactions.

Research needs to move forward to augment the
knowledge base of what we know about physically
abusive and at-risk families. In the past, the research in
this field has been characterized as providing descrip-
tors of parents who abuse and the consequences of
child abuse. Future research that examines physically
abusive parent-child interactions may provide a
greater understanding of these coercive processes and
furnish possible treatment directions (Cerezo, 1997).
Too often, the focus of treatment is with either the par-
ent or the child alone. Although individual therapy (for
either parent or child) has some benefits, it does not
directly address the issue of changing the parent-child
relationship (Borrego & Urquiza, 1998). In addition,

although paper-and-pencil measures offer a wealth of
information, they still have their limitations. To make
studies stronger, behavioral observation data could be
incorporated with standard measurements of change,
as observational data can offer useful information
regarding parent-child relationships. A possible direc-
tion could be to observe and study the specific
sequences of behavior that characterize physically abu-
sive families (e.g., Borrego et al., 1999). With this line of
research, we may be able to monitor the sequences of
behavior that lead to an abusive or coercive action,
then we can develop interventions that subvert these
foundational maladaptive processes to decrease the
families’ physical abuse potential.
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