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Preface

Child abuse and neglect (CAN) came to the forefront in the 1960s. At first, theories
were spun, usually dealing with the intrapsychic reasons why a parent might en
gage in such terrible behavior. The 1970s brought theory that tended to deal in
creasingly with sociocultural and ecological explanations for CAN.It was not until
the 1980s and 1990s, however, that treatment strategies, research, and legal issues
emerged.

This book represents a state-of-the-art compilation from the leading figures of
today 's work in theory, research, and treatment. In addition, this volume presents
treatises on cultural issues in CAN,youth violence, sexual abuse, and child devel
opmental factors in CAN.

The topics covered in this book are based upon empirical research. Although
CANhas been professionally discussed since the 1960s, empirically based work in
the field has been somewhat scarce. Thus, this volume fills a void.

It is hoped that this book can be used as a text and reference source for many
disciplines. It should be useful in psychology, psychiatry, social work, public
health, pediatrics, child development and early childhood education, and law.

My own work in CAN began in 1979. Since then, I have been involved in two
large-scale research and service projects aimed at the treatment and prevention of
CAN. I have found that the problem appears treatable and preventable if the ap
propriate resources are available. if the services and research are properly evalu
ated, and if staff are trained to measurable performance criteria. Again, this
empirical bias can be seen throughout the volume.

Countless individuals always need to be acknowledged in writing or editing a
book. First, I would like to thank the staffs of Project 12-Ways and Project Safe
Care. They have taught me so much over the years and have been creative and
flexible in exploring and providing our ecobehavioral model. My doctoral student
working on Project SafeCare, Ronit Gershater, has been very helpful, as has my
colleague, Ron Doctor. Of particular note, the work and help of my doctoral stu
dent and Program Manager of Project SafeCare, Kathryn M. Bigelow, has been in
valuable, as has the assistance of Randi Sherman. Joshua D. Wilner was most
helpful with the indices.

My initial plans for an edited book on child abuse and neglect were modest. I
am fortunate that Lizette Peterson and Michael Roberts, two cherished colleagues
and editors of this series for Plenum, took me aside at a conference and convinced
me that a handbook would make more of an impact.

xi



xii PREFACE

The editing of this book and the chapters I have contributed were sup
ported, in part, by a grant from the California Wellness Foundation. That grant,
for Project SafeCare , enabled us to systematically replicate our ecobehavioral
model for CAN.

In other books I have written, I have acknowledged my family. They, of course,
provide support, but they are colleagues as well. My wife, Sandra, is a sounding
board for my professional dilemmas ; my son Dov has provided legal insights , and
my son Tov provides immeasurable computer assistance. And I love them!

-J.R.L.
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Part I

Theory, Law, and Standards

After the initial exposure of child abuse and neglect (CAN) to the public and to
professionals in the 19605, theories of how such a phenomenon could occur began
to be spun. As will be seen in Chapter 1, by Azar, Povilaitis, Lauretti, and Pou
quette, none were completely adequate and some were far from adequate. Azar
and associates examine the etiological models of CAN, provide a historical
overview, and attempt to integrate current theories into a meta model of CAN.

Legal issues must be considered in any examination of CAN. Portwood, Rep
pucci, and Mitchell, in Chapter 2, note that civil and criminal penalties can apply
to adults involved in CAN. They discuss the relatively limited powers of the state
in changing family structure and modifying family behavior and provide an im
portant review of standards of parenting and of the definition of minimally ade
quate parenting. Portwood and colleagues remind us ofthe need for better training
of professionals in reporting and assessing CAN. Finally, these authors review the
role of the child as a witness.

In Chapter 3 Greene and Kilili stress the need for developing observable, reli
able , and valid measures of parenting adequacy. As an example, they describe the
validation of a measure of home cleanliness, an issue often important in the de
termination of neglect.

Thus, Part One covers theory, law, and standards , issues that are inherent in
work described in the subsequent sections of this book.

1
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The Current Status of
Etiological Theories in

Intrafamilial Child
Maltreatment

SANDRA T. AZAR, TANIA Y. POVILAITIS,
ALLISON F. LAURETTI,

and CHRISTINA L. POUQUETTE

Child maltreatment is a major social problem affecting over a million children and
their families each year (National Center on Child Abuse and Neglect, 1992). Ef
fective treatment development for both perpetrators and victims of this problem
rests on the availability of well-articulated and validated theories of etiology. Such
theories allow for empirical documentation of causal factors and ultimately, more
precisely targeted interventions. The goal of this chapter is to assess progress in
the development of etiological models of intrafamilial child maltreatment. The
chapter begins with a historical overview of the forces that operated to slow the
ory building in early phases of this field and ones that are now more fostering of
theory development. We then examine the foundations of current theories about
each form of child maltreatment, highlighting the definitions and assumptions
that models have adopted and the basic dimensions on which they differ. The
chapter ends with a preliminary attempt to integrate current theorizing into a
meta-model that would be useful in treatment development.

SANDRA T. AZAR, TANIA Y. POVILAITIS, ALUSON F. LAURETTI, and CHRISTINA L.
POUQUETIE • Frances L. Hiatt School of Psychology. Clark University. Worcester. Massachusetts
01610.

Handbook ofChild Abuse Research and 'freatment. edited by Lutzker. Plenum Press. New York, 1998.
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4 SANDRA T. AZARet al ,

FORCES INFLUENCING MODEL DEVELOPMENT

Society's initial outrage at the identification of child abuse as a social problem
impelled it to take legal actions to protect children, but this emotional atmosphere
did not encourage careful scientific inquiry into the etiology of the problem [Azar,
Fantuzzo, & Twentyman, 1984; Gelles, 1983). Treatment took precedence over de
fining the disorder and searching for causes, limiting the knowledge base from
which model building could take place. The epistemologies and emphases of the
disciplines that dominated the field early in its history (law, medicine, and psy
chodynamic psychiatry) also slowed the development of an empirical knowledge
base upon which to build theory.

In the late 1970s, such professionals as social learning theorists, sociologists,
and developmental psychologists began to enter the field, bringing strong empi
rical traditions and rich theoretical backgrounds to bear on the problem. Unfor
tunately, a lack of research funding hampered their efforts. In addition, many
methodological issues from earlier decades remained unresolved Ie.g., the lack of
operational definitions; Azar, 1988; Plotkin, Azar, Twentyman, & Perri, 1981).
Consequently, growth in the field's knowledge base was slow.

Recently, however, the picture has begun to change . The number of mal
treated children has startled society, and preliminary solutions have proven to be
ineffective (e.g., foster care, legal sanctions). Federal task forces have called for
more careful theory-guided research (National Research Council, 1993; The U.S.

Definitions
Assumptions

-Defect
-Deficit
-Disruption
-Mismatch between typical modes of responding and that which is more appropriate or effective

in a given situation
Levels of analysis

-Biological
-Personality-emotional
-Experiential-learning
-Societal-cultural

Complexity
-Single factor models
-Lists of factors
-Integrated models

Model form (modified version of Handlon, 1960; Wiener & Cromer, 1967)
-Modell: Abuse is a class with a single member. this member having a single cause.
-Model 2: Abuse is a class with a single member. having multiple factors constituting the

radical cause.
-Model 3: Abuse is a class with several members. all members having the same single cause.
-Model 4: Abuse is a class with several members. each having a single or multiple causes that

are not necessarily unique to that member.
-Model 5: Abuse is a class with several members. each member having a single unique cause.
-Model 6: Conditional statements in ordered series predicting points in the development of

disorder.

Figure 1. Dimensions on which models differ.



ETIOLOGICAL THEORIES IN INTRAFAMILIAL CHILD MALTREATMENT 5

Advisory Board on Child Abuse and Neglect ; 1993). Although growth has been
slow, enough data have accumulated in at least two of the areas (physical and sex
ual abuse) to contribute to more sophisticated model development.

Over time, theories of maltreatment have shifted from single cause models
(e.g., stress) to more recent integrated perspectives (e.g., cognitive-behavioral per
spectives, social-ecological frameworks). These newer approaches hold the most
promise for intervention development. Data in the areas of neglect and emotional
maltreatment, however, have continued to lag behind. Our discussion of theory in
these two forms of maltreatment will, therefore, be more limited.

DIMENSIONS ON WHICH MODELS VARY

Models of intrafamilial child maltreatment vary on a number of dimensions,
including definition of the behavior in question, assumptions regarding its ori
gins, level of identification ofits determinants (e.g., intra-individual, social group,
culture), complexity (single cause versus multiple causes), and form of ante
cedent-eonsequence relationships (Azar, 1991; Figure 1). When developing frame
works, theorists implicitly or explicitly make decisions on all five dimensions. In
this section, each form of maltreatment will be considered separately, examining
these dimensions and assessing progress.

PHYSICAL CHILD ABUSE 1

Definitions

Perhaps the most important factor in determining a model's direction is how
it defines the phenomenon in question. For example, some models begin with the
premise that physical child abuse is an aggressive act and, thus, can be explained
by existing models of aggression (e.g., mediational models, Bandura, 1983; frus
tration-aggression models , Miller, 1941). Others see the context in which it oc
curs, the family, as having special meaning and, therefore, invoke processes in
social groups and families (e.g. general social systems theory, Straus, 1973). Such
conceptualizations have resulted in explanatory models that often combine all
forms of family violence.

Some models have moved away from aggression as an organizing construct
and classified physical abuse within broader categories (e.g. , conflict strategies, use
of power). For example , resource theory (Goode, 1971) sees violence as a resource
for obtaining dominance, a resource that is used only when others are lacking.

Moving even further from a narrow focus on aggression are theories that view
physical abuse as one of many possible interpersonal behaviors, some of which fa
cilitate transactions (e.g.,produce good child outcome) and others of which do not.
Such models attempt to delineate why one behavior is chosen over another (e.g.,
differential modeling experiences, attributional biases). For instance, in some re
cent models, abuse is at one end of a continuum of normal parenting with the other

I This section relies heavily upon Azar (1991).



6 SANDRA T. AZAR et aI.

end being optimal parenting (Azar, 1986, 1989; Wolfe,1987). Here, abuse is viewed
as part of a constellation of parental behaviors that negatively affect child outcome.
Developmentally based, these models are intrinsically models of parenting ade
quacy. This view will form the core of the meta-model that will be outlined later in
this chapter.

Other theorists, while conceiving of physical abuse as part of a constellation
of aberrant parenting behavior, see it as discontinuous with "normal" parenting.
Physical punishment is not viewed as on the same continuum with abuse, and the
processes leading to abuse are seen as more trauma-based than those posited in the
continuum view (e.g., disturbed attachment; Carlson, Cicchetti, Barnett, & Braun
wald, 1989).

The definition of physical child abuse sets the stage for the other aspects of a
model. Because definitions of all forms of maltreatment have not been given much
attention, research has focused on narrowly defined cases (i.e., identified fami
lies), limiting the nature of the models produced.

Assumptions

Along with classifying physical child abuse, theories make assumptions about
its origins that further determine theory development (Wiener & Cromer, 1967).
First, there can be an assumption of defect [i.e., some malfunction such that the in
dividual [parent, child or both] cannot benefit from his or her experiences). Im
pairment is thought to be permanent or of such a deeply based nature that it would
be highly resistant to treatment (e.g., neurological defects, Elliot, 1988; arousal
problems, Vasta, 1982; mental retardation, Schilling, Schinke, Blythe, & Barth,
1982). Typically, defect models do not provide avenues for treatment development
and have not had much empirical support. Consequently, such models have not
held much appeal for professionals, except perhaps in some legal contexts (e.g.,
termination of parental rights). They do have popular appeal in that society may
prefer to distance itself from all maltreating parents by seeing them as defective.

The second assumption possible is that physical abuse is linked to some de
ficiency-the absence of some function-that is amenable to change. Models of
this sort became prevalent when social learning theorists entered the field. Such
a perspective is implicit in education-based social work responses to abuse and in
recent behavioral interventions aimed at skill deficits.

The third possible assumption is that abuse involves a disruption. That is,
some external factor interferes with appropriate parental functioning. Such views
arrived with the movement of social psychologists and sociologists into the field.
In models with this assumption, individual or culture-based stressors are posited
as causal (Garbarino, 1976). Interventions are then aimed at reducing such stress
(e.g., day care, economic subsidies).

The last possible assumption attributes disorder to differences or mismatches
between typical modes ofresponding and that which is more appropriate or ef
fective in a given situation (e.g., an overreliance on coercive transactions to elicit
child compliance, Wolfe, 1987). The emphasis is on transactional problems (re
sponse-environment fit). This assumption places the problem in a transaction, not
an individual. Models emphasizing societal validation of violence as a response to
conflict or those positing a mismatch between the needs of families and soci-



ETIOLOGICAL THEORlES IN INTRAFAMllJAL CHILD MALTREATMENT 7

etal/culture based supports would fit here Ie.g., Levinson, 1988; Steinmetz &
Straus, 1974). Interventions would require broad social changes that may pose a
threat to strongly held social values.

Recently, models of physical child abuse have begun to combine assumptions
(Cicchetti & Rizley, 1981; Wolfe, 1987). It is not clear whether this approach will
be useful.

Levels of Analysis

Models differ as to where they direct the search for causal mechanisms-in bi
ological, personality-emotional, experiential-learning, and societal-eulturallev
els of analysis. Early theories focused on variables within the individual. More
recent transactional views have attempted to integrate multiple levels of analysis.
For example, Belsky's model (1980) suggests causes in multiple ecological sys
tems : what parents bring to parenthood (e.g., preparation), factors in the family's
immediate context (e.g., child care needs), factors in larger social settings (e.g.,
work) , and culture based values/beliefs. Variables within each system interact
with variables in other systems to produce specific family transactions. The model
does not, however, specify whether disturbances in only one system or in more
than one are required for abuse to occur; this lowers its usefulness for treatment
development.

Complexity

Over time in all fields, the complexity of models evolves. As noted earlier, in
tegration has begun to occur in theories of physical abuse. These efforts, however,
are in their earliest stages and typically are merely lists of the components of sin
gle-factor theories with little attempt to specify contingent relationships among
factors or prioritize their contribution to etiology. In some cases, too many com
ponents are posited to result in testable models (Gelles & Straus, 1979). Some the 
orists have argued that integration may not be possible and others have suggested
that mid-level theories, moderate in complexity, may have the greatest ultimate
utility (Gelles, 1983).

Model Form

The final dimension on which models differ is in their structure (i.e., the
form of antecedent-consequence relationship posited). Using a formal analysis
framework delineated by Handlon (1960), progress and conceptual problems hin
dering model development can be seen. In applying this framework, more basic
problems quickly become apparent (Figure 1). First , elaborate theories are still
rare, and thus, what we call theories and how we group them may be open to
question. Indeed, many would not meet strict criteria for being deemed theories
(e.g., operational definitions of components, testable hypotheses) . Second, be
cause all forms of maltreatment involve transactions rather than one individual's
behavior, simple linear relationships might not be the most appropriate explana
tory format. Wiener and Cromer's (1967) addition of type 6 models to Handlon's
framework may ultimately prove to be more appropriate. Here, abuse would be
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seen as the end point of a transactional process (see Wolfe, 1987 for an example).
Third, most models of physical child abuse view it as a class with a single mem
ber or combine it with other forms of family violence, limiting attempts at mod
els 3 to 5.

Until the last decade or so, it was type 1 models that dominated the field ("If A,
then X"). Here, each case of physical child abuse is seen as equivalent to every
other case and having its origin in a single factor, something about the perpetrator,
the victim, or the context in which they interact. Early type 1 models were typically
"borrowed" from other areas (e.g., behavioral models of family [Patterson & Reid,
1967]). With more data, models specific to physical child abuse have emerged.

Perpetrator models are the most common type 1 model. In the extreme, these
models posited that child maltreaters were psychotic or suffered from personal
ity disorders, with factors in the perpetrator's early history being crucial (e.g., a
lack of empathic caregiving; Steele, 1980). Their underlying constructs (e.g., dis
rupted identification processes), however, have not been amenable to empirical
validation, and specific diagnoses have not differentiated maltreaters. The idea of
negative early parental role models, however. has been retained in more recent
frameworks.

Until recently, among the least adequately developed of the perpetrator theo
ries have been biological approaches. These efforts have included early attempts
at ethological models [e.g.. "critical period" attachment views, Klaus & Kennell,
1976) and recent explanations of physical abuse involving nonspecific neurologi
cal problems (Elliot, 1988) and physiological reactivity (Frodi & Lamb, 1980). Al
though the biological bases of these disturbances have not been documented,
these ideas have been retained in more behavioral form in recent frameworks (e.g.,
"conditioned arousal," behavioral system views of attachment). Sociobiological
concepts, such as inclusive fitness, have also been invoked, although they do bet
ter at explaining abuse where a stepparent is involved (Burgess & Draper, 1989;
Daly & Wilson, 1981).

In the last few years, perpetrator theories have become more sophisticated.
For example, Azar (1986, 1989) has suggested parental social-cognitive distur
bances [e.g., disturbed schema involving children, problem-solving deficits) are
present in perpetrators that result in negative interpretations of child behavior.
These, ultimately, lead to abusive transactions and to an environment that does
not support children's overall development. Along the same lines. Newberger and
Cook (1983) have explained abuse using a developmental model of "parental
awareness," where less sophisticated levels of perspective-taking ability and con
ceptions of children are conducive to maladaptive parenting. Research focusing
on parent and child disturbances in emotion recognition and expression (Camras,
et al., 1990) is also promising and may. ultimately, result in fine-tuned emotion
based theory. Perpetrator theories that are well specified and validated may prove
very useful for treatment development.

In addition to a focus on perpetrators, studies have attempted to identify char
acteristics of abused children that either produce abuse directly or hasten an abu
sive cycle in a "vulnerable" parent. For example, such children may begin life
with characteristics which make them seem more aversive (e.g., handicaps, diffi
cult temperament; Belsky, 1980; Parke & Collmer, 1975), or through modeling or
reinforcement processes, "difficult" child behavior may occur, maintaining an
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abusive pattern (Azar, 1989; Wolfe, 1987). No single child factor, however, distin
guishes physically abused children, and prospective work suggests that any dif
ferences observed are more likely to have resulted from the abuse itself than to be
causal (Pianta, Egeland, & Erickson, 1989). Overall, child-based theories have met
with great resistance. They are seen as "blaming the victim." However, transac
tional views of children's development (where both participants playa part in out
comes) are dominant in developmental literature. Thus, a model without a child
component may be less useful, although such elements might be relegated to a
lower priority than parental or contextual ones.

In the final kind oftype 1 model, environmental factors are seen as impinging
on families' general ability to function, or to function in certain ways. In the ex
treme, such models would argue that any parent, given the right circumstances,
could be physically abusive . For example, associations have been found between
abuse and both stress (Egeland Breitenbucher, & Rosenberg, 1980) and lack of so
cial support (Salzinger, Kaplan, & Artemyeff, 1983), although it is not clear why
only some parents experiencing these conditions become aggressive. Other mod
els view as causal society's validation of the use of violence (Gelles 1983; Gelles &
Straus, 1979). Again, most parents do not engage in physical child abuse; there
fore, societal values alone cannot account for abuse.

In summary, no single factor appears to account for significant amounts of
physical abuse. These early views, however, stimulated research and many of
their components have been incorporated in more recent type 2 models, which
posit multiple routes to the development of physically abusive behavior. At first,
these newer models were merely lists of the single factors posited in the early the
ories, without providing any organizing links between them. More recent attempts
have provided global organizing frameworks or have even posited staged pro
cesses. An example is Belsky's (1980) ecological framework described earlier. An
other is that of Azar and Twentyman (1986), who outlined five areas of parental
skill deficit that increase abuse risk: parenting skills (e.g., too narrow a repertoire),
cognitive dysfunctions (e.g., unrealistic expectations regarding children), and im
pulse control, stress management, and social skills problems. Over time, these
deficits result in a four-stage sequence of responses leading to an abusive incident
(Figure 2; Azar, 1989).

Other type 2 models provide global contingent factors [i.e., "if high levels of A
and low levels of B, then X"). For example, Cicchetti and Rizley's (1981) transac
tional model posits that risk involves both transient and enduring factors that may
be potentiating (increase risk) or compensatory (buffering or protective in nature).
When potentiating factors are more frequent than buffering ones, abuse is likely.

Stage 1: The parent holds unrealistic standards regarding what are appropriate behaviors in
children.

Stage 2: They encounter a child behavior that fails to meet their standards.
Stage 3: The parent misattribtues negative intent to the behavior and does not question her

interpretations or blames herself when her interventions do not change the child's
response.

Stage 4: The parent overreacts perhaps after making some poorly skilled effort to change the child's
behavior, and punishes the child excessively.

Figure 2. Physical abuse: A four-stage process .
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This model nicely emphasizes risk over time and links potential causal elements to
child outcome. Unfortunately, it does not prioritize the factors it specifies.

Wolfe's (1987) transitional model also explicitly includes time. Initially, this
model described an escalation theory, whereby the abusive parent over-relies on
coercion to elicit child compliance (Wolfe, Kaufman, Aragona, & Sandler, 1981).
Although such strategies are effective at first , children eventually habituate to
them and increasingly higher levels of coercion are required to produce an impact,
culminating in physical abuse. In a recent reformulation, Wolfe (1987) provides
three stages in the development of these abusive patterns and the destabilizing
and compensatory factors that might facilitate or inhibit movement through them.
(This reformulation in some ways foreshadows a type 6 model.) Although similar
to Cicchetti and Rizley's (1981) model, this one is more firmly based in social
learning theory and, therefore , a deficiency assumption is made throughout.

As noted earlier, the development of models beyond type 2 is more limited.
Most require differentiated views of physical child abuse. While there were some
early efforts in this direction (e.g., Merrill , 1962), the typologies produced were
not empirically validated. A more recent attempt at classifying physical child
abuse is that of Gelles and Straus (1979) who posit two defining dimensions: ex
pressive/instrumental and legitimacy/illegitimacy. Expressive violence is physical
abuse that serves to reduce perpetrators' tension level, whereas instrumental vio
lence involves violent acts intended to produce a response in others Ie.g., disci
pline that becomes excessive). Legitimacy involves a continuum in the use of
physical force in situations where it is approved or required by society. The re
sulting four-cell taxonomy may ultimately prove useful to developing models that
differentiate between types of physical abuse.

Based on actual observations of abusive parent-child interaction patterns ,
Oldershaw, Walters, and Hall (1989) posited a typology with three subgroups: Hos
tile, Emotionally Distant, and Intrusive. This empirically defined typology could
serve as a foundation for more complex theories.

A third alternative has been suggested by Azar and Siegel (1990). They argue
that abuse that emerges in different developmental periods (e.g., in infancy versus
adolescence, or across more than one period) may have different antecedents and,
thus, may require different models . Using tasks required of parents in each period
of childhood, they outlined potential causal factors that either cut across devel
opmental phases or vary with children's needs. For example, they posit unrealis
tic expectations regarding children's behavior that may playa causal role across
development, and behavioral skills that may be important in one phase, but not in
others (e.g., verbal negotiation skills with teens). This framework will form the
core for the meta-model that will be described later.

INTRAFAMILIAL SEXUAL ABUSE

Although sexual contact between children and adult family members has al
ways been a taboo in most cultures, the study of the causes of sexual abuse is a
much younger field than that of physical abuse . At the same time, perhaps be
cause of this taboo and a bias toward seeing the victims of this form of abuse as
more psychologically damaged (Vitulano, Lewis, Doran, Nordhaus, & Adnopoz,
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1986), research in this area has progressed more rapidly. Current frameworks for
understanding etiology, however. are still somewhat simplistic. These frameworks
are usually lists of single factors that differentiate perpetrators of incest. The
narrowness of the samples studied (e.g., fathers/stepfathers, incarcerated perpetra
tors) may also limit the generalization of the models produced (Williams & Finkel
hor, 1990).

Definitions

A common definition of sexual abuse has been sexual exploitation involving
physical contact between a child and another person (Cohen & Mannarino, 1993).
Exploitation implies an inequality of power between the child and the abuser on
the basis of age, physical size, and/or the nature of the emotional relationship.
Physical contact includes anal, genital, oral, or breast contact. As with physical
abuse, models of incest either have separated it from other forms of child abuse
and other sexual offenses (e.g., rape) or, at the other extreme, have combined it
with these other disturbances. Attempts have also been made to explain parent
(stepparent) incest separately from sexual offenses within the family carried out
by other family members (e.g., siblings). Finally, including exploitation as a defin
ing quality has also directed some theorizing to the realm of power and its misuse
both within and outside the family and directed it away from the sexual nature of
the act.

Assumptions

In examining the four types of assumptions inherent in models of incest, pat
terns similar to the early stages of model development in physical abuse can be de
tected. The major portion of work to date has emphasized defects or deficits
within the perpetrator. One defect-based model describes deviant sexual arousal
and interests gained through conditioning and social learning (Laws & Marshall,
1990). Neuropsychological correlates of violence and aggression, in general, and
of sex offending, in particular, have also been found. The biological bases for such
models are supported primarily by inappropriate sexual behavior shown in indi
viduals suffering from central nervous system degeneration, as in Alzheimer's dis
ease or brain injuries (Golden, Jackson, Peterson-Rohne, & Gontkovsky, 1996).
However, psychopathology models, another form of defect models, have not been
supported; the majority of incestuous fathers do not manifest severe psychiatric
problems (Williams & Finkelhor, 1990). Despite limited evidence, defect models
remain popular because society would prefer to see perpetrators as untreatable
and have them locked away as criminals.

Deficiency models have also been postulated. For example, perpetrators have
been described as having empathy deficits and problems in emotional recognition
skills , freeing them to engage in behavior harmful to children (Marshall, Hudson,
Jones, & Fernandez, 1995; Monto, Zgourides, Wilson, & Harris, 1994). Cognitive
disturbances regarding the meaning of their behavior have also been identified in
offenders, which may also free them to act. For example, child molesters perceive
more benefits to children from sexual contact, greater complicity on the child's
part, and less responsibility on the adult's part, all of which may playa facilitating
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role in child molesting (Abel & Rouleau, 1995; Stermac & Segal, 1989). Deficits
in social skills (Stermac Segal, & Gillis, 1990) and in establishing intimacy in
adult relationships have also been found; these may lead to high levels of emo
tional loneliness (Marshall, 1989; Seidman, Marshall, Hudson, & Robertson,
1994). Although each of these individual factors has some validity standing alone,
some combination may provide a more comprehensive picture of the origins of
sexual abuse.

Disruption models of sexual abuse have been less prevalent. Unlike physical
abuse, sexual abuse occurs across all social classes, suggesting that environmental
stress does not playas strong a role as it may in neglect or emotional abuse. Hau
gaard (1988), however, refers to a chaos explanation where risk for sexual abuse
may occur when there is a lack of external regulation in a community, such as in
postwar disorganization. Generally, the sociopolitical atmosphere surrounding
sexual abuse (the need to see perpetrators as disturbed) may prevent implicating
external factors. One exception is exploring the effects of alcohol consumption,
which may be viewed as more within perpetrators' control (Koss & Gaines, 1993).

Models that focus on missocialization processes may be examples of "mis
match" models in this area. Finkelhor (1984) suggests that abuse should be de
scribed as a problem within masculine socialization, with men learning to focus
on sex as part of their gender identities and to see younger and smaller persons as
their appropriate sexual partners. In addition, he notes that our culture teaches us
that children and females are less powerful and the risk of sexual abuse may in
crease if this view is internalized too strongly. Thus, in the extreme, what society
may teach some men is a "mismatch" with what would be more appropriate-the
avoidance of using children for sexual gratification. Supporting such views is in
teresting social psychological research indicating that males have a greater ten
dency than females to interpret friendliness on the part of members of the opposite
sex as indicative of sexual attraction (Abbey, 1982, 1987). In addition to missocial
ization, alcohol consumption may increase disinhibition and misattributions in
individuals prone to sexual aggression (Crowe & George, 1989). Such findings pro
vide the beginnings for more integrative theories using multiple assumptions.

Levels ofAnalysis

Biological (e.g., neuropsychological problems), personality-emotional (e.g.,
lack of empathy), experiential-learning (e.g., transmission of sex offending in boys
through modeling), and societal-cultural factors (e.g., societal values) have all
been given attention in theories in this area and have been examined at each level
of analysis: intra-individual, social group, and cultural group. For example, when
misuse of power is considered the defining element of sexual abuse, models have
focused on power relationships either within the family, between genders, or
within the larger society (Finkelhor, 1981; Solomon, 1992).

Complexity

As with physical abuse, sexual abuse models have evolved to embody a range
of complexity. Early on, descriptive models identifying single factors that differ
entiated sexual abusers from nonabusers were common. When a variety of factors
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were identified (i.e., social isolation, lack of empathy, history of abuse), models
combining these factors began to appear. Although these continue to dominate the
field, few attempts to integrate them have been made. Examples of each will be
provided below.

Model Form

Almost all models of etiology for this form of maltreatment are type 1 frame
works. Sexual abuse is seen as having its origin in a single factor, typically within
perpetrators. In his review, Haugaard (1988) groups models into four general cate
gories: individual deviance explanations (defect-deficiency models), chaotic ex
planations (i.e., models citing a lack of external regulation, a disruption view),
feminist perspectives (focusing on inequality of the sexes), and the functional ex
planation, where incest serves a purpose within the context in which it occurs
(e.g., acting as a compensatory factor if a couple is having marital problems).

Intergenerational transmission has also been posited. It seems that prior
abuse or mistreatment may place a victim at greater risk for perpetrating sexual
offenses (Renshaw, 1994). Ryan (1989) suggests past victims may offend to gain
some sense of personal control lost as a result of their own abuse. Insecure at
tachment has also been posited as the mechanism whereby the experience of
abuse translates into perpetration (Alexander, 1992), and may be a precursor of
intimacy deficits noted by Marshall (1989). Such deficits in tum may lead to ag
gression and a tendency to pursue sexual contacts to find intimacy, even with in
appropriate partners.

Sociobiological perspectives have also been posited. Higher rates of incest
have been found for nonbiological fathers and for biological fathers who did not
participate in crucial early socialization and nurturing activities, such as diaper
ing and feeding (Daly & Wilson, 1985; Parker & Parker, 1986).

Single-factor models focusing on children have not developed in this area. In
the past, psychoanalytic perspectives hinted that victims may contribute to their
abuse by being seductive (Diamond, 1989). Few researchers today focus on the
personality characteristics of victims, although behavioral characteristics of vic
tims may place them at risk. For example, exploration of factors that make a child
vulnerable, more accessible, and less able to prevent abuse or to report it (e.g.,
handicapped children) has continued.

Overall, no single factor seems acceptable as an explanation for the etiology of
sexual abuse. Consequently, listlike frameworks (type 2 models) have appeared.
Finkelhor's (1984) sociological model describes four preconditions essential to the
occurrence of sexual abuse (although they may not playa causal role): (1) motiva
tion to sexually abuse a child (e.g., emotional needs , sexual arousal by children);
(2) weakened internal inhibitions that would normally prevent such abuse; (3) few
external barriers to abuse [i.e., easy assessibility to locations where the offense
could occur) ; and (4) the perpetrator's ability to overcome the resistance of the
child. While each may contribute to abuse, this framework does not prioritize them.

A few early attempts to define types of incest perpetrators were made. For ex
ample, Rist (1979) identified three types of incestuous fathers: the socially isolated
man who is highly dependent on his family for interpersonal relationships, the fa
ther who has a psychopathic personality and is indiscriminate in choosing sexual
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partners, and the father who has pedophilic tendencies and is sexually involved
with several children, including his daughter. This emphasis on patterns of of
fending has formed the basis for later empirically based higher-level models .

Hall and Hirschmann (1991, 1992), for example, have attempted to integrate
factors found in the literature into a model of all forms of sexual aggression against
both adults and children. Their quadripartite model emphasizes the presence of
deviant patterns of sexual arousal , a level of cognitive distortion great enough to
counteract environmentally based information, deviant appraisal patterns, and
loss of affective control, all of which combine to increase risk for sexual aggres
sion. When the affect is depression, the target of the sexual aggression is likely to
be a child, whereas when it is anger, it is more often an adult. Personality factors
are seen as further mediating risk.

Marshall and Barbaree (1990) have also made an attempt to integrate empiri
cal findings. Their model posits biological, early experiential (e.g., poor attach
ment), sociocultural, and transitory situational factors that combine to explain
cases where both sexual abuse and aggression occur.

Recent theorizing has emphasized a person-by-environment transactional
model. Holman and Stokols (1994) cite the role of sociocultural and physical en
vironmental factors in moderating the occurrence and long-term consequences of
sexual abuse. Although they are similar to Marshall and Barbaree in their articu
lation of important factors, they organize these factors within phases: pre-abuse,
abuse, and post-abuse. Thus , their framework has relevance both to the occurrence
of abuse and to potential outcomes in the child. The framework also adds greater
emphasis to physical and macrolevel factors (e.g., the residential environment of
the child, neighborhood, and community).

As can be seen in our discussion, the field is beginning to move away from
single-factor frameworks to more unified versions. This movement has been facil
itated by a stronger empirical data base where single factors are validated and
combined to produce more complex models for testing. This kind of progress has
yet to occur in development of theories of neglect and emotional abuse.

NEGLECf

The diversity of behaviors that are labeled neglectful has made model build
ing particularly difficult (Figure 3; Zuravin, 1991). Neglect has received less re
search attention than the other forms of maltreatment discussed thus far. Unlike
children suffering from physical and sexual abuse , neglected children are often
seen by the nursing and social work professions, both of which have only re
cently developed research traditions. In addition, in many cases, neglect is
linked to poverty; this fact adds a sociopolitical element that may be less palat
able to a scientific community that attempts to be apolitical. Neglect may also be
thought of as the least "compelling" type of child maltreatment and may not
arouse as high a level of societal outrage as do other forms [e.g., sexual abuse). In
addition, it involves behaviors that tend to be viewed as chronic, with perpetra
tors viewed as more dispositionally disturbed. Intervention may, therefore, be
viewed as more futile than with other types of child maltreatment and, thus,
model building may be seen as less important. Complicating theory development
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Refusal to provide physical health care
Delay in providing phys ical health care
Refusal to provide mental health care
Delay in providing mental health care
Supervisory neglect
Custody refusa l
Custody-related neglect
Abandonmentldesertion
Failure to provide a permanent home
Personal hygiene neglect
Housing hazards
Housing sanitation
Nutritional neglect
Educational neglect

Figure 3. Subtypes of neglect (Zuravin, 1991).
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further is the difficulty posed by measuring acts of omission (e.g., failing to pro
vide medical care), which is more difficult than assessing observable and quan
tifiable acts of commission.

In devising perpetrator models, the question of who is labeled the neglector is
open to debate. Mothers are typically the ones so labeled, even if a father or an
other caretaker is present.

The nature of neglect also depends on the child's developmental level. Be
haviors that might be neglectful of an infant may not be neglectful of an adoles
cent. The issue of how chronically the parental omission needs to occur before it
is considered neglectful has also not been adequately addressed. The etiology of
chronic neglect may be quite different from neglect that occurs in response to a
parental stress (e.g., in response to a recent job loss). Finally, the relevance of in
tent in defining neglect, and how this might be determined has not received much
attention. Wolock and Horowitz (1977) in their definition of housing sanitation
problems (e.g., spoiled food, dirty dishes), for instance, require that they be parent
induced in order to be considered neglect.

The lack of theory in this area is striking , given that neglected children typi
cally outnumber those who have encountered the other forms of maltreatment. In
cidence rates in one study (Sedlak, 1990) were 14.6 per 1,000 children compared
to 4 .9 per 1,000 for physical abuse and 2.1 per 1,000 for sexual abuse. There are no
estimated rates for emotional maltreatment of children, although if substantiated
cases are examined, it accounts for only 6% or less of cases compared to 45% for
neglect (National Center on Child Abuse and Neglect, 1992). Furthermore, in the
long run, neglect may have the most far-reaching implications for children's so
cial, emotional, and physical outcomes.

Definitions

As noted above, models may vary with the subtype of neglect being ad
dressed. Neglect of health care and hygiene may result from basic knowledge
deficits in parents (e.g.,how to take a child's temperature), whereas abandonment
could originate in a myriad of other factors besides lack of knowledge (e.g., sub
stance abuse , severe psychopathology). Types of neglect that have been addressed
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include failure to provide medical care , supervision, nutrition, personal hygiene,
emotional nurturing, education, and safe housing (Gaudin, 1993).

The definitions of neglect have focused on the types of outcomes seen. For ex
ample, neglect is often considered one cause of failure to thrive and has been cited
in the category of feeding problems in some discussions. Failure to attend to med
ical needs has been considered in the larger category of treatment noncompliance.
The former classification might lead to models regarding parent-infant transac
tional problems, whereas the latter might focus models on understanding motiva
tional deficits.

Assumptions

Because mothers are identified as perpetrators, models have focused espe
cially on characterological or personal deficits of neglectful women. For example,
they have been described as having severe defects in ego and general personality
development (e.g., immaturity, narcissism, Cantwell, 1980; Meier, 1964; Young ,
1964). As with physical and sexual abuse, more fundamental defects have also
been posited (e.g., psychoses and mental retardation). More recently, however, fac
tors more amenable to change have been emphasized, including lack of knowledge
about children's development, poor parental judgment, and motivational prob
lems (Cantwell, 1980; Polansky, Chalmers, Buttenwieser, & Williams, 1981).

In an elaborate personality-based explanation, Galdston (1968) argued for
what might be conceived of as a relational disturbance underlying neglect. He sug
gested that neglect results from a failure to perceive the child as one 's own, such
that mothers cannot accommodate the child in any way. Such a parent is seen as
self-centered. Other potential mechanisms have been suggested that may account
for this perceptual problem (e.g., attachment disturbances, Crittenden, 1993; in
formation processing problems, Azar, Robinson, Hekimian, & Twentyman, 1984).

Contextual factors have also been highlighted as causal elements. Some of these
factors are low family income and educational level (Garbarino, 1991; Polansky et
al., 1981; Polansky, Gaudin, Ammons, & David , 1985), lack of social support, and
high life stress (Gaudin et al., 1993). The direction of causality is, however, open to
question. Although it has been found that lack of resources (e.g. food stamps, hous
ing, employment, available day care; Pelton, 1994) can affect parental functioning, it
is possible that neglectful mothers are less able to balance the resources they do
have. For example, it has been found that neglectful parents tend to belong to sig
nificantly fewer formal organizations than nonneglectful parents (Young, 1964) but
it is not known whether this external factor causes inappropriate parental function
ing or whether both poor parenting and lack of such contacts are related to some
other third element (e.g., poor social skills).

Although there do not appear to be formal models emphasizing mismatches
between typical modes of responding and that which is more appropriate or effec
tive in a given situation, it appears that our culture, with its emphasis on obtaining
material goods (e.g., owning your own home, TV, expensive cars), could contribute
to the neglect of children, as many parents emphasize these material factors over
the kind of self-sacrificing often required to raise children. Economic conditions
may also create a situation wherein neglect may be unavoidable [e.g., parents who
are unable to afford child care being forced to leave children home alone while at
work) . Promoting some forms of neglect may also be a recent increased emphasis in



ETIOLOGICAL THEORIES IN INTRAFAMILIAL CHILD MALTREATMENT 17

our culture on children doing for themselves without the assistance of parents, of
ten placing greater demands upon young children. This belief may be particularly
appealing in families where both parents work and where there are single parents
who are highly stressed. It also may be possible that neglectful parents internalized
from their own childhoods a maladaptive schema or working model of relation
ships, where children are seen as existing to meet adult needs.

Belsky's (1980) integrative framework mentioned earlier in describing physi
cal abuse is one of the few that considers neglect to be multidetermined, including
child, parent, family, community, and societal factors. For example, neglectful par
ents may enter parenthood with a template that children are to meet parent needs,
and may also have a predisposition toward depression, limiting their level of ini
tiation with their children and others. As contextual stress increases and familial
supports decrease or are taxed, neglect may occur.

Levels of Analysis

As with the other types of maltreatment, causes for neglect have been suggested
at all levels of analysis. These include biological (e.g., mental retardation), person
ality-emotional (e.g., ego deficiency), experiential (e.g., attachment during the first
year of life), and sociocultural (e.g., poverty, social isolation). Early research focused
on variables within the individual; the second wave has focused more strongly on
sociocultural forces (e.g., poverty). Only recently there is beginning to be an empha
sis on the interaction of factors at more than one level of analysis.

Complexity

Models of neglect often have not been separated from those of physical abuse ,
and they have traveled the same path of model development. Unfortunately, al
though more complex models of parental aggression have begun to emerge, similar
complexity has been lacking for neglect. Presently, frameworks have progressed only
to lists that describe single factors distinguishing chronically neglectful mothers,
and this may not be applicable in less chronic situations or with fathers . A sampling
of such frameworks is provided in the next section.

Model Form

Structurally, almost all models of neglect are either type 1 frameworks (i.e., "If
A, then X") or weak type 2 models [i.e., "If A or B, then X"). Polansky, (Polansky
et al. , 1981), one of the few theorists in this area, adopted a personality theory per
spective, arguing for enduring character disorders as causes of neglect. His view is
similar to that of theorists who tried to explain child maltreatment more generally
(Galdston, 1968). Polansky saw the majority of neglectful mothers' behavior as re
sulting from their own early histories of inadequate parental care . Based on two
extensive studies, he developed a list of types of women who are likely to neglect
their children: the impulse ridden, individuals with mental retardation, women in
reactive depression, those with a borderline personality disorder or even a psy
chosis (which he saw as rare), and the apathetic-futile type. The most pervasive
of perpetrators was the last type, who appears passive, withdrawn, and lacking in
expression and whom he considered the most chronically immature. This is a type
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2 model, in that anyone of these character problems might result in neglect. Evi
dence that such disturbances alone would lead to neglect is limited, however.

In a more complex model, Crittenden's (1993) information-processing per
spective focuses on four stages of responses required for successfully meeting chil
dren's needs where failures may result in neglect. These stages are (1) perception
of essential aspects of children's states, (2) accurate interpretation of the meaning
of these perceptions, (3) selection of adaptive responses, and (4) responding in
ways that meet children's needs. The neglect observed may have different quali
ties (e.g., severity) depending upon which and how many of these stages are failed.
Underlying these problems in information processing are four factors : excluding
the perception of child cues to avoid rejection (defensive exclusion), faulty at
tributions leading to role reversal , a limited repertoire of childrearing responses,
and a chaotic living environment produced by the parent where children's needs
are ignored or go unnoticed. All of these factors are described as having their
roots in poor early parental attachment relationships (an experiential assumption
where the parent failed to have their own needs met in childhood) . Azar (1986,
1989) posited a similar model to describe maltreating parenting more generally, in
cluding neglect, but used a social cognitive perspective. She argued for a set of
cognitive distortions underlying social information-processing difficulties in chil
drearing situations that interact with contextual stress and behavioral skills
deficits to result in abuse or neglect. This model and its recent elaboration (Azar &
Siegel, 1990) will be discussed in detail later in this chapter.

Gaudin (Gaudin, Polansky, Kilpatrick, & Shilton, 1993) takes a different per
spective, placing more emphasis on environmental factors . His starting point is the
strong relationship between child neglect and poverty. In designing his research, he
attempts to distinguish between poor neglectful and nonneglectful parents. He ar
gues that it is the interaction of poverty with intense perceptions of social isolation
that produces neglect. These last two models represent more transactional views.

Garbarino (1977) has also argued for an exclusively environmental explana
tion for child maltreatment (both physical abuse and neglect). He postulates three
environmental conditions as crucial to maltreatment: (1) a cultural context that
condones violence in general, (2) families who experience stress in their life cir
cumstances combined with social isolation, and (3) consensual values concerning
family autonomy and parental ownership of children. This model differs from the
others because all three conditions are needed for abuse-neglect to occur.

Subcultural explanations for neglect have not received much attention. It can
easily be seen, however, that differences in values between cultures may result in
practices that might be labeled neglectful (e.g., the importance of school atten
dance, views on how independent children should be). Mismatches between prac
tices that are acceptable in one culture and not in another may explain some
neglectful situations. For example, a mother interviewed by the first author in an
urban high-rise apartment was charged with neglect for letting her young children
wander outside the building alone. She explained that in her home culture, adults
see it as their responsibility to monitor unattended children and she expected
others would watch her children.

As data have accumulated regarding the pervasive impact of neglect, more at
tention has begun to focus on model building in this area. Soon, more complexity
may emerge here, as well as for emotional maltreatment, discussed next.
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Of the four types of child maltreatment discussed in this chapter, emotional
abuse has received the least attention. This is surprising, as some theorists believe
it is at the core of other forms of maltreatment (Hart, Germain, & Brassard, 1987).
The paucity of research in this area may be due to the greater ease with which
more readily identifiable forms of abuse can be studied (Egeland & Erickson, 1987)
and lack of consensus on both conceptual and operational definitions (McGee &
Wolfe, 1991). As a result, our discussion of this area is speculative.

Definitions

The main definitional dilemmas involve a delineation of behaviors that form
the basis of emotional maltreatment, and the question as to whether it is a separate
entity or in fact core to the other forms of maltreatment, or both. Hart and associ
ates (1987) offer one of the most inclusive conceptual definitions of emotional
maltreatment. They posit that it consists of acts of omission or commission
deemed to be psychologically damaging to children, including those acts which
pose a threat, either immediately or ultimately, to children's behavioral, cognitive,
affective, or physical functioning. Thus, all forms of maltreatment would be con
sidered emotional maltreatment. Other writers, in discussing definitional issues,
argue that such inclusive conceptual definitions are problematic due to redun
dancy. McGee and Wolfe (1991) posit that psychological maltreatment consists of
any communication pattern between adult and child that has the potential to un
dermine the child's social, emotional, cognitive, or social-cognitive development.
They argue for including only those forms of nonphysical acts or omission which
might cause nonphysical damage to children.

Following from conceptual problems, operational definitions have also been
difficult. McGee and Wolfe (1991), for example, provide a substantial list of be
haviors: rejecting, degrading, terrorizing, isolating, missocializing, exploiting, and
denying emotional responsiveness. The consequences of having such a wide range
of definitions has been discussed by Garbarino and Vondra (1987), who argue that
narrow definitions capture only the most severe forms of emotional maltreatment,
whereas more broad ones are likely to characterize all parents at one time or an
other. In contrast, Egeland and Erickson (1987) argue that caregivers who are psy
chologically unavailable provide the most damaging form of maltreatment, but
this would be overlooked by narrow definitions. Underlying this discussion is a
debate as to whether maltreaters are on the same continuum with other parents.
We will return to this issue as we consider an overarching model of maltreatment.

Assumptions

Defect models have not developed in this area as they have been in other ar
eas , although when emotional maltreatment is viewed as core to the other forms of
maltreatment, the same models might be discussed here. Deeply rooted impair
ments, such as neurological disturbances, that may influence parents ' emotional
regulation and their perception of affect in others, have not yet been posited, al
though they may be viable explanations for the failures in caregiving observed.
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Early theorizing in this area discussed parental psychiatric disturbances (e.g.,
depression, personality disorders, or alcoholism). In her review of studies of emo
tional neglect, ShakeI (1987) describes studies in which parents were viewed as
recreating patterns of emotional neglect and stimulus deprivation that they expe
rienced as children. They let their own needs take precedence, fail to achieve a
feeling of competence as parents, and are unable to provide adult role models for
their children. Shakel, however, points out that these responses may result from
parental stress or their social situation and, thus, emotional abuse may be ex
plained just as easily by external factors.

Deficiencies in the behavioral or cognitive area may also explain emotional
maltreatment (Azar, 1989). For example, psychologically maltreating parents may
not have the ability to interact with their children in a normal and supportive
manner as a result of poor modeling experiences with their own parents. Simi
larly, it may be assumed that such parents may not have the problem-solving
skills necessary to correct their children's misbehavior in any manner other than
a verbally abusive one. That is, they have more restricted repertoires, dominated
by verbally coercive approaches. Finally, a cognitive perspective might focus on
the self-efficacy of such parents. For example, these parents may perceive par
enting failures more negatively and as personal failures. Bugenthal and Shennum
(1984) have focused on perceptions of control in parents at risk for maladaptive
parenting responses; they argue that such parents perceive their children as hav
ing more control than they do. Emotional maltreatment may, therefore, be an at
tempt to rectify a perceived power differential. Depression may also be present in
such parents , leading to misperceptions that children are negatively evaluating
them. Indeed, there are some data that maltreating parents see their children as
intentionally acting to annoy them (Azar, 1989). If additional perspective-taking
deficits are present, then these parents would not be able to accurately appraise
the impact oftheir words.

Contextual factors may also influence the occurrence of emotional maltreat
ment . For example, in divorcing families, single-parent families, and other highly
stressed families, parental functioning has been found to be negatively affected
(Belsky & Vondra, 1989) and in the extreme, emotional unavailability and higher
levels of verbally abusive behavior may result.

Levels of Analysis

Little research exists on emotional maltreatment and, therefore, there are lim
itations in the approaches people have taken to positing etiological factors. Socio
biologists have explored animal models of caregiver rejection of offspring. For
example, rhesus monkeys deprived early in development of contact with maternal
caretakers and contact with peers show higher levels of inadequate caretaking be
haviors (Suomi, 1978). Lack of exposure to specific types of caregiving behavior
during critical periods of childhood have been implicated (e.g., nursing and ven
tral contact). How deprivation of these experiences translates into inadequate
caregiving with their own offspring and whether the mechanisms are biological is
not clear as yet. A list of potential biological mechanisms might be generated (e.g.,
emotional regulation difficulties, neurological difficulties influencing respons iv
ity, hormonal changes).
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Theories of etiology involving the personality and emotional characteristics of
the psychologically maltreating parent are the most common. The best known of
these is in the work of Egeland and Erickson (1987), who described what they
called the "psychologically unavailable" mother (similar to Polansky's apathetic
futile neglectful mother category), whose children show the worst outcomes.
These women were withdrawn, displayed flat affect, and appeared depressed
compared to control mothers and mothers who engaged in other forms of abuse.
They also identified a group of mothers who engaged in constant harassment and
degradation of their children. Core to these responses are parental emotional states
(Pianta, Egeland, & Erickson, 1989). Similarly, Belsky and Vondra (1989) suggest
that parenting behaviors (including psychologically abusive ones) may be influ
enced by characteristics of the individual. It is posited that the origins of such re
sponses are within the parent's early developmental history and may affect
parenting behaviors directly and indirectly by influencing the broader context in
which the parent-child relationship exists, such as marital relations and social
networks. Indeed, Lesnik-Oberstein, Koers, and Cohen (1995) found that psycho
logically abusive mothers had negative childhood upbringings and recalled less
caring mothers and overcontrolling fathers. They also reported having partner re
lationships that were less affectionate and more verbally and physically aggres
sive. It appears that the high levels of subjective distress that result are described
as spilling over into parenting in the form of hostile feelings.

Complexity and Form

As can be seen by the limited discussion above, theories of emotional mal
treatment are limited. Most are merely extensions of theories designed to explain
physical child abuse (indeed there is often an overlap between the two). For exam
ple, Lesnik-Oberstein, Koers, and Cohen (1995) posit that factors at many systemic
levels (individual, family, community, subcultural) contribute to the occurrence of
psychological maltreatment. They suggest that three main factors-parental hostil
ity, parental inhibition of overt aggression, and focusing of parental aggression on
children-are each the outcome of a network of other subfactors. For example, low
parental inhibition of overt aggression is the outcome of six elements: preconven
tional cognitive developmental level of moral reasoning, low cultural inhibition of
overt aggression, lack of insight into their own past abuse, alcohol or drug abuse,
absence of a supportive partner or social network, and low level of empathy. The
type of child abuse (physical versus emotional) that occurs depends upon the ratio
of parental hostility to parental inhibition of aggression. They suggest that low cop
ing skills, a negative developmental history, and a high level of stress lead to a high
level of parental hostility, which predisposes the parent to psychological abuse.

Egeland and Erickson (1987), mentioned earlier, posit that the responses of
psychologically unavailable mothers come from a combination of a mother's own
unmet emotional needs and low levels of social support. In more recent work, Pi
anta, Egeland, and Erickson (1989) suggest that these psychological characteristics
of maltreating parents are more central to the cause of all forms of maltreatment
than are all other external factors.

Integrated models have also been posited (e.g.,ones that parallel Belsky's (1980)
ecological framework or developmental ones that link children's developmental
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stage [Erikson's (1950) stages)) to vulnerabilities of children in the parenting they
receive [Hart, Germain, & Brassard, 1987]. Although these preliminary attempts to
posit such models seem viable, they may be premature, given the very limited data
base available. Less complex models of emotional maltreatment that are empiri
cally validated may make more sense at this point in development of the field . The
findings from these simple attempts ultimately would be integrated into more
complex frameworks .

Conclusions

In the material presented here, one can see the beginnings of more complex
views of etiology (model types 3 to 6) that will , one hopes , stimulate new research.
With validation of these new perspectives should come more fine-tuned treatment
efforts and better control of this social problem. Given the overlap between forms
of maltreatment and the similarity of many of the factors that appear to be associ
ated with each , it might be useful for the field to attempt to integrate models across
forms. We make a preliminary attempt to do this in the last section by integrating
three different frameworks to explain child maltreatment. These frameworks in
clude the specification of cognitive-behavioral skills problems that are linked to
multiple forms of maltreatment, factors that would lead to failures in meeting the
developmental requirements of children, and systemic factors that would act as
setting events for maltreatment to occur.

AN INTEGRATED META-MODEL OF CmLD MALTREATMENT

In positing a meta-model of child maltreatment, a number of basic criteria
might be considered. As noted earlier, one of the major goals of theory is to inform
treatment development. Thus, a meta-theory should posit factors that are amen
able to change or that are of such a nature that intervention can allow for some
"prosthetic" strategies (i.e., defects that families could work around). An argument
has also been made that theories of etiology in child maltreatment need to be
linked to factors that relate to child outcome (Azar, 1989, 1991). It is the negative
impact of parental behavior on children's outcomes that is of most concern to
mental health professionals. Finally, although theories that see abusive and ne
glectful parents as distinct from other parents make sense in environments where
categorical classification is crucial (e.g., determining fit versus unfit parents in
termination of parental rights hearings in the legal system) , treatment does not
typically involve families where such sharp distinctions are required. Thus, a
meta-model might best begin with a continuum view. Such a model would conse
quently be a model of parenting competence and thus , would approach the issue
of maltreatment from a broader perspective than that undertaken to date .

Based on these criteria, a number of factors emerged from our review across
the forms of maltreatment that would be the most fruitful for inclusion in a meta
model of child maltreatment and that would lead most directly into intervention
development. These include parent-based cognitive disturbances and behavioral
skill deficits and disrupting socioenvironmental conditions. In positing a model,
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these must be considered in the context of children's needs at various stages of de
velopment and the tasks that all parents face at each of these stages (adult devel
opment). When children's needs are violated to such an extent that poor outcome
is likely, parenting incompetence might legitimately be viewed as of concern to so
ciety and targeted for intervention, whether or not it meets legal criteria for mal
treatment. Inherent in this perspective is a continuum view of parenting, with
factors that lead to a continuum of risk.

Five general domains of parental disturbance might be posited: (1) cognitive
disturbances, (2) parenting skill problems, (3) impulse control problems, (4) stress
management problems, and (5) social skill problems (Azar & Twentyman, 1986). In
turn, these may be seen as also playing a role in systemic difficulties that foster
further child risk. For example, poor parental social skills would lead to fewer
friends , perceptions of low intimacy, poor marital relationships, higher levels of
distress, poorer life adjustment, higher levels of negative arousal, and a lower
mood state, all of which have been identified as descriptive of maltreaters across
types. The disturbances outlined may have their origins in the parents' own child
hood experiences, mainly through the modeling provided by their adult role mod
els , but may also evolve under situational strain (e.g., mood disturbances, marital
violence).

Children, for their part, at various points in their development demand the
successful completion of specific parental tasks. Both parents (and children) also
need specific types of systemic supports in order for their skills to be refined and
to be carried out without obstacles. For example, the parent of an infant must have
a high tolerance for infant crying and the parent of a newly mobile toddler needs
to have the capacity to monitor safety issues in the home. The ability to marshal a
cadre of friends and/or relatives supports both of these capacities. Social support
helps with child care, providing additional assistance when the infant is incon
solable, or when the toddler is in need of monitoring while the parent is engaged
in other tasks (e.g., cooking dinner). The level and type offtustration tolerance and
monitoring skills needed for infants and toddlers , however, is different from that
required for teenagers. At this later point in development, good communication
skills and accurate understanding of adolescents' need for autonomy are required
to provide an optimal environment for development. However, the quality of ver
bal communication skills (e.g., modeling of negotiation skills) required with teen
agers may be crucial, whereas, with an infant, the amount of communication (e.g.,
level of verbal stimulation) may be more important. All of the above tasks may be
more difficult to carry out effectively if the parent is under extreme environmen
tal stress. For example, if poverty is an issue, the parent may have a more difficult
time reducing environmental risks (e.g., with a toddler, preventing lead paint poi
soning because of limits on housing quality available, or, with a teenager, gang
membership), such that even higher levels of monitoring skills are likely to be less
effective. Thus, under some environmental contingencies, parental skill levels
must be of an even higher quality than is typical in more benign contexts, what
Cauce (1995) has called "precision parenting in an unforgiving environment." We
also know that cognitive processing narrows under stress and this would mean the
presence of the cognitive disturbances posited would be even more detrimental to
functioning.
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Azar and Siegel (1990) posit a framework for child abuse and neglect that
argues for a set of unique tasks that parents must accomplish at each level of a
child's development, as well as ones that cut across development. They also out
lined period-specific child-based and contextual obstacles to accomplishing
these tasks successfully and the interactional and child outcomes to be expected
when they fail. A preliminary list of types of skills problems that might emerge
and the child outcomes seen has been compiled (Azar, Miller, & Breton, in press).
Much as Crittenden (1993) has argued for neglect, the foundational disturbance
in this approach is an information-processing one. Difficulties at this fundamen
tal level would short-circuit all subsequent responses that parents would make.
That is, if one misperceives child or situational cues in childrearing, then the re
sponses that follow would by definition be maladaptive or dissynchronous with
children's needs. Effective parents are seen as approaching interactions with their
children with developmentally sensitive schemata (expectations) (Azar, 1986,
1989). That is, such parents have accurate perceptions of their children's capa
bilities, as well as what their own role should be in moving them forward de
velopmentally (Miller, 1988). Indeed, such accurate perceptions have been
associated with optimal parenting and child outcome and inaccurate perceptions
have been linked to maltreatment (Abel & Rouleau, 1995; Azar, Robinson, Hekim
ian, & Twentyman, 1984; Azar & Rohrbeck 1986) . Parents with inaccurate per
ceptions come to hold children more responsible for their mishaps, aversive
behavior, and the parent's own loss of control. In addition, inherent in their sche
mata regarding parent-child relationships is an expectation that children will
provide parents with comfort and care rather than the other way around. In the
extreme, the expectancies may be so distorted that the parent may expect sexual
gratification from the child.

Along with accurate standards , effective parents also have an adequate
enough repertoire of childrearing strategies and problem-solving skills to allow
them to adapt their responses appropriately to any given situation and to the skill
level of their children. For example, the effective parent recognizes that explana
tions may be very effective with an adolescent or school-aged child, but will be
less appropriate as the sale strategy with a toddler. Likewise, strategies that are ef
fective when the child is in good health may fail when the child is tired or ill. Un
like effective parents, maltreating ones have been seen as possessing a narrow
repertoire of childrearing skills (mostly negative strategies), as well as poor prob
lem-solving ability (Azar, Robinson, Hekimian, & Twentyman, 1984; Hanson, Pal
lotta, Tishelman, Conaway, & MacMillan, 1989) . Consequently, they are more
likely to fail at crucial tasks required of parents; this leads to increased frustration
levels, lowered beliefs in self efficacy, and perhaps, a perception that the child
has more power than they do (Bugenthal & Shennum, 1984) . Effective parents
also have a positive bias in their interpretations of events involving their children
that, together with their developmentally sensitive schemata and parenting skills,
allows them to maintain a relatively positive affective state and to make adaptive
and positive responses, even when aversive child behaviors are involved. For ex
ample, when such parents find that their 3-year-old has spilled milk, they will
draw on their understanding that 3-year-olds have trouble holding onto objects
Ii.e., a schemata regarding the motor skills of 3-year-olds) and will make attribu-
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tions to developmental factors Ie.g., "She's only 3.") or external factors outside
both their own and their children's control, thus reducing stress and frustration.
Their script regarding parenting is one in which parents are to be patient in such
situations and, at the same time, they are forgiving of themselves when they
experience frustration. Abusive parents have a negative bias and will often attri
bute their children's mishaps to spitefulness or their own inadequacy to get their
children to "mind" them (Larrance & Twentyman, 1983). Such attributions by
abusive parents further contribute to their becoming overly frustrated and feeling
ineffective in encounters with their children. Thus , appropriate schemata, adap
tive attributions , and a wide repertoire of childrearing strategies and problem
solving skills combine to produce a situation in which parents are attuned to the
developmental needs of their children, can discriminate situations where inter
vention is required and where it is not , and are capable of meeting parenting
tasks more calmly, flexibly, and successfully. Lack of complexity and precision
in cognitive processing may contribute to parental maltreating behavior, dis 
satisfaction in their roles as parents, inept parenting more generally, and poor
child outcomes.

Because contextual stress may interfere further with cognitive processing, a
positive affective state, and parents' capacity to respond optimally, parents who
are effective also have skills that help them to handle stress well when it does
occur, to develop buffers for themselves against its negative consequences, and
when possible, to anticipate and prevent stressors from occurring in the first
place. For example, parents with optimal skills may anticipate an impending
financial strain and adjust their budget accordingly, or when faced with a mari
tal breakup, have adequate social skills and friends to provide support and to
help them with parenting (e.g., alternative child care). Such support networks
have the added positive effect of providing information to fine-tune parental
schemata and introduce new behavioral strategies through the feedback and role
modeling they provide. Unlike effective parents, maltreating parents are more
impulsive in their responses (Rohrbeck & Twentyman, 1986), and this impul
sivity, together with poor problem-solving capacities and poor social skills, re
sults in their experiencing many life stressors and having fewer social supports
to help them (Salzinger, Kaplan & Artemyeff, 1983). Contextual stress and a
small social support network surrounding the family also provides the child
with less opportunity to have alternative models and situations crucial to fur
ther development.

Thus, overall, this model provides explanations for both parental maladaptive
behaviors and poor outcomes in children. As stated, this model provides explana
tions for three of the forms of child maltreatment (physical abuse, neglect, and
emotional abuse), and for many factors associated with sexually abusive behav
ior as well Ie.g., offender cognitive distortions, social skill deficits, and impulse
control problems). Although other models have posited such a developmental
perspective, arguing for debilitating and compensatory factors in families at risk
for abuse and/or factors at multiple levels of analysis, this social cognitive model
prioritizes the area most in need of intervention and thus allows for a more tar
geted intervention strategy. Its continuum perspective allows for the develop
ment of prevention efforts as well.
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FUTURE DIRECTIONS

SANDRA T. AZAR et al.

Progress has begun to be made in the development of more complex models
of child maltreatment. Ultimately, well-validated models for specific types of mal
treatment or for maltreatment more globally would enhance both intervention and
prevention efforts, which until recently have had a "shot-gun" quality. More di
rective and empirically based interventions (e.g., behavioral and cognitive behav
ior approaches have shown the best outcomes.
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Balancing Rights and
Responsibilities

Legal Perspectives on Child Maltreatment

SHARON G. PORTWOOD, N. DICKON REPPUCCI,
and MARGARET S. MITCHELL

The topic of child abuse and neglect has reached such a prominent place in the
American consciousness that few are unaware of the potential dangers that children
face at the hands of adults, including teachers, child care personnel, strangers, com
munity leaders, and, all too often, members of a child's own family. Indeed, one
need only tune in to network television on any night to encounter at least one more
story involving the victimization of a child. Although the laws of all 50 states now
provide for both criminal and civil prosecution of child abuse and neglect (Bulkley,
Feller, Stem, & Roe, 1996), there remains a great deal of misunderstanding and often
a lack of knowledge regarding legal responses to cases in which a child is alleged to
have been abused or neglected. Cases such as the infamous 1984 McMartin
Preschool trial, which extended over five years and resulted in the defendants' ac
quittal on all charges, render suspect the degree to which not only the general pub
lic, but also those professionals regularly involved in the resolution of these cases
(particularly mental health professionals) understand the relevant legal context. The
purpose of this chapter is not only to illuminate those rules and guidelines that dic
tate the parameters of legal responses to allegations of child maltreatment, but also
to provide insight into many of the controversies that arise when a case of maltreat
ment is submitted to legal authorities. Following an overview of the legal principles
that guide the courts in resolving controversies involving children, current proce
dures and relevant research relating to each stage of the legal process, from identifi
cation of potential cases of child maltreatment to potential outcomes, both inside
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and outside the courtroom, will be addressed. Throughout this discussion, issues re
lated to the rights of both children and defendants will be highlighted.

As noted, child maltreatment cases may arise under criminal laws subjecting
an offender to criminal penalties, as well as under civil laws which may entitle a
party successful in prosecuting such an action to monetary damages. In addition,
allegations of child abuse or neglect may arise in divorce and child custody cases.
Regardless of the nature of the claim, the courts attempt to balance the potentially
competing rights of the child and the parents, as well as the interests of the State,
which, under the parens patriae doctrine, is empowered to protect children. In
cases of child abuse and neglect, this traditional triangular framework may be ex
panded to add the rights of the defendant, who mayor may not already be repre
sented as the child's parent. As noted by many commentators (e.g., Mnookin,
1979; Reppucci, Weithorn, Mulvey, & Monahan, 1984), this delicate balancing test
creates the potential for various unsatisfactory outcomes which, in many cases , re
quire that the interests of at least one entity-ehild, family (defendant), or State
yield to the rights of another. Historically, the rights of the child have been
subordinated to the paternalistic and protectivist roles of parent and State, as well
as to the legal rights of alleged offenders who are not related to the child.

Despite the fact that by 1967, all states had enacted child protection laws
(Starr, 1988), early Supreme Court decisions that continue as the foundation for
current court doctrine (e.g., Meyer v. Nebraska, 1923; Pierce v. Society of Sisters,
1925; Prince v. Massachusetts, 1944) emphasize the right of family autonomy, that
is, the right of parents to raise their children as they see fit. The right of the State
to intervene in the family, and thus violate family autonomy, derives from its po
lice power, through which it is empowered to act to promote the public welfare,
and from the concept of parens patriae, which is the limited power of the State "to
protect or promote the welfare of certain individuals, including children, who lack
the capacity to act in their own best interest" (Rosenberg & Hunt, 1984). The exer
cise of the parens patriae power is limited by three principles: (1) parens patriae
is founded on the presumption that children do not possess the mental compe
tence and maturity of adults; (2) before intervening in the family, the State must
establish that a child's parents or guardians are incapable of or unwilling to care
for the child; and (3) the State's power should be exercised solely to promote the
best interest of the child (Mnookin, 1978). Thus, while attempting to afford due
consideration to the "interests" of the child, the State nonetheless defers to the
"rights" of the parents. While at least some courts have recognized that a child's
rights may outweigh those of his or her parents in cases of suspected abuse, the
Supreme Court has declined to impose an affirmative duty on the State to protect
children from their parents (DeShaney v. Winnebago County Department ofSocial
Services, 1989). In DeShaney, the Court instead noted that the individual states
could, ifthey desired, place responsibility for such a failure to act on the State and
its officials by enacting appropriate provisions in their tort laws.

The fundamental and often overriding right of parents to raise their children
free of State interference is based on the premise that the private, autonomous
family is the institution best suited to care for children (Reppucci & Crosby,
1993). This premise arises from two further presumptions: (1) parents will act in
their child's best interests, and (2) parents have the maturity, experience, and
judgment that a child lacks (Reppucci & Crosby, 1993). The clear violation ofthis
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first presumption in those cases in which a parent is shown to have abused his or
her child is what serves as a justification for legal intervention (Haugaard & Rep
pucci, 1988). Despite the current state of the law, which continues to defer to the
rights of the parents, an advocacy movement fueled largely by mental health pro
fessionals has begun to challenge the power of parents and the State over the
lives of children-especially adolescents (Scott, Reppucci, & Woolard, 1995). In
response to this movement, many commentators (e.g., Barnett, Manly, & Cic
chetti, 1993; Goldstein, Freud, & Solnit, 1973; Nelson, 1984) have observed an
overall trend toward a prevailing belief that the rights and protection of children
supersede the right of family privacy in situations in which children are at risk of
mental or physical injury.

Wadlington , Whitebread, and Davis (1983) identify three possible meanings of
the term "children's rights" : (1) "the extension of broad freedom of personal action
and decision-making to children," (2) the "increased protections from govern
mental intrusion in matters of parental (and thus family) decision-making for chil
dren, " and, (3) the pronouncement of "statements offundamental principles to be
used judicially as guidelines for interpreting or applying various laws or proce
dures" (p. 47). The first of these again recognizes that the rights of parents and
children are not necessarily synonymous. As stated, the general deference that
courts have extended to families in matters involving their children is based, in
part, on the presumption that this is the best way to ensure that the best interests
of the child are served. Indeed, this "best interests" standard has been the driving
force behind legal responses to cases of alleged abuse or neglect. Unfortunately,
this standard is a very subjective one: the best interest of the child "is not demon
strable by scientific proof, but is instead fundamentally a matter of values"
(Mnookin, 1978, pp. 163-164). We simply do not have the ability to predict accu
rately in every case what alternative is best for the specific child (Reppucci &
Crosby, 1993). Accordingly, our legal system continues to struggle to protect chil
dren from maltreatment within the confines of traditional legal doctrines and with
the assistance of relatively little solid , empirical evidence on relevant topics.

ISSUES OF DEFINITION AND IDENTIFICATION

Overview

At present, four categories of child maltreatment are generally recognized: phys
ical abuse, sexual abuse, psychological abuse (or emotional maltreatment), and ne
glect. Popular definitions of these concepts, and child maltreatment as a whole, have
been based on various factors: the form, intensity, and frequency of the act; the phys
ical or psychological consequences to the victim; the intent of the perpetrator; miti
gating situational influences; and, community standards (Emery, 1989). Legal
definitions of child abuse and neglect are typically delineated in criminal offense
and child protection statutes and/or juvenile or family court jurisdiction acts. How
ever, more important than any variation in the source of these definitions are the
variations in the definitions themselves ; the language used differs widely between
states (Bulkley, 1985). While some commentators (e.g., Bulkley, 1985) have noted a
trend toward providing more specific definitions of prohibited acts, others (e.g.,
Burns & Lake, 1983; Kim, 1986) have not been so optimistic. After surveying North
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American legislation, Burns and Lake (1983) found that few jurisdictions set forth
precise definitions of forms of child maltreatment, instead concluding that most
definitions are covered in "common-sense evidentiary expressions which legislators
feel that no reasonable person could misinterpret" (p. 45) . Likewise, Atteberry
Bennet (1987) noted that although legislative definitions are frequently designed to
reflect the spirit of public and professional opinions, they typically require a signif
icant degree of interpretation. Illustrative of the terms most often left to interpre
tation are "emotional abuse," "mental injury," or impairment of "emotional health,"
which few states even attempt to define (Melton & Davidson, 1987). Those states
that do provide statutory or regulatory definitions of psychologically abusive be
haviors include some of the following terms: "rejection, intimidation, or humiliation
of the child; chaotic, bizarre, hostile, or violent acts producing fear or guilt on the
part of the child; lack of nurturance, intimacy, affection, and acceptance; damage to
the child's intellectual or psychological capacity or functioning and impairment of
the child's ability to function within a normal range of performance and behavior"
(Melton & Davidson, 1987, p. 173). Unfortunately for those who seek to apply these
definitions, these terms themselves are subject to multiple interpretations.

One common theme found in statutory definitions of child maltreatment is
that of harm or threatened harm by acts or omissions (Kim, 1986; Roscoe , 1990) .
For abuse, the critical factor appears to be a nonaccidental injury, while neglect
encompasses harm to a child's health or welfare due to negligent treatment
through omission of health and welfare responsibilities (Roscoe, 1990) . Despite
the emphasis the law places on whether the perpetrator intends to harm the child,
research examining the attitudes of legal professionals, mental health profession
als , medical professionals , educators, and laypersons indicates that there is little
consensus either between or within these groups as to the weight that should be
afforded the intent factor in determining whether a particular act constitutes mal
treatment (Portwood. 1996). Moreover. all groups rated this factor as substantially
less important to such a determination than are actual physical or psychological
harm to the child, possible physical or psychological harm to the child, whether
the act is sexual in nature, the seriousness of the act , and the frequency of the act,
even though none of these factors receives precedence over intent in the written
law (Portwood, 1996).

Other criteria, beyond intent. upon which legal definitions usually depend
are the ages of the child and the perpetrator and the type of act involved (Hau
gaard & Reppucci, 1988). Typical of state legal definitions are the relevant provi
sions of the State Code of Virginia. which define an "abused or neglect child" as
any child:

1. Whose parents or other person responsible for his care creates or inflicts,
threatens to create or inflict, or allows to be created or inflicted upon such
child a physical or mental injury by other than accidentalmeans, or creates a
substantial risk of death. disfigurement or impairment of bodily or mental
functions;

2. Whose parents or other person responsible for his care neglects or refuses to
provide care necessary forhis health; .. .

3. Whose parents or other person responsible forhis care abandons such child;
4. Whose parentsorother personresponsible forhis carecommitsorallowsto be

committedany sexualact upon a child in violation of the law; or
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5. Who is without parental care or guardianship, caused by the unreasonable ab
sence or the mental or physical incapacity of the child's parent, guardian,le
gal custodian or other person standing in loco parentis. (Va. Code §§ 16.1-228,
63.1-248.2) .
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Despite the fact that legal definitions of child maltreatment are often criticized
as too broad, there is some indication that people involved in the area of child pro
tection favor such expanded definitions, which necessarily include a variety of
acts (Cohen & Sussman, 1975). However, others (e.g., Giovannoni, 1991) have
commented that what those within the legal system desire is not so much a defin 
ition as a standard for ascertaining when a child has been abused.

Both empirical studies and commentaries (e.g., Barnett et al., 1993; Nagi,
1977) indicate that there is a great deal of dissatisfaction among professionals in
the child protection field regarding imprecise definitions of maltreatment. In fact,
one consequence of the ambiguity arising from current legal definitions is a diver
gence of views among various professionals coming into contact with abused chil
dren. These differences are clear within, as well as between, professional groups
and the general public. However, recent research indicates that there is a growing
consensus among professionals as to the factors that are important in making a de
termination of maltreatment, as well as whether particular acts should be deemed
abusive (Portwood, 1996). Portwood (1996) found that, consistent with previous
findings (e.g., Giavannoni & Becerra, 1979), lay persons view acts as more abusive
than do professionals, with the exception of teaching professionals. However,
even this gap appears to be closing, with a potentially dangerous trend emerging
toward identifying any act involving a child as abusive (Portwood , 1996).

Obstacles to Developing Clear Legal Guidelines

Although the need for a clear, objective legal definition of maltreatment is
great, problems of subjectivity will no doubt continue to plague both courts and
legislatures as a result of a number of as yet unresolved problems. At the most
fundamental level, maltreatment is generally viewed as harmful or improper be
havior (Haugaard, 1991). Clearly, deeming an act to be either "harmful" or "im
proper" involves value judgments. In addition, if "harm" is to be used as the
standard, characteristics of the individual child (e.g. , temperament, developmen
tal level, resiliency) immediately take on a prominent role , making it difficult to
formulate general criteria by which all children can be assessed. Although some
acts are easily perceived as harmful when directed at very young children (e.g.,
not preparing regular meals), these same acts may not present any danger to older
children; the opposite is also true Ie.g., bathing, sleeping in the same bed). Such
developmental considerations have been shown to influence some professionals'
definitions (Baily & Baily, 1986). Moreover, a conceptualization of maltreatment
based on harm to the child means judging the effects of particular acts on a partic
ular child; this task is made even more difficult by the fact that effects may not be
come apparent for many years (Haugaard & Reppucci, 1988).

Focusing on the "impropriety" of behavior necessarily invokes some societal
standard. Those attempting to formulate an objective definition of child maltreat
ment cannot ignore the broader cultural context in which that behavior occurs;
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nonetheless, the influence of culture and the role it plays in individuals' assess
ments of whether an act is abusive has often been overlooked. Both within and be
tween cultural groups, important differences exist in patterns of childrearing, the
extent to which childhood is viewed as a developmental stage deserving of special
consideration, the conditions deemed necessary for proper development, and the
"rights" afforded to children (Eisenberg, 1981). Instead of a universal standard for
either optimal child care or for child maltreatment, there is great cross-cultural vari
ability in beliefs and behaviors regarding childrearing (Korbin, 1977, 1991). There
are also problems presented by great variations in socioeconomic status within our
society. There is a general consensus that under current definitional standards, so
cioeconomic factors have resulted in African-American children's being overrepre
sented as victims of abuse, whereas white children have been underrepresented
(Garbarino & Ebata, 1983; Wilson & Saft, 1993). Spearly and Lauderdale (1983) ob
tained results which support the notion that nonwhite abusive families , particularly
African-Americans, have been overrepresented because of a higher incidence of
poverty and a greater prevalence of fatherless homes and working mothers. Particu
larly in the arena of neglect , low socioeconomic status may result in circumstances
which, when not viewed in their appropriate context, suggest a failure to provide on
the part of a child's parent or caretaker Ie.g.,worn clothing, unbalanced meals).

Given the many factors that contribute to value judgments of parental behav
ior, serious questions arise as to the acceptance of community standards as an ap
propriate means of defining child abuse. In applying such a standard, the critical
question is "Which community will provide those standards?" or, given that cur
rent laws are seen as reflecting community standards, "Which community is pro
viding those standards?"

INITIAL RESPONSES TO CASES OF SUSPEcrED MALTREATMENT

Reporting Suspected Cases of Maltreatment

Since 1974, legislation in all 50 states has mandated reporting of suspected
cases of child abuse and neglect (Kean & Dukes, 1991). These statutes detail who
must (or may) report suspected incidents of child maltreatment, what must be re
ported, whether certain information qualifies as a privileged communication,
sanctions for failure to report, and reporting procedures (Aber & Reppucci, 1992).
The primary purpose of these mandatory reporting laws is to ensure that children
are as safe and well cared for as possible, as well as to promote children's basic
rights to food , clothing, shelter, and education (Brooks, Perry, Starr, & Teply, 1994).
Among those professionals who are required by all states to report child maltreat
ment are physicians, nurses, emergency room personnel, coroners, medical exam
iners, dentists , mental health professionals, social workers, day care personnel,
and law enforcement officers (Abrahams, Casey, & Daro, 1992; Brooks et al., 1994;
Bulkley et al., 1996). Some states go so far as to require any person who suspects
child maltreatment to report to a designated authority those facts known to her or
him (Bulkley et al., 1996). Further, legislation may subject to civil and/or crimi
nalliability a mandated reporter who knowingly fails to report a suspected case of
abuse or neglect; such liability may also arise as the result of a negligent failure to
report (Bulkley et al., 1996).
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Despite these broad mandates, many commentators (e.g., Finkelhor, 1993;
Haugaard & Reppucci, 1988) believe that overall reporting rates are low. Perhaps
because of the reluctance of those professionals in a unique position to identify
child maltreatment to report suspected cases, most reports come from private cit
izens (Barnett et al., 1993; Knudsen, 1988). Accordingly, it is nonprofessionals
who are most often identifying, and thus defining, those acts that constitute child
maltreatment. Delays in reporting, refusals to report , and/or decisions not to report
perhaps indicate an ambiguity in the definitions of abuse held by both profes
sionals and members of the general public. Surveys have, in fact, shown that
physicians, who are often specifically targeted by mandatory reporting require
ments due to the fact that they are frequently the first people outside the family to
observe serious cases of child maltreatment, are much more willing to diagnose
than to report child maltreatment (Kim, 1986). Teachers, too, tend to hold two de
finitions of abuse: a multidimensional theoretical concept that is actually broader
than legal definitions and a much more narrow concept of "punishable" or "re
portable" abuse (Pelcovitz, 1980; Tite, 1993). A reluctance to report may also be at
tributable to concerns about the well-being not only of the child but also of the
other individuals involved (Zellman, 1992). Clearly, the interests of a number of
people are at stake whenever an individual evaluates whether to report his or her
suspicions of maltreatment. In addition to the welfare of the child, the impact of
such a report on the child's family, on the perpetrator of the alleged abuse, and on
the reporter may all factor into the ultimate decision (Brooks et al., 1994).

Some (e.g., Abrahams et al., 1992; Wurtele & Schmitt, 1992) have suggested,
based on findings that mandated reporters have incorrect suppositions about their
responsibilities in relation to reporting, that there may be an overall lack of knowl
edge about reporting laws and the behavioral process that accompanies them.
Many people are aware that legal consequences attach to a failure to report; in fact,
affected professionals may be more aware of the negative consequences of report
ing than of the professional interests served by legislation on reporting (Brooks et
al., 1994; Pollak & Levy, 1989). There is a common misperception that in order to
report, an indiviudal must have solid evidence of dubious treatment. To the con
trary, the decision to report is only the initial step in addressing a case of child
abuse and neglect and the substantiation of suspicions is not within the duties of
mandated reporters; reporters are required only to have a reasonable suggestion of
maltreatment (Wurtele & Schmitt, 1992).

A survey of day-care employees provided further evidence of widespread
misconceptions regarding reporting requirements (Wurtele & Schmitt, 1992). Al
though the majority of participants were aware of the reporting mandates, many
falsely believed all citizens to be mandated reporters. As the researchers noted,
such a misconception could discourage the accurate production of reports because
of an inference that others will fulfill reporting obligations, in an alternative ap
plication of Latane and Darley's (1968) theory of diffusion of responsibility.

Many considerations, including perceived socioeconomic status of the family
and age, gender, and race of the child, parent, and reporter, may factor into the de
cision of whether to report a suspected case of child maltreatment (Warner &
Hansen, 1994). A number of studies indicate that reporting decisions may vary ac
cording to the type of maltreatment that is believed to exist in the particular situ 
ation. Saulsbury and Campbell (1985) observed that of three general categories of
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maltreatment-physical abuse , sexual abuse , and neglect-sexual abuse was most
likely to be reported by physicians, whereas cases of neglect were the least likely
to be reported. In a survey of physicians, psychologists, psychiatrists, social ser
vice personnel, and child care employees, Zellman (1992) found that sexual abuse
was not only more likely to be reported, but was also believed to be more serious
than both physical abuse and neglect. It was this perceived seriousness of the act,
along with comprehension of reporting laws , that most affected actual reporting
behavior. In contrast with the findings of Zellman (1992) and Saulsbury and
Campbell (1985), Winefield and Bradley (1992) found reports of physical abuse to
be the most prevalent, followed by allegations of sexual abuse , neglect, and emo
tional abuse.

Pollak and Levy (1989) hypothesized that issues of countertransference un
derlie decisions not to report and may contribute to a lack of appropriate reporting
among those professionals subject to mandates. Pollak and Levy defined counter
transference as conscious and unconscious emotional components which are the
result of past personal experiences and that affect attitudes toward those individ
uals who will be affected by a report (e.g., the child, family, suspected perpetra
tor). Countertransference is said to occur when such emotions are manifested as
deviations from what would be viewed as standard reporting behavior; for exam
ple, fear, guilt, sympathy, and anger may arise from a professional's expectations.
Potential support for this hypothesis is found in a survey of school districts in 29
counties across the United States , in which teachers admitted to having reserva
tions about reporting based on perceived legal consequences of producing an un
substantiated report, possible disruption of the relationship between teachers and
children or parents, and parents' refuting reports (Abrahams et al., 1992).

As a whole, the research related to mandated reporting shows a need for train
ing of affected professionals on the specifics of reporting requirements and appro
priate evaluation criteria. One might argue , however, that the effectiveness of any
training efforts would be severely hampered by the lack of clear guidelines in ex
isiting reporting laws. Nonetheless, training could have a positive impact on gen
eral reporting behaviors and thus promote the best interests of children by
ensuring not only that reports are made in appropriate situations, but that they are
made in a manner that ensures they will be addressed in an efficient manner. For
example, teachers and child care employees report a tendency to make reports to
school personnel rather than child protection authorities (Abrahams et al., 1992),
which practice may impede further investigation and intervention by creating an
additional opportunity for "case-screening" by other mandated reporters.

A final and largely unexplored topic related to reporting is the extent to
which children report or even possess the skills necessary to report their own
abuse. An obvious but often overlooked fact is that children must themselves
identify an act as abusive before reporting it to an adult. Reppucci and Haugaard
(1989) have noted this dilemma in the context of programs aimed at training chil
dren to repel or report sexual abuse. Such programs assume, without empirical
support, that a child possesses the ability first to recognize that he or she is in an
abusive situation, then to believe that he or she can and should take some sort of
action, and finally to implement specific self-protective skills. In fact, the limited
research in this area suggests that few young children are capable of either defin
ing maltreatment or identifying an act as abusive (Miller-Perrin & Wurtele, 1989).
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Emergency Placement Detenninations

Once an allegation of child maltreatment is made, state legislation typically
provides that under certain circumstances abused or neglected children may be
taken into custody immediately (Portwood & Reppucci, 1994). Despite the courts '
continued policy of nonintervention in deference to the right of family autonomy,
at least one appellate court has held that the parental liberty interest in keeping
the family unit intact is not a clearly established right when there is a reasonable
suspicion that a parent may be abusing a child (Myers v. Morris, 1987). The guid
ing principle in such emergency placement is that the option selected should con
stitute the least drastic alternative and that every effort should be made to prevent
removal and to support continued placement in the home.

Decisions to Prosecute Suspected Cases of Maltreatment

After a report of suspected child maltreatment is lodged, social service
and/or child protective agencies typically handle the determination of whether
that report can be substantiated; only if a case is deemed "valid" by these agen
cies may it proceed to a court of law (Cross, DeVos, & Whitcomb, 1994; Wine 
field & Bradley, 1992). According to the 1988 National Incidence Survey, the
substantiation rate for reported cases of child maltreatment in the United States
in that year was 53% (cited in Winefield & Bradley, 1992). Critics ofthe method
by which this rate was calculated urge that a more representative rate is in the
range of 40 to 42% (Besharov, 1993). Regardless ofthis discrepancy, it appears
that substantiation rates have increased since the establishment of reporting
mandates (Tjaden & Thoennes, 1992). Some aspects of cases that relate to their
likelihood of substantiation include the age of the victim, with age correlating
positively with corroboration of the report; whether the victim had been the
subject of previous reports ; occupational status of the alleged offender; severity
of the alleged maltreatment; and the professional identity of the individual or
individuals initiating the report (Winefield & Bradley, 1992) . Interestingly, there
is some empirical evidence that policy considerations, as well as legal factors
(e.g., the amount of evidence required), playa role in rates of substantiation
(Flango , 1991).

While substantiation is typically a predicate to legal prosecution, substan
tiation by no means ensures that prosecution will follow. According to Tjaden
and Thoennes's 1992 report of findings by the National Center on Child Abuse
and Neglect, fewer than half of those cases that are confirmed result in criminal
prosecution. While this figure might suggest that a majority of offenders are not
being confronted by the courts, the reality is that alternative or mandatory treat
ment is often substituted for criminal penalties such as probation or incarcera
tion (Fridell, 1991; Tjaden & Thoennes, 1992). Typical of such alternative
programs is the Sacramento County Child Sexual Abuse Treatment Program
which is made available to perpetrators of child maltreatment who admit re
sponsibility for their abusive or neglectful actions provided the offender is a
member of the victim's family, has no documented history of criminal or violent
behavior, and is deemed emotionally and mentally stable enough to participate
successfully (Fridell, 1991).
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COURTROOM PROCEEDINGS

Because acts viewed as more severe will necessarily be deemed to justify
more intrusive forms of intervention, serious cases of abuse-at least those in
which sufficient evidence is available-will be directed to the court system. Al
though most cases of suspected abuse or neglect are resolved without court inter
vention (Miller, Shireman, Burke, & Brown, 1982), 15% to 20% of child protection
cases prompt action by the courts (Rosenberg & Hunt, 1984). Given that the num
ber of reports of suspected child maltreatment in the United States had risen to 2.7
million by 1991 (National Center for Child Abuse and Neglect , 1993), the number
of formal court cases of abuse and neglect are clearly in the hundreds of thou
sands. Once legal proceedings are instituted, two critical concerns arise regarding
the child's role in the courtroom: (1) Is the child capable of serving as a witness?
and (2) Will testifying result in trauma to the child? These concerns have spawned
many recent reforms in courtroom procedures in an effort to protect children and
improve the reliability of their testimony. We now examine those issues that arise
when a child is called upon to testify in legal proceedings and the steps under
taken by courts to facilitate such testimony.

Children as Witnesses

At the outset, it is important to note that many children who do not serve as
witnesses at trial are nonetheless primary sources of information against an ac
cused. In fact, children are questioned an average of 11 times prior to testifying in
court (Ceci & Bruck, 1993a). Accordingly, general issues regarding children's abil
ity to provide accurate reports of incidents of maltreatment are relevant not only
to an ultimate determination of guilt or innocence in the courtroom, but at each
stage of the proceedings , beginning with the investigation and all-important de
termination of whether there is sufficient evidence to justify criminal prosecution.

At each of these stages, there are many concerns regarding the child's role as
a witness, particularly when the child is of preschool age. These concerns relate
not only to the effect of testifying on the child, but also to the merit to be afforded
the child's testimony. Primary among these concerns is the fear that the child is
not reporting what he or she remembers, but what he or she has been told or oth
erwise led to believe by an adult. For example, there is a general fear that mis
leading questioning by investigators leads to false allegations and improper
convictions (Goodman & Clarke-Stewart, 1991). Others contend that parents could
prompt their children to give false accounts which the child might eventually
come to believe, as, for example, in a hotly contested child custody case (Hau
gaard, 1993; Haugaard & Reppucci, 1992; Yuille, Hunter, Joffe, & Zaparniuk, 1993).
Whether the empirical evidence supports such claims has been the subject of
much debate.

Although there is some contradictory evidence (Luus & Wells, 1992), surveys
of the general public have suggested that adults are skeptical of children's capaci
ties as witnesses (Perry & Wrightsman, 1991 ; Leippe & Romanczyk, 1987). Ross ,
Dunning, Toglia, and Ceci (1989) found that adults believe that compared to adult
witnesses, children are less likely to be accurate and more likely to be open to sug
gestion. Jury simulation studies also indicate that child witnesses are deemed less
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credible than their adult counterparts (Goodman, Golding, & Haith, 1984; Good
man. Golding, Helegson, Haith, & Michelli, 1987). Judges, psychologists, police of
ficers , and attorneys have all expressed concerns regarding the accuracy of
children's testimony (Goodman & Reed, 1986).

Despite the apparent consensus that child witnesses are inferior to their adult
counterparts, ineffective prosecution of child abuse cases has generated several
changes in the legal system. Foremost among these is the shift in legal presump
tions away from viewing children as incompetent to instead deeming children
competent to serve as witnesses, with the question of credibility going to the jury
(Perry & Wrightsman. 1991). Under Rule 601 of the Federal Rules of Evidence,
children are presumed competent; thus, as with adult witnesses, the jury is to con
sider the abilities of the particular child in determining his or her credibility. Even
where competence is not presumed, the majority of states allow a child to testify
provided his or her competence is demonstrated to the court (Whitcomb, 1992) .
Other standards. beyond age, generally applied in competency determinations in
clude an understanding and appreciation of the oath to tell the truth, sufficient
mental capacity to recall an event independently, and the ability to articulate such
recollections and answer questions concerning the event (Bulkley, 1988; Wei
thorn, 1984).

Once the question of competence has been resolved, either by proof or by pre
sumption, the child is treated as is any adult witness in that the sole issue for de
termination is whether his or her testimony is credible. The judge or the jury may
choose to accept or reject the child's testimony, in whole or in part. based on its as
sessment of whether the child is telling the truth. Typically, this determination has
two components: (1) the question of memory and the extent to which children can
accurately recall legally relevant information; and (2) the question of suggestibil
ity, that is, whether the child is telling the truth or simply reciting what he or she
has been coached into reporting, and possibly even accepting as true.

Children's Memory

Based on the empirical research, there is an apparent consensus that memory
skills improve with age (Cohen & Harnick, 1980; Kail, 1989 ; Schneider & Press
ley, 1989). Much of the early research into the accuracy of children's recollections
was limited by its focus on school-aged children (Ceci & Bruck, 1993b), more re
cent investigations have included those children who are most likely to serve as
witnesses in abuse proceedings-preschoolers. In a 1993 analysis, Gray found that
children below age 8 were involved in 45% of sexual abuse cases; 19% of these
witnesses were age 5 or below. Current research indicates that there are situations
in which the recall of even preschoolers is accurate. For example, preschoolers ex
hibit clear recall for action-related events (Davies, Tarrant , & Flin, 1989); for events
in which the child is a participant (Rudy & Goodman, 1991); when recognition,
rather than free recall, is used as a standard (Ceci, Ross, & Toglia, 1987; Cole & Lof
tus, 1987); and when specific questions are asked and the task does not emphasize
verbal skills (Marin , Holmes , Guth , & Kovac, 1979; Nurcombe, 1986). These find
ings further suggest that children's errors in reporting are more often acts of omis
sion rather than commission; in other words, although children may recall less
than adults, what they do recall may be quite accurate (Goodman & Helegson,
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1985). As many commentators Ie.g., Marin et al., 1979) have noted, the primary
problem may be not young children's ability to remember, but their ability to re
port their recollections in an accurate and meaningful way.

Perhaps the major obstacle to applying most of the existing research to as
sessments of child witness competence is the fact that most studies have exam
ined children's short-term recall of objects rather than actions and of peripheral
rather than central events (Ceci & Bruck, 1993b). Clearly, the results of such stud
ies do not automatically generalize to cases of alleged maltreatment, in which chil 
dren are likely to have longer exposure to the information to be recalled and to be
direct participants in , rather than bystanders to, the event of interest (Ornstein,
Lams , & Clubb, 1991; Goodman & Reed, 1986). Some initial attempts at examining
children's mnemonic accuracy in more legally relevant contexts have shown
promising results. For example, Ornstein, Gordon, and Larus (1992) examined 3
and 6-year-olds' memory for a visit to their pediatrician for a physical examina
tion. During an immediate memory test, both age groups remembered most fea
tures of the examination, even though the older group performed somewhat better.
Although the mnemonic performance of 3-year-olds decreased at one- and three
week intervals, the performance of the 6-year-olds remained constant. Both groups
also gave accurate responses to misleading questions; however, 3-year-olds again
performed less well. In examining children's recall of inoculation and venipunc
ture procedures, Goodman, Aman , and Hirshman (1987) found that 5- and 6-year
olds answered questions more accurately than 3- and 4-year-olds; however,
neither group exhibited any apparent decrease in general recall at delays of up to
9 days. In the study perhaps most closely approximating the characteristics of an
abuse incident, Saywitz, Goodman, Nicholas, and Moan (1989) compared recol
lections of groups of 5- and 7-year-old girls, half of whom had a scoliosis exam and
half of whom had a genital exam. Between one and four weeks following their
exam, participants were asked suggestive and nonsuggestive questions that were
both abuse- and nonabuse-related. Although older children's responses to sugges
tive nonabuse questions and nonsuggestive abuse questions were more accurate
than those of the younger group, there were essentially no differences in the ac
curacy of the two age groups on suggestive abuse questions.

In summary, it is important to note that although children do exhibit some
problems with memory, these same problems are also exhibited by adults to some
degree (Goodman & Helegson, 1985). Nonetheless, the general skepticism regard
ing children's capacities, along with the increasing frequency with which children
are being called upon to testify, demands much more work regarding the accuracy
of their testimony.

Children's Suggestibility

Underlying the general skepticism surrounding children's testimony is not
only a concern that children are less capable of remembering legally relevant in
formation , but also a fear that they are more suggestible and easily misled than
adults. To date, the research regarding children's suggestibility has been contra
dictory. Although some researchers (e.g., Berliner, 1985; Goodman, Rudy, Bottoms,
& Aman, 1990) have characterized children as resistant to suggestion, unlikely
to lie, and reliable as witnesses in regard to acts perpetrated on their own bodies,
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others (e.g., Gardner, 1989 ; Underwager & Wakefield , 1989) describe children as
having difficulty distinguishing fantasy from reality, being easily influenced by
authority figures , and, thus , being unreliable as witnesses in legal proceedings. It
has been suggested that this controversy may be attributable to inconsistencies in
the interpretation of data rather than in the data itself, as studies on both sides of
the debate are plagued by methodological problems such as relatively small sam
ple sizes, confounds (e.g., linguistic complexity of questions), and the artificiality
of study conditions (Ceci, 1991; Ceci & Bruck, 1993b).

In an especially clever study designed to explore children's suggestibility in a
context that could give rise to an allegation of sexual abuse. Rudy and Goodman
(1991) left pairs of children, ages 4 and 7, in a trailer with a strange adult. One
child was selected at random to playa game with the adult that involved being
dressed in a clown costume, lifted, and photographed, while the other child ob
served. Approximately 10 days later, participants were interviewed about the
event using suggestive and nonsuggestive questions about the adult's actions. Mis
leading information that could lead to an allegation of abuse was incorporated into
questions (e.g., "He took your clothes off, didn't he?"; "He kissed you, didn't he?").
From a finding that younger and older children had similar high rates of accuracy
on misleading questions suggestive of abuse, Rudy and Goodman (1991) con
cluded that children are less susceptible to suggestion regarding a personally ex
perienced event and highly resistant to suggestions indicating abuse.

After reviewing the suggestibility literature, Ceci and Bruck (1993b) con
cluded that there do appear to be significant age differences in suggestibility;
preschool-age children are disproportionately more suggestible than either school
aged children or adults. From a series of four studies designed to assess preschool
ers' susceptibility to misleading postevent suggestions and to determine whether
some of the variables that have been identified as susceptibility to suggestion also
account for preschoolers' vulnerability to misinformation, Ceci, Ross. and Toglia
(1987) concluded that young children's memory is comparable to that of adults
when there is no biasing. However, preschoolers ' memories are more susceptible
to misleading postevent information than are the memories of older children, even
after other sources of variance are considered. Some of this susceptibility may be
explained by young children's tendency to conform to the wishes of an adult.

Along with cognitive factors, such as mnemonic accuracy. social and motiva
tional factors appear to play an important role in determining the extent of a child's
suggestibility. Of particular concern in legal contexts is the fact that when asked
the same question more than once, children often change their response, presum
ably because they interpret the repetition of the question as their inability to give
an acceptable response initially (Maston, 1987; Poole & White, 1991). This ten
dency may have particularly serious repercussions for the child involved in a case
of alleged maltreatment because, again, he or she will typically be interviewed
many times , often by several adults, during the course of an investigation (Ceci &
Bruck ,1993a).

Much more research is needed to delineate the extent to which children's sug
gestibility represents their response to adult interviewers, given initial evidence
that supports the notion that children are susceptible to misinformation presented
by an adult. For example, young children view adults as credible and competent
sources of information. placing much more faith in statements made by adults
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than in those made by peers (Ackerman, 1983). Not only do young children per
ceive adults as cooperative conversational partners who will attempt to commu
nicate with the child to the best of their ability, but children in turn attempt to be
cooperative in their interactions with adults, often supplying a questioner with the
type of information the child thinks is being requested (Ervin-Tripp, 1978; Read &
Cherry, 1978) or trying to please the adult interviewer.

When questioned by adults, children may also attempt to make their answers
consistent with what they see as the intent of the questioner rather than consistent
with the child's actual knowledge (Ceci & Bruck, 1993b). For example, a majority
of children ages 5 and 7 attempted to answer even nonsensical questions (e.g., "Is
milk bigger than water?") when they were posed by adults (Hughes & Grieve,
1980). In courtroom settings, attorneys may ask equally confusing questions, in
jecting age-inappropriate vocabulary, complex syntax (e.g., pronouns with unclear
referents), and general ambiguity into their examination (Walker, 1993), thus elic
iting suboptimal testimony from the child witness. Attorneys may also confuse
young witnesses through the use of leading questions, that is, those requiring only
a "yes" or "no" answer ("He took your clothes off, didn't he?"). Findings by Port
wood and Reppucci (1996) indicate that there may be an important distinction be
tween children's susceptibility to direct suggestions and their susceptibility to
indirect suggestions; thus, the need to question children in a manner that mini
mizes the potential for an adult to influence the child's response, even uninten
tionally, may be even more crucial than many commentators (e.g., Doris, 1991;
Goodman & Bottoms, 1993; Perry & Wrightsman, 1991) have emphasized. Equally
important to continuing efforts to delineate the determinants of children's sug
gestibility is the role that research can play in developing and improving proce
dures for obtaining accurate testimony from children.

Summary

Courts would no doubt welcome conclusive research regarding the capacities
of child witnesses and methods of assessing the capacities of a specific child in
particular. However, many obstacles, including the difficulty in testing children
under conditions that simulate the trauma of abuse.make it virtually impossible to
develop a study that can resolve the global question of whether preschoolers are
suggestible. Although a growing consensus of findings indicates that young chil
dren are likely to resist misinformation about an event involving their own bod
ies (a finding which, if accepted by a court, would satisfy the "preponderance of
the evidence" standard applied in civil suits), the fact that even a small percentage
of children incorporate such misinformation into their reports defeats any attempt
to establish criminal liability "beyond a reasonable doubt."

Courtroom Reforms

Several procedural reforms have been instituted at least partly because of the
increase in the number of children testifying in a legal arena. Some researchers
have suggested that the stress of testifying in a courtroom may equal the trauma
of the abuse itself (Crosby & Reppucci, 1993), sparking numerous attempts to pro
tect children involved in litigation. As has been emphasized, any legal resolution
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of alleged maltreatment entails an attempt to balance the rights of the child or chil
dren against the rights of the accused. At first blush, it might appear that the rights
of an accused must necessarily bend to concerns for the child. The need for con
tinued attention to defendants' rights becomes especially salient, however, in
cases of alleged sexual abuse, given the devastating effects that such allegations
have on the defendant, even when he or she is later adjudicated innocent (Davis &
Reppucci, 1992). The principle of defendants' rights is based on the Sixth Amend
ment of the U.S. Constitution, which provides that citizens subject to prosecution
in criminal courts retain the right to a public trial and the right to confront and
challenge the accusations of the witnesses against them. To date, the majority of
courtroom reforms have focused on limiting face-to-face contact between the de
fendant and the child. However, the courts must balance the need to protect child
witnesses against the defendant's constitutional right to confront the witnesses
against him or her. The Supreme Court , as well as the lower courts , has recognized
three purposes behind this constitutional right: (1) to bind witnesses to testimony
under oath, (2) to afford the defendant an opportunity to cross-examine, and (3)
to allow the judge and/or jury to observe the witness's demeanor (Portwood &
Reppucci , 1994). If the defendant is to be denied this right to confront his or her
accuser, certain standards enumerated by the Supreme Court in Ohio v. Roberts
(1980) must be met . In Roberts. the Court held that hearsay statements do not vio
late the right to confrontation provided the witness is "unavailable" (either actu
ally, that is, deceased or beyond the court's subpoena power, or figuratively, that
is , incompetent to testify) and the statement possesses a sufficient guarantee of
trustworthiness. With these guidelines in mind, many states have adopted the use
of two-way closed circuit television or videotaped statements in lieu of live child
testimony and/or admission of certain (out-of-court) hearsay statements (Crosby &
Reppucci,1993).

Alternatives to "Live" Testimony

In Coy v. Iowa (1989), the Supreme Court first considered the constitutional
ity of procedures designed to protect alleged victims of child abuse by limiting
face-to-face confrontation with the defendant. Although the Court rejected the
Iowa statute, which provided that the witness would be separated from the defen
dant by a screen, on the ground that there was no showing that these particular
witnesses required special protection, subsequent cases have supported court
room reforms. In Maryland v. Craig (1990), the Court sanctioned the use of testi
mony by an alleged victim via one-way closed-circuit television, citing the amicus
curiae brief filed by the American Psychological Association and the research ref
erenced in it to support the majority's finding that the State does have a com
pelling interest in protecting child witnesses from physical and psychological
harm. The Court held that the interest of alleged child abuse victims may out
weigh the defendant's Sixth Amendment rights provided there is a "specific find 
ing of necessity." While these cases suggest that the Court is amenable to the use
of certain procedural safeguards when child victims are required to testify, their
holdings may be limited to cases of sexual abuse .

Although numerous criticisms have been levied at the use of videotaped tes
timony, "[tlhe major threat of videotaping is that in states that do not require the
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defendant's presence during the child's testimony, the jury may draw inappropri
ate inferences about the defendant's guilt, because of the harm that it appears the
court is suggesting will be caused by the child's seeing the defendant" (Haugaard
& Reppucci, 1988, p. 363). Clearly, this same threat is posed where the court or leg
islature has taken other steps to shield a child witness from a defendant. Perhaps
in deference to this criticism, videotaped testimony appears to be used relatively
infrequently in those states where it is authorized (Whitcomb, 1985).

Hearsay Exceptions

Under general evidentiary rules, hearsay testimony (l.e., matters that the wit
ness did not experience firsthand but rather were told to him or her by another
[such as the testimony of an adult as to the content of a child's statements regard
ing an abuse incident)) may be admitted if the child is found "unavailable" and
the testimony has some indicia of reliability (Federal Rule of Evidence 803). When
a child does not testify at trial, his or her hearsay statements automatically violate
the Sixth Amendment rights afforded criminal defendants unless the statements
meet the criteria for an established exception to the hearsay rule, such as a state
ment made for the purpose of medical diagnosis or treatment (Federal Rule of Ev
idence 803(4)). However, a growing number of states have expanded the scope of
such exceptions by way of special hearsay statutes applicable to child maltreat
ment cases (Bulkley et al., 1996; Haugaard & Reppucci, 1988). Among the factors
to be considered in determining whether there is sufficient indicia of the reliabil
ity of the statement to justify its admission into evidence are the general character
of the child, whether he or she has a motive to lie , the spontaneity of the state
ment, the timing of the statement, the person(s) to whom the statement was made ,
and the number of individuals who heard the statement (Bulkley et al., 1996). Al
though such hearsay testimony can be severely damaging to a defendant, his or
her situation is not substantially improved when the child is allowed to testify in
person (Patterson, 1992).

POTENTIAL LEGAL OUTCOMES

As noted, child abuse and neglect cases can be instituted in either or both
criminal and civil courts of law. The major distinction between these two systems
is the burden of proof or standard against which the evidence will be weighed by
the judge or jury. In criminal courts, the State must establish guilt "beyond a rea
sonable doubt," whereas in civil courts, a complaining party need only prove his
or her case by a "preponderence" or greater weight of the evidence. The fact that
child custody disputes arise in civil court, in which the reduced standard is ap
plied, exposes an alleged perpetrator to a greater risk of an adverse finding and
perhaps less attention to his or her individual rights because here, the "best inter
ests of the child" are paramount (Patterson, 1992). The potential outcomes of crim
inal and civil proceedings also differ substantially. A guilty verdict in criminal
court may result in a fine and/or imprisonment. A verdict against a civil defendant
typically results in an award of damages or, in a custody dispute in family court,
the loss of custody, visitation privileges, or even parental rights.



BALANCING RIGHTS AND RESPONSmILITIES 47

When the court determines that a parent or guardian has abused or neglected
a child, several alternative placements may be considered. For example, the court
may allow the child to remain with the parents subject to certain conditions, or
may transfer legal custody to the grandparents , other relatives , a child welfare
agency, or public or private social services. Transfer of custody to a public service
agency typically results in the child's being placed in temporary or permanent
foster care. In the most extreme cases , the court may pursue termination of par
ental rights.

Termination of Parental Rights

Although the Supreme Court has recognized a fundamental right of parent
hood, the Court has also recognized that parental rights are not absolute (Prince v.
Massachusetts, 1944). In extreme cases in which parental rights conflict with the
best interests of the child, parental rights may be terminated. In termination cases,
despite the circumstances or the consequences to the parents, who may themselves
be victims of circumstances beyond their control, the best interests of the child are
paramount. However, because parental rights are fundamental, they cannot be ter
minated absent a showing of a compelling state interest. Courts will apply a strict
scrutiny test to any termination standard, requiring that any infringement on the
right of family autonomy serve an important state interest. In addition, clear and
convincing evidence is required for a termination of parental rights.

One of the primary bases for seeking a termination of parental rights is to
emancipate the child for legal adoption (Portwood & Reppucci, 1994). In essence,
violation of the biological family is simply a means of placing the child in an in
tact family. Because adoption is controlled by the laws of the various states, a full
discussion of the procedures and guidelines is beyond the scope of this chapter.
However, it should be noted that although a court may serve as an overseer in
adoption proceedings, primary determinations of parental fitness have been left
largely to social service agencies.

CONCLUSIONS

The courts, as well as all of those who comprise the legal system, face many
challenges when presented with cases involving child abuse and neglect. These
individuals must first ascertain whether an act or omission should be character
ized as abuse or neglect such that intervention, and the violation of family auton
omy which it entails, is merited. When a case is referred to legal authorities , these
authorities continue to give great consideration to the rights of the parents, at
tempting to keep the family intact. Although recent cases have held that when
there is a threat of danger to the child, his or her rights may supersede the parents'
right to privacy, the courts have remained hesitant to place the rights of children
before those of parents or other adults accused of abuse or neglect. Moreover, the
typically extended period of time between the initiation of a report of suspected
abuse until final resolution of the case--in one system an average of five years
(Poitrast, 1992)-threatens to keep both children, families , and/or defendants in a
state of limbo, in which the interests of none are served.
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Overall, actions by the courts in the past decade are suggestive of a move to
ward increasing consideration of children's rights Nonetheless, there is little, if
any, indication that the Supreme Court is willing to abandon more traditional
views that defer to the rights of parents and afford them great autonomy in all mat
ters concerning their children. Although the legal system continues in its com
mitment to serving the best interests of children, the lack of scientific knowledge
regarding how best to serve or even identify these interests severely hampers any
ability to protect children from future harm . Arguably, a child's best interests are
not susceptible to scientific proof, as they are a matter of values rather than em
pirical fact (Mnookin, 1978). However, to the extent that the laws that affect chil
dren are based on erroneous assumptions, researchers can assist in exposing errors
and formulating more appropriate policies and procedures to address cases of
child maltreatment (Melton, 1987; Woolard, Reppucci, & Redding, 1996).

REFERENCES

Aber, M., & Reppucci, N. D. (1992). Child abuse prevention and the legal system. In D. Willis , E. W.
Holden, & M. Rosenberg (Eds.), Prevention ofchild maltreatment: Developmental and ecological
perspectives (pp. 249-266). New York: Wiley.

Abrahams. N.• Casey. K.. & Daro, D. (1992). Teachers' knowledge. attitudes, and beliefs about child
abuse and its prevention. Child Abuse £7 Neglect, 16, 229-238.

Ackerman, B. (1983). Speaker bias in children's evaluation of the external consistency of statements.
Journal ofExperimental Child Psychology, 35, 111-127.

Atteberry-Bennett, J. (1987). Child sexual abuse: Definitions and interventions ofparents and profes
sionals. Unpublished doctoral dissertation. University of Virginia. Charlottesville.

Baily. T. F.. & Baily. W. H. (1986). Operational definitions of child emotional maltreatment: Final re
port. National Center on Child Abuse and Neglect (DHHS90-CA-0956). Washington. DC:U.S. Gov
ernment Printing Office.

Barnett. D., Manly. J. T., & Cicchetti. D. (1993). Defining child maltreatment: The interface between pol
icy and research. In D. Cicchetti & S. L. Toth (Eds.I, Child abuse , child development, and social
policy (pp. 7-73). Norwood. NJ: Ablex.

Berliner. L. (1985). The child and the criminal justice system. In A. W. Burgess (Ed.], Rape and sexual
assault (pp. 199-208). NY: Garland.

Besharov, D. J. (1993). Overreporting and underreporting are twin problems. In R. J. Gelles & D. R.
Loseke (Eds.), Current controversies on family violence (pp. 257-272). Newbury Park. CA: Sage.

Brooks. C. M.. Perry, N. W., Starr. S. D.• & Teply. L. L. (1994). Child abuse and neglect reporting laws :
Understanding interests. understanding policy. Behavioral Sciences and the Law, 12.49-64.

Bulkley, J. (1985). Analysis of civil child protection statutes dealing with sexual abuse. In J. Bulkley
(Ed.), Child sexual abuse and the law (5th ed.). Washington, DC: American Bar Association.

Bulkley. J. (Ed.). (1988). Child sexual abuse and the law. Washington, DC:American Bar Association.
Bulkley. J. A., Feller. J. N., Stern, P., & Roe, R. (1996). Child abuse and neglect laws and legal proceed

ings . In J. Briere, L. Berliner. J. A. Bulkley. C. Jenny, C., & T. Reid. The APSAC handbook on child
maltreatment (pp. 271-296). Thousand Oaks, CA: Sage.

Burns, G. E.• & Lake. D. E. (1983). A sociological perspective on implementing child abuse legislation
in education. Interchange, 14(2).33-49.

Ceci, S. J. (1991). Some overarching issues in the children's suggestibility debate. In J. Doris (Ed.), The sug
gestibility ofchildren's recollections (pp. 1-9) . Washington, DC: American Psychiatric Association.

Ceci, S. J.. & Bruck. M. (1993a). Child witnesses: Translating research into policy. Social Policy Report,
8(3). Society for Research in Child Development.

Ceci, S. J.• & Bruck , M. (1993b). The suggestibility of the child witness: A historical review and syn
thesis. Psychological Bulletin, 113.403-404.

Ceci, S. J.,Ross, D. F., & Toglia, M. P.(1987). Suggestibility of children's memory: Psycholegal implica
tions. Journal ofExperimental Psycholgy, 116. 38-49.



BALANCING RIGlITSAND RESPONSmILITIES 49

Cohen, R. L., & Harnick , M. A. (1980). The susceptibility of child witnesses to suggestion: An empiri
cal study. Law and Human Behavior, 4, 201-210.

Cohen, S., & Sussman, A. (1975). Reporting child abuse and neglect: Guidelines for legislation. Cam
bridge : Ballinger.

Cole, C. B., & Loftus , E. F. (1987). The memory of children. In S. J. Ceci, M. Toglia, & D. Ross, (Eds.),
Children 's eyewitness memory (pp. 178-208). New York: Springer-Verlag.

Coyv. Iowa, 108 S.Ct. 2798 (1989).
Crosby, C. A., & Reppucci, N. D. (1993). The legal system and adolescents. In P.Tolan & B. Cohler (Eds.),

Handbook ofclinical research and practice with adolescents (pp. 281-384). New York:Wiley.
Cross, T. P., DeVos,E., & Whitcomb, D. (1994). Prosecution of child sexual abuse : Which cases are ac

cepted? Child Abuse &' Neglect, 18,663-677.
Davies, G. M., Tarrant, A., & Flin, R. (1989). Close encounters of a witness kind: Children's memory for

a simulated health inspection. British Journal ofPsychology. 80, 415-429.
Davis, S., & Reppucci, N. D. (March, 1992). Accusations ofchild sexual abuse :A study ofprocess and

consequences. Paper presented at the Biennial Meeting of the American Psychology/Law Society,
San Diego, CA.

DeShaney v. Winnebago County Department ofSocial Services , 489 U.S. 189 (1989).
Doris, J. (Ed.). (1991). The suggestibility of children 's recollections. Washington, DC: American Psy

chological Association.
Eisenberg, L. (1981). Cross-cultural and histori cal perspectives on child abuse and neglect. Child Abuse

&' Neglect , 5, 299-308.
Emery, R. E. (1989). Family violence. American Psychologist, 44 , 321-328.
Ervin-Tripp , S. (1978). "Wait for me, Roller Skate!" In S. Ervin-Tripp & C. Mitchell-Kernan (Eds.), Child

discourse (pp. 165-188). New York: Academic Press.
Finkelhor, D. (1993). The main problem is still underreporting, not ovcrreporting. In R. J. Gelles & D. R.

Loseke (Eds.), Current controversies on family violence (pp. 273-287). Newbury Park, CA: Sage.
Flange, V. E. (1991). Can central registries improve substantiation rates in child abuse and neglect

cases? Child Abuse &' Neglect, 15,403-413.
Fridell , L. A. (1991). Intrafamilial child sexual abuse treatment: Prosecution following expuls ion. Child

Abuse &' Neglect , 15 , 587-592.
Garbarino,].. & Ebata , A. (1983). The significance of ethnic and cultural differences. Journal ofMar

riage and the Family, 45 , 773-783.
Gardner, R. (1989). Sex abuse hysteria :Salem witch trials revisited. Longwood, NJ: Creative Therapeu

tics Press.
Giovannoni,]. (1991). Social policy considerations in defining psychological maltreatment. Develop-

ment and Psychopathology, 3, 51-59.
Giovannoni,]. M., & Becerra, R. M. (1979) . Defining child abuse. New York: Free Press.
Goldstein, J., Freud, A., & Sclnit, A. (1973) . Beyond the best interest of the child. New York: Free Press .
Goodman, G. S., Aman , C., & Hirshman, J. (1987). Child sexual and physical abuse : Children's testi-

mary. In S. J. Ceci , M. P. Toglia, and D. F. Ross (Eds.), Children 's eyewitness memory. New York:
Springer-Verlag.

Goodman, G. S., & Bottoms , B. L. (Eds.) (1993). Child victims, child witnesses: Understanding and im
proving testimony. New York: Guilford .

Goodman, G., & Clarke-Stewart, A. (1991). Suggestibility in children's testimony: Implications for sex
ual abuse investigations. In J. Doris (Ed.), The suggestibility of children's recollections (pp.
92-117). Washington, DC: American Psychological Association.

Goodman, G. S., Golding, J. M., & Haith, M. M. (1984). Jurors ' reactions to child witnesses. Journal of
Social Issues. 40, 139-156.

Goodman, G. S., Golding,]. M., Helegson, V. S., Haith, M., & Michelli ,]. (1987) . When a child takes the
stand: Jurors' perceptions of children's eyewitness testimony. Law and Human Behavior, 11, 27-40.

Goodman, G. S., & Helegson , V. S. (1985). Child sexual assault: Children's memory and the law. Uni
versity ofMiami Law Review, 40, 181-208.

Goodman, G., & Reed, R. (1986). Age differences in eyewitness testimony. Law &' Human Behavior, 10,
317-332.

Goodman, G. S, Rudy, L, Bottoms,B., & Aman,C. (1990) . Children 's concerns and memory: Issues ofeco
logical validity in the study of children's eyewitness testimony. In R. Fivush & ]. Hudson (Eds.),
Knowing and remembering in young children (pp. 249-284). New York: Cambridge University Press.



50 SHARON G. PORTWOOD et al.

Gray, E. (1993). Unequal justice: The prosecution ofchild sexual abuse . New York: Macmillan.
Haugaard.L], (1991). Defining psychological maltreatment: A prelude to research or an outcome ofre

search? Development and Psychopathology. 3. 71-77.
Haugaard, ]. ]. (1993). Young children's classification of the corroboration of a false statement as the

truth or a lie. Law and Human Behavior, 17, 645-659.
Haugaard,]. ]., & Reppucci, N. D. (1988). The sexual abuse ofchildren. San Francisco: ]ossey-Bass .
Haugaard, ]., & Reppucci , N. D. (1992). Children and the truth. In S. Ceci, M. DeSimone , & M. E. Putrick

(Eds.), Cognitive and social factors in early deception (pp.29-46). New York: Erlbaum.
Hughes , M.• & Grieve, R. (1980). On asking children bizarre questions. First language, 1,149-160.
Kail, R.V. (1989). The development ofmemory in children (2nd ed.). New York: Freeman.
Kean, R. B., & Dukes. R. L. (1991). Effects of witness characteristics on the perception and reportage of

child abuse . Child Abuse &' Neglect , 15,423-435.
Kim, D. S. (1986). How physicians respond to child maltreatment cases . Health and Social Work, 11.

95-106.
Knudsen, D. D. (1988). Child Protective Services:Discretion, decisions, dilemmas. Springfield, IL:Thomas.
Korbin,]. (1977). Anthropological contributions to the study of child abuse . Child Abuse &' Neglect, 1,

7-24.
Korbin,]. E. (1991). Cross-cultural perspectives and research directions for the 21st century. Child

Abuse &' Neglect, 15(Suppl. 1), 67-77.
Latana, B., & Darley,]. M. (1968). Group inhibition of bystander intervention in emergencies. Journal

ofPersonality and Social Psychology. 10,215-221.
Leippe, M. R., & Romanczyk , A. (1987). Children on the witness stand: A communication/persuasion

analysis of jurors' reactions to child witnesses. In S.]. Ceci, M. P. Toglia, & D. F. Ross (Eds.), Chil
dren's eyewitness memory (pp. 155-177). New York:Springer-Verlag.

Luus , C. A., & Wells, G. L. (1992). The perceived credibility of child eyewitnesses. In H. Dent & R. Flin
(Eds.), Children as witnesses (pp. 73-92). West Sussex, England: Wiley.

Marin , B. V., Holmes, D. L., Guth, M., & Kovac. P. (1979). The potential of children as eyewitnesses: A
comparison of children and adults on eyewitness tasks. Law and Human Behavior, 3, 295-305.

Maryland v. Craig. 497 U.S. 836 (1990).
Melton. G. (1987). Reforming the law:Impact ofchild development research. New York: Guilford Press.
Melton , G. B.•& Davidson . H. A. (1987). Child protection and society : When should the state intervene?

American Psychologist, 42, 172-175.
Meyer v. Nebraska, 262 U.S. 390 (1923).
Miller, B., Shireman. J.. Burke. P.. & Brown, H. F. (1982). System responses to initial reports of child

abuse and neglect cases. Journal ofSocial Service Research, 5, 95-111.
Miller-Perrin, C. L., & Wurtele, S. K. (1989). Children's conceptions of personal body safety : A com

parison across ages. Journal ofClinical Child Psychology. 18, 25-35.
Mnookin, R. (1978). Children's rights: Beyond kiddie libbers and child savers. Journal ofClinical Child

Psychiatry, 7, 163-167.
Mnookin, R. H. (1979). Child, family and state: Problems and materials on children and the law.

Boston: Little. Brown.
Moston , S. (1987). The suggestibility of children in interview studies. First Lanuage, 7,67-78.
Myers v. Morris. 810 F.2d 1437 (8th Cir. 1987). cert. denied. 108 S.Ct. 97.484 U.S. 828. 98 L.Ed.2d 58.
Nagi, S. Z. (1977). Child maltreatment in the United States . New York: Columbia University Press.
National Center for Child Abuse and Neglect. (1993). National Child Abuse and Neglect Data System.

1991; Summary data component.
Nelson. B. (1984). Making an issue ofchild abuse:Political agenda setting for social problems. Chicago:

University of Chicago Press.
Nurcombe, B. (1986). The child as witness: Competency and credibility. Journal ofAmerican Academy

ofChild Psychiatry, 25, 473-480.
Ohio v. Roberts. 448 U.S. 56 (1980).
Ornstein. P. A., Gordon , B. N., & Larus, D. M. (1992). Children's memory for a personally experienced

event: Implications for testimony. Applied Cognitive Psychology. 6, 49-60.
Ornstein, P. A.• Larus, D. M., & Clubb, P. A. (1991). Understanding children's testimony: Implications

ofresearch on the development of memory. Annals ofChild Development, 8, 145-176.
Patterson. D. H. (1992). The other victim: The falsely accused parent in a sexual abuse custody case.

Journal ofFamily Law. 30, 919-941.



BALANCING RIGlITSAND RESPONSmILITIES 51

Pelcovitz, D. A. (1980). Child abuse as viewed by suburban elementary school teachers. Saratoga . CA:
Century Twenty-One.

Perry. N. W.• & Wrightsman. L. S. (1991). The child witness:Legal issues and dilemmas. Newbury Park.
CA: Sage.

Pierce v. Society of Sisters. 268 U.S. 510 (1925).
Poitrast, F. G. (1992). Protect ing seriously mistreated children: Time delays in a court sample. Child

Abuse &' Neglect. 16,465-474.
Pollak. J.•& Levy. S. (1989). Countertransference and failure to report child abuse and neglect. Child

Abuse &' Neglect, 13, 515-522.
Poole . D. A.. & White . L. T. (1991). Effects of question repetition on the eyewitness testimony of chil

dren and adults. Developmental Psychology, 27, 975-986.
Portwood. S. G. (1996). Child maltreatment: Coming to terms with issues of definition . Unpublished

doctoral dissertation. University of Virginia. Charlottesville.
Portwood, S. G.• & Reppucci. N. D. (1994). Intervention vs. interference :The role ofthe courts in child

placement. In J. Blacher (Ed.). When there's no place like home. Baltimore: Paul H. Brookes.
Portwood. S. G.. & Reppucci . N. D. (1996) . Adults ' impact on the suggestibility of preschoolers' recollec

tions . Journal ofApplied Developmental Psychology. 17, 175-198.
Prince v. Massachusetts. 321 U.S. 158 (1944).
Read. B.• & Cherry. L. (1978). Preschool children's productions of directive forms. Discourse Processes

1.233-245.
Reppucci . N. D.. & Crosby. C. A. (1993) . Law. psychology and children: Overarching issues. Law and

Human Behavior. 17,1-10.
Reppucci . N. D.. & Haugaard, J. J. (1989). Prevention of child sexual abuse: Myth or reality? American

Psychologist, 44, 1266-1275.
Reppucci. N. D.• Weithom. L. A., Mulvey. E. P.• & Monahan. J. (Eds.). (1984). Children , mental health.

and the law. Beverly Hills . CA: Sage.
Roscoe. B. (1990). Defining child maltreatment: Ratings of parenta l behaviors. Adolescence, 99, 517.
Rosenberg. M. S.. & Hunt. R. D. (1984). Child maltreatment: Legal and mental health issues. In N. D.

Reppucci. L. A. Weithom. E. P.Mulvey, & J. Monahan [Eds.], Children, mental health, and the law
(pp. 79-101). Beverly Hills , CA: Sage.

Ross. D. F.• Dunning. D.• Togl ia , M. P.• & Ceci, S. J. (1989). Age stereot ypes. communication modality.
and mock jurors' perceptions of the child witness . In S. J.Ceci, D. F. Ross, & M. P.Toglia (Eds.], Per
spectives on children 's testimony (pp. 37-56). New York: Springer-Verlag.

Rudy. L., & Goodman. G. S. (1991). Effects of participation on children's reports: Implications for chil
dren's testimony. Developmental Psychology, 27. 527-538.

Saulsbury. F.•& Campbell . R. (1985). Evaluation of child abuse reporting by physicians. American Jour
nal ofDiseases ofChildren, 139, 393-395.

Saywitz, K.•Goodman. G. Nicholas. G.. & Moan, S. (1989). Children 's memory for a genital exam: Im
plications for child sexual abuse . Symposium presented at the biennial meeting of the Society for
Research in Child Development, Kansas City, MO.

Schneider. W.•& Pressley. M. (1989). Memory development between 2 and 20. New York: Springer-Verlag.
Scott . E. S.. & Reppucci. N. D., & Woolard. J. L. (1995). Evaluating adolescent decision-making in legal

contexts. Law and Human Behavior. 19.219-242.
Spearly, J. L.. & Lauderdale. M. (1983). Community characteristics and ethnicity in the prediction of

child maltreatment rates. Child Abuse &' Neglect, 7,91-105.
Starr. R. H. (1988). Phys ical abuse of children. In V. B. Van Hassalt, R. L. Morrison. A. S. Bellack, & M.

Hersen (Eds.), Handbook offamil y violence (pp. 119-148). New York: Plenum Press.
Tite, R. (1993). How teachers defin e and respond to child abuse : The distinction between theoretical

and reportable cases. Child Abuse &' Neglect, 17,591-603.
Tjaden, P. G.•& Thoennes. N. (1992). Predictors oflegal intervention in child maltreatment cases. Child

Abuse &' Neglect. 16,807-821.
Underwager, R., & Wakefield. H. (1989). The real world ofchild interrogations. Springfield, IL: C. C.

Thomas.
Va. Code §16.1-228 (West. 1995 Supplement). and Va. Code §63.1-248.2 (West. 1995 Supplement).
Wadlington. W.. Whitebread. C. H.• & Davis. S. M. (1983). Children in the legal system: Cases and ma

terials. Mineola . NY: Foundation Press.
Walker, A. G. (1993). Questioning young children in court. Law and Human Behavior, 17, 59-81.



52 SHARON G. PORTWOOD et al.

Warner. J. E.•& Hansen. D. J. (1994). The identification and reporting of physical abuse by physicians:
A review and implications for research. Child Abuse 8' Neglect, 18, 11-25.

Weithom. L. A. (1984) . Children's capacities in legal contexts. In N. D. Reppucci, L. A. Weithom, E. P.
Mulvey. & J. Monahan (Eds.), Children, mental health , and the law (pp. 25-55). Beverly Hills, CA:
Sage.

Whitcomb, D. (1985). Prosecution of child sexual abuse: Innovations in practice. In Research in brief.
Washington, DC:National Institute of Justice.

Whitcomb, D. (1992). Legal reforms on behalf of child witnesses: Recent developments in the Ameri
can courts. In H. Dent & R. Flin (Eds.), Children as witnesses (pp, 156-165).

Wilson, M. N., & Saft, E. W. (1993). Child maltreatment in the African-American community. In D. Ci
cchetti & V. Toth (Eds.), Child abuse , child development, and social policy (pp. 249-300). NY:
Ablex.

Winefield, H. R., & Bradley, P. W. (1992). Substantiation ofreported child abuse or neglect : Predictors
and implications. Child Abuse 8' Neglect, 16, 661-671.

Woolard, J. L., Reppucci, N. D., & Redding, R. (1996). Theoretical and methodological issues in study
ing children's capacities in legal contexts . Law and Human Behavior, 20, 219-228 .

Wurtele, S. K., & Schmitt, A. (1992). Child care workers ' knowledge about reporting suspected child
sexual abuse. Child Abuse 8' Neglect, 16, 385-390.

Yuille, J. C., Hunter, R., Joffe, R., & Zaparinuk, J. (1993). Interviewing children in sexual abuse cases. In
G. S. Goodman & B. L. Bottoms (Eds.), Child victims, child witnesses : Understanding and improv
ing testimony (pp, 95-115). New York: Guilford Press.

Zellman, G. L. (1992). The impact of case characteristics on child abuse reporting decisions. Child
Abuse 8' Neglect, 16 , 57-74.



3

How Good Does a Parent
Have to Be?

Issues and Examples Associated with
Empirical Assessments of

Parenting Adequacy in Cases of
Child Abuse and Neglect

BRANDON F: GREENE and STELLA KILILI

INTRODUCTION

This chapter is concerned with assessment in cases of child abuse and neglect.
The topic is almost as old as the problem of child maltreatment itself. Indeed, as
sessment strategies, in one form or another, have been the basis for estimating the
incidence and prevalence of child maltreatment, testing hypotheses about the psy
chological nature of perpetrators and victims, creating models that describe po
tential causes of child maltreatment, and for deriving strategies to prevent it . In
short, assessment of child maltreatment actually encompasses a broad spectrum of
well-established strategies and practices, each uniquely responsive to particular
questions about the problem.

However, as will be discussed in subsequent sections, most assessment stra
tegies neither effectively probe some of the most fundamental concerns nor inform
some of the most critical decisions that arise in individual cases of child abuse and
neglect. That is, whenever a case of child abuse or neglect is alleged, professionals
in the child welfare system will be concerned with (1) whether the allegation is jus
tified, (2) whether it is necessary to take the child into protective custody, (3) if,
when, where, and under what conditions parents will be allowed to visit children
whom the state places in foster care, (4) whether the family is making incremental
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progress in correcting the circumstances that required state intervention, and (5)
whether progress is ultimately sufficient to enable the family to remain intact.

At the core of many of these concerns is the question of whether parenting is
adequate. That is not a question that typically can be raised and answered only
once in the course of serving a case. That is, parenting skills are amenable to
change. Therefore, when serving a family with a history of child maltreatment, pro
fessionals must repeatedly question and probe the adequacy of parenting, quickly
recognize when small changes occur, and reinforce change that is adaptive.

Why are current assessment practices generally unresponsive to the ongoing
question about the adequacy of parenting? To understand their limitations, it is
first necessary to understand what competent (or at least adequate) parenting is.

WHAT IS COMPETENT PARENTING?

Most of us probably think of competent parents as adults who are highly re
sponsive to children, who actively seek numerous opportunities within and out
side of the home for children to fulfill their potential, who provide safe but
reasonable limits, and who maintain their allegiance even when children trans
gress social norms. The reality, of course, is that parenting can be much less than
this before its adequacy is ever questioned by the child welfare system. That is, in
actual cases involving child maltreatment, the touchstone for parental fitness or
competence is not an exemplary standard; rather, it is a standard of minimal ade
quacy. This practice stems from the culture's long-standing misgivings with state
intervention in matters of individual and family autonomy, and respect for the im
portance of maintaining the relationship between parents and children whenever
possible (Goldstein , Freud, & Solnit, 1973; Mnookin, 1985).

For example, the child welfare system in Illinois outlines what it regards as
"minimum parenting standards" (Illinois Department of Children and Family Ser
vices, 1985). The enumeration ofthese standards (see Table 1) serves to establish
the broad terms of an implied contract between family and state whereby the state
agrees to (1) respect the autonomy of the family if the standards are not violated,
and (2) limit the areas and extent to which improvements in parenting may be re
quired before state intervention ceases and/or custody of the children is restored.
Thus, they are intended to focus the caseworker's attention on the essentials of
parenting and to avoid demands for changes which may be arbitrary, that divert
limited resources, and that ultimately compromise an appropriate resolution to
the case (Stein, Gambrill , & Wiltse, 1978).

However, the general descriptions and examples of parenting in Table 1 are
standards only in the broadest sense of the word. That is, they have no operational
definitions, no quantitative criteria, litmus test, or established assessment strate
gies to determine whether parenting meets, approximates, or exceeds the mini
mum in any particular case. Of course, it is not reasonable to expect that a
particular assessment or battery of assessments will render a precise formula that
distinguishes adequate from inadequate parenting. Furthermore, ultimate judg
ments about the adequacy of parenting are, appropriately, social judgments often
made in a court of law. Nevertheless, reliable assessments should directly inform
such judgments and closely guide the recurring clinical questions about whether
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I. Income and money management standa rds
A. Income: The family has income sufficient to meet the family's basic needs for food. shelter.

clothing. education, and health care.
Indicator areas
1. Employability of parents
2. Employment history
3. Income earned from employment
4. Income (cash) from other sources (e.g.• public benefits)
5. In-kind value of rent subsidies, food stamps . etc.
6. Parental ability to access community resources to secure or supplement income as required

B. Money management: The parent demonstrates money management skills necessary to meet
the needs of the children.
Indicator areas
1. Budgeting skills
2. Shopping skills
3. Menu planning skills
4. Expenditure history (what is spent for what)
5. Nonessential expenditures (alcohol, drugs. tobacco)
6. Banking skills
7. Knowledge of free/low cost community resources for securing food, clothing, health care. etc.

II. Physical care standards
A. Food: The parents obtain and provide the quantity and quality of food necessary to assure the

adequate health and development of individual family members.
Indicator areas
1. Presence of sufficient quantities of nutritional food (age-appropriate to the child)
2. Number of meals prepared each day
3. Nutritional balance of daily/weekly menu
4. Shopping patterns (frequency)
5. Meal preparation skills
6. Cooking equipment present/usable
7. Food storage hygiene
8. Kitchen/cooking area hygiene

B. Shelter: The parents provide a structurally safe and protective living residence.
Indicator areas
1. Electrical safety (outlets . wiring. etc.)
2. Properly operating, safe heating source
3, Roof. walls . doors. and windows are in adequate repair and exterior doors and windows

can be locked
4. Operating plumbing, water. and toilet facilities (or access to such in a safe external source)
5. Adequate sanitary conditions
6. Adequate furniture and room space (particularly bedding and sleeping arrangements)
7. Garbage disposal methods
8. "Child safe" storage of medicines . cleaning supplies. etc.

C. Clothing : Parents provide and maintain clothing which is of sufficient quantity and quality
Indicator areas
1. Presence and utilization of clothing (particularly seasonally appropriate clothing such as

boots. gloves. jackets. and coats)
2. State of repair of clothing
3. Cleanliness of clothing [e.g.• laundering patterns)
4 . Shopping/access skills for obtaining clothing

D. Personal hygiene : The parents assure the personal hygiene of children
Indicator areas
1. Bathing/washing frequency (age appropriate)
2. Dental care patterns

(continued)
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Table 1. (Continued)

3. Hair care patterns (washinglbrushing)
4 . Presence and utilization of personal hygiene supplies Ie.g., soap, shampoo, combs/brushes,

towels, washcloths, deodorant, baby supplies, etc.]
E. Medical care: The parents provide necessary medical care to children

Indicator areas
1 . Examination frequency
2. Immunizations
3. Presence and utilization of home health care supplies [e.g., bandages , antiseptics, etc.)
4. Regular appointments, treatment if needed due to special health issues
5. Parental knowledge/competence (re: medical needs of children)
6. Access skills for obtaining emergency medical care

III. Affection standards
A. Spouse-to-spouse: The parents demonstrate or model positive affection in their relationship

Indicator areas
1. Method/frequency/duration of positive physical interaction
2. Method/frequency/duration of positive verbal expressions of affection
3. Method/frequency/duration of negative physical conduct
4. Method/frequency/duration of verbally negative conduct

B. Parent-to-child: The parents demonstrate positive affection toward the child
Indicator areas
1 . Method/frequency/duration of positive physical interaction
2. Method/frequency/duration of positive verbal expressions of affection
3. Method/frequency/duration of negative physical conduct
4. Method/frequency/duration of verbally negative conduct

C. Sibling-to-s ibling: The interaction between siblings demonstrates positive, age-appropriate
affection
Indicator areas
1. Method/frequency/duration of positive physical interaction
2. Method/frequency/duration of positive verbal expressions of affection
3. Method/frequency/duration of negative physical conduct
4 . Method/frequency/duration of verbally negative conduct

D. Other adult-to-child: Interaction between non-parental adults and the child(ren) demon
strates positive age-appropriate affection
Indicator areas
1. Method/frequency/duration of positive physical interaction
2. Method/frequency/duration of positive verbal expressions of affection
3. Method/frequency/duration of negative physical conduct
4. Method/frequency/duration of verbally negative conduct

IV. Educational standards
A. Social education: The parent demonstrates the ability to educate the child in social interac

tion skills
Indicator areas (age-appropriate)
1. Health care and hygiene skills
2. Clothing procurement and care skills
3. Personal interaction and problem-solving skills
4. Nutrition/eating skills
5. Transportation skills
6. Child care skills
7. Safety/security skills

B. Academic education: The parent demonstrates an ability to foster the child's achievement of
age-appropriate academic skills
Indicator areas (age-appropriate)
1. Preschool, day-care participation
2. Reading/writing/math skills
3. School enrollment
4. Homework patterns and parent interaction
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5. Presence of educational toys
6. Parental visits/communication with school personnel
7 . School attendance patterns
8. Special diagnostic testing. if needed

V. Guidance standards
A. The parent demonstrates positive methods of providing age-appropriate guidance to the child

Indicator areas
1. Frequency/methods for providing advice/feedback to the child
2. Level of understanding regarding child development process. issues . and limitations
3. Patterns/sources/methods of providing supervision for the child
4. Methods/patterns/sources of discipline
5. The ability to access community resources to secure professional guidance counseling as

required

Source : Child Welfare Services Practice Handbook. Illinois Department of Children and Family Services. 1985.

parenting improves as a function of services. Unfortunately, current assessment
practices do neither.

Although current assessments have utility and validity for certain purposes,
they are not responsive to questions of parenting adequacy. Accordingly, in the
sections that follow, some of the major practices in the assessment of child mal
treatment are considered for their usefulness in informing judgments about the
adequacy of parenting. The discussion is not intended to be exhaustive of the per
tinent literature. Rather, it is intended only to review the primary functions and
characteristics of various assessment practices and to discuss why these do not
suffice to inform judgments of parenting adequacy.

WHAT ARE THE LIMITATIONS TO CURRENT
ASSESSMENT STRATEGIES AND PRACTICES?

Assessment of Incidence and Prevalence

Epidemiological estimates of the incidence and prevalence of child abuse and
neglect describe how pervasive the problem is. Of course, such assessment infor
mation was never intended to bear on questions of parenting competence in par
ticular cases. For example, knowing that child abuse and neglect is estimated to
affect 2.7 million children nationally (National Center for Child Abuse and Ne
glect, 1992) is not especially pertinent to decisions about parenting competence in
a particular case. However, an analysis of these estimates by types of child mal
treatment provides an indication of the areas of parenting where the demand for
individual assessments may be great. For example, neglect accounts for the largest
proportion, or approximately half, of child maltreatment (National Center for
Child Abuse and Neglect, 1992).

Such national statistics are consistent with reports in Illinois of 75,534 fami
lies involving 136,255 children (Illinois Department of Children and Family Ser
vices, 1994). Approximately 35% of these reports of abuse and neglect were
substantiated and, as depicted in Figure 1, neglect, particularly environmental ne
glect, accounted for the largest proportion of reported cases.
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Figure 1. Types of child abuse and neglect reported in fiscal year 1994 in the State of Illinois. (Source:
Child Abuse and Neglect Statistics. Annual Report . Fiscal Year 1994. Illinois Department of Children
and Family Services.)

Psychological Assessments

One of the most extensive areas of research in child abuse and neglect has in
volved the psychological assessment of perpetrators. That was inevitable after
Kempe and associates (Kempe, Silverman, Steele, Droegemueller, & Silver, 1962)
defined the "battered child syndrome" not only in terms of the trauma experi
enced by the child, but with reference to presumed defects in the character of the
abuser. Thus ensued decades of search and research for every conceivable malady,
affliction, or perturbation that might distinguish the psychological profile of
abusers. The search has been less than fruitful. At best, the evidence for a set of
distinctive psychological characteristics among abusers is equivocal (National Re
search Council, 1993).

Nevertheless, it continues to be common practice for child welfare special
ists and courts to seek the testimony of "experts" who base their opinions of par
enting adequacy on psychological testing. The practice may have its roots in the
mystique and presumed relevance of psychological opinion, the dubious assump
tion that psychological assessment results are predictive of minimally adequate
parenting, or the absence of any better alternative. In any case, the practice may
become more widely challenged as more direct measures of parenting competence
are developed and as evidence mounts that psychological conditions or diagnoses
(e.g., mental retardation) do not necessarily preclude such competence (d. Greene,
Norman, Searle, Daniels, & Lubeck, 1995).
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Assessment of Correlates and Contributing Conditions

An extensive body of assessment information bears on the relationship be
tween child abuse and conditions such as socioeconomic status, unemployment,
substance abuse, social isolation, and various sources of family stress (National
Research Council, 1993). Such findings may certainly inform public policy, but
their relevance to an assessment of whether parenting is adequate in individual
cases is remote. That is, there are many adults who provide adequate parenting de
spite being unemployed, uneducated, poor, and socially isolated. Some may even
abuse substances. Therefore, although these conditions may be markers of diffi
culties in parenting among the general population, their presence in a particular
case is not necessarily an indication of a failure or inability to meet minimum par
enting standards.

Behavioral Assessment

The hallmark of a behavioral approach to assessment is its emphasis on reli
able and direct observation of precisely defined behaviors. It would seem that
such an approach would be ideally suited to the task of operationally defining and
quantifying the minimum parenting standards outlined in Table 1. Indeed, an ex
tensive literature exists involving the behavioral assessment of parent and child
relations. The enduring work of Patterson (1982), Wahler (1969), and their col
leagues is particularly notable. However, the assessment targets in this and related
research were not explicitly selected or intended to reflect minimally adequate
parenting, per se. Rather, such assessments typically have targeted certain classes
of parental behavior involved in managing difficult or oppositional children [e.g.,
providing differential reinforcement, administering timeout). Thus, it remains an
untested possibility that an assessment of these or related classes of behavior may
be informative to a judgment of whether parenting is minimally adequate.

Summary

The concept of minimum parenting standards will probably always elude ex
plicit definition and quantification. What constitutes minimally adequate parent
ing is ultimately a social judgment subject to varied interpretations over time and
with the particular circumstances of individual cases. However, although an as
sessment should explicitly inform this judgment, familiar assessment practices ei
ther cannot be or have not been adapted to this purpose.

Nevertheless, the concept of minimally adequate parenting implies that (1)
there may be dimensions of parenting or child care which are essential, (2) profi
ciency in parenting falls along a continuum of each dimension, and (3) parenting
adequacy begins to be questionable at some points or within some range of that
continuum.

Some dimensions of parenting may be more amenable to quantification than
others. For example, it may be technically easier to quantify the adequacy of phys
ical care, such as the sufficiency of nutritious food, than the adequacy of affection or
emotional support that parents offer to children. Nevertheless, in principle, each di
mension of parenting could be operationalized and quantified along a continuum.
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Points, or at least a range of points, may be indicative of problems in parenting. The
sections that follow describe a case example and an experiment that illustrate two
different strategies for quantifying the continuum of parenting adequacy in two ar
eas identified in Illinois' minimum parenting standards.

QUANTIFYING THE CONTINUUM OF COMPETENT PARENTING
ON THE BASIS OF ESTABLISHED STANDARDS:

THE EXAMPLE OF NUTRITIOUS MEALS

Greene et al. (1995) reported an experimental case study of a developmentally
disabled mother (IQ = 71) and her son who had been repeatedly hospitalized for
failure to thrive. There is evidence that such parents are at particular risk for los
ing custody of their children, in part because of cultural biases regarding their par
enting ability (Taylor,Norman, Murphy, [ellinek, Quinn, Poitrast, & Goshko, 1991).

The child was ultimately placed in foster care and the child welfare agency
contracted for services with Project 12-Ways. Project 12-Ways operates under the
auspices of the Behavior Analysis and Therapy Program at Southern Illinois Uni
versity and provides in-home parent training and other services to families with a
history of child abuse and neglect (Lutzker, 1984).

Over a period oftwo years, the parent was instructed in a broad range of child
care skills (Greene et al., 1995). Of particular interest here is the assessment con
ducted to determine the adequacy of the food that the parent provided.

Assessment and training initially emphasized bottle feeding and related as
pects of care. However, as the child developed and began to consume regular food,
it was necessary to assess the quality of his diet. The framework for doing so was
the recommended daily allowance (RDA) for the four major food groups (dairy,
vegetable, meat, and bread).

Specifically, during his period in foster care, the child visited the parent at her
home. The parent prepared meals while Project 12-Waysstaff and the parent herself
recorded the quantity of servings of each food group. That quantity was later ana
lyzed in relation to the RDA for the food group. Thus, on any given day the child
might receive the exact RDA(a proportion equal to 1), or a quantity less than or in ex
cess of the RDA (i.e., a proportion less than or greater than 1, respectively) . Figure 2
is a graphic depiction of the proportion of the RDA in each food group that the child
received during a sample of meals from baseline, training, and follow-up phases.

The details of each phase are not important for this discussion (d. Greene et
al., 1995). However, it is evident that there are periods when the serving was no
ticeably less than or exceeded the RDA.

There are several key points to discuss. First, we are not suggesting that any
variance from the RDAconstitutes child maltreatment. Presumably, although con
tinuous and marked variances could be cause for concern, there is no simple al
gorithm that can be applied to the data which renders a judgment about the
adequacy either of the child's diet specifically or of this area of parenting in gen
eral. We are suggesting, however, that the data depicted in Figure 2 are relevant
and vital to an informed judgment which experts and others in the child welfare
system may be asked to make in cases such as this where the child's nutrition has
been seriously deficient.
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Figure 2. The proportion of the recommended daily allowance (RDA) for each food group that the
mother served the child during meals she prepared for him. The solid horizontal lines indicate the
RDA for each food group.
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Second, we have found that continuous, systematic assessment of any di
mension of parenting is essential to an informed judgment. In this case , for exam
ple , there were professionals from many agencies who were periodically present
in the home with the mother and child. There was a tendency among some to form
pervasive opinions about the quality of parenting based on brief, episodic obser
vations. Thus, if on any particular day or meal the child's diet was noticeably
unbalanced, there was a tendency among professionals to make sweeping conclu
sions about the overall adequacy of nutrition that the parent provided. A series of
continuous and quantified observations of the sort depicted in Figure 2 provides a
more appropriate basis for forming opinions.

Third, the data in Figure 2 reflect only one dimension of the adequacy of nu 
trition. The figure reflects only what the parent served, not what the child con
sumed or whether that nourishment was sufficient to promote adequate growth.
(In the actual study [Greene et al., 1995], however, the child's height and weight
were also examined over an extended period. By the end of service his growth met
the norms for his age.)

Fourth, when an assessment suggests that the quality of any aspect of parent
ing appears to be deficient, we prefer to correct the problem whenever possible,
not to indict the parent. That is, in general, the proper use ofthe data is to develop
and evaluate services that can improve the quality of parenting, not to provide so
phisticated evidence of its inadequacy. Should reasonable efforts fail to improve
parenting, however, we recognize that the data may inform other courses of action.

This case illustrates the possibility of assessing the adequacy of some aspects
of parenting on the basis of established or recognized standards (e.g., the RDA). Of
course, not all aspects of parenting will be amenable to such an assessment where
no comparable standard exists. In these cases , however, it may be possible to es
tablish an appropriate and reasonable standard. That is, perhaps assessments can
be developed to quantify some aspects of parenting outlined in Table 1, to estab 
lish norms for each assessment on the basis of the general population or particular
groups within the general population, and to use those norms to establish a con
tinuum along which the adequacy of parenting can be identified in particular
cases. The experiment described in the subsequent sections is illustrative.

QUANTIFYING THE CONTINUUM OF COMPETENT
PARENTING ON THE BASIS OF NORMATIVE DATA:

THE EXAMPLE OF HOME CLEANLINESS

The impetus for this study was our concern in Project 12-Ways with the prob 
lem of child neglect. Both abuse and neglect are harmful to children, but they are
usually conceptualized differently. That is , abuse is typically regarded as an act of
commission (e.g., beating the child) whereas neglect is regarded as an act of omis
sion or failure to provide some essential care (Kadushin, 1980; Polansky, Chal 
mers , Buttenwieser, & Williams, 1978; National Research Council, 1993).

Child neglect appears to be more prevalent (Eskin, 1980) and may actually be
more harmful than abuse because it is often less conspicuous and, therefore, less apt
to be reported (Polansky et al., 1978; Schwartz & Hirsh , 1982). Although definitions
of neglect vary, child neglect is generally indicated when the caretaker cannot (or
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fails to) provide adequate food, clothing, medical care, education, or shelter. The
child's shelter may be regarded as inadequate because of filth, the accumulation of
trash, and the presence of decaying animals or other matter that could harbor dis
ease and infestations of insects or vermin. Such neglect, often referred to as envi
ronmental neglect, represented more than one-fifth of all harms (both abuse and
neglect) recently reported to the child welfare agency in Illinois (Figure 1).

It can be a difficult and sensitive matter for the state to make an official deter
mination of environmental neglect. First, environmental conditions among house
holds are apt to vary by degrees. Thus , it is only at some point along a hypothetical
continuum that conditions are sufficiently bad to warrant state action . Second, im
poverished families may be at particular risk for state intrusion for both legitimate
and prejudicial reasons. The legacy of child welfare in this country includes peri
ods in which the state has interceded in the family's affairs, and sometimes im
posed punitive sanctions upon the parents, solely because the parents were poor
(Giovannoni & Recerva, 1979). Indeed, even today subtle biases against poor fam
ilies are evident for example, in a class action suit in which a federal district court
has enjoined the state of Illinois from taking children into custody solely because
of the poor physical conditions of the household when reasonable efforts could be
made to improve those conditions (Norman, Patterson, et aJ. v. Johnson, 1990) .

There may be no complete, technical solution to this problem. However, the
problem could be alleviated if state authorities had objective criteria either to di
agnose environmental neglect or at least to inform their judgment about whether
or how severely it exists in particular cases. Similarly, such criteria could provide
an objective basis for treatment agents who must establish reasonable goals for
change and evaluate efforts to achieve them.

Some tools have been developed to assess the prevalence of safety hazards
(Barone, Greene , & Lutzker, 1986; Tertinger, Greene, & Lutzker, 1984) and physi
cally neglectful conditions in the home (Watson-Perczel, Lutzker, Greene, & Me
Gimpsey, 1988). In the latter study an assessment protocol , the Checklist of Living
Environments to Assess Neglect (CLEAN), was developed for purposes of evalu
ating the impact of treatment. To administer the CLEAN, individual rooms of the
house are mapped into "item areas" (e.g., countertops, floor space between cabi
nets and living room, appliance surfaces). These item areas are then examined for
(1) the presence of decaying organic matter, (2) obstructing accumulations of linen
and clothing (e.g., in hallways), and (3) the presence of clutter (defined as items
that are in unusual locations that the children's caretakers acknowledge as not the
usual and preferred location for storing the item). CLEAN combines these three as
pects of home cleanliness into a single index ranging from ato 100, reflecting pro
gressively greater cleanliness. The reliability (interobserver agreement) of CLEAN
has been established, and there is some evidence of its validity. Specifically, case
workers have commented favorably on pre-post changes in two homes where en
vironmental neglect was treated based on CLEAN (social validity). In addition, the
households of a small number of families (N =4) with no problem of environ
mental neglect were assessed and their CLEAN scores appeared to be in the range
ofthe targeted families ' posttreatment score (Watson-Perczel et al., 1986).

However, a more complete and formal use of the CLEAN would involve the
development of standards or norms by which to compare and interpret the results
from a particular household. That is, an acceptable range of cleanliness might be
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identified with normative data gathered from the homes of families from varied
socioeconomic backgrounds. Accordingly, the purpose of this study was to gather
and describe those normative data.

Method

Participants

Sixty-one families participated in this study. The families represented 6
groups from varied backgrounds with respect to socioeconomic status and child
abuse/neglect history. All families had at least 1 child under 6 years of age living
in the home. Some families were clients of Project 12-Ways.

Group 1: Low education and income/environmental neglect history. This
group consisted of 10 families, clients of Project 12-Ways, for whom either an Illi 
nois Department of Children and Family Services (DCFS) caseworker and/or a
Project 12-Ways counselor identified home cleanliness or safety as an area in need
of service. All families had low income (below $10,000 annually). In 5 of these
families neither parent had a high school diploma; in 5, at least one parent had a
high school diploma.

Group 2: Low education and income/abuse or neglect history but no envi
ronmental neglect. This group consisted of 10 families being served by Project
12-Ways for reasons other than environmental neglect. This group also had an an
nual income below $10,000. In 2 of these families neither parent in the home had
a high school diploma; in 8 at least one parent had a high school diploma.

Recruitment procedures for Groups 1 and 2 (Project 12-Ways clients) were the
same. Twenty-nine families being served at the time of the study had children under
age 6 . Nine were either unavailable or did not keep the appointments for the study.

The study was explained to the families eligible to participate by the staff mem
ber primarily responsible for serving the family. It was presented as a study done by
Project 12-Ways in which participation was not a requirement for serving the family.
The families who agreed to participate scheduled a time and date for the assessment.

Group 3: Low education and income/no abuse orneglect history. This group
consisted of 11 families who, according to DCFS records, had no known history of
child abuse and/or neglect. Otherwise, the selection criteria for this group were the
same as for the Project 12-Ways groups, that is, low education (neither parent in the
home had a college degree) and low income (below $10,000 annually).

Families were recruited during an outing of parents and children from a local
Head Start. The experimenters approached about 40 parents and explained the
study to them. Sixteen parents expressed interest. After a follow-up phone call 11
people agreed and scheduled a time for the assessment.

Group 4: High education and low income/no abuse or neglect history. This
group consisted of 9 families who, according to DCFS records , had no known his
tory of child abuse and/or neglect. These families were recruited from day-care
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centers operated by a university or in the university community for the families of
its students and staff. All families had an annual income of less than $10,000. At
least one parent in the home had a college degree and in 4 families, one or both
parents were working on a graduate level degree.

Group 5: High education and income/no abuse orneglect history. This group
consisted of 10 families who , according to DCFSrecords, had no known history of
child abuse and/or neglect. At least one parent in the home had a graduate degree
in a human service field and all families had an income over $30,000 annually.

Twenty potential participants were identified from among peers and col
leagues in a university. They were contacted by mail and subsequently by tele
phone. Ten agreed to participate in the study for the assessment.

Group 6: State approved standard-foster families. This group consisted
of 11 foster families licensed by the state to serve children under 6 years of age.
This was the only selection criterion for this group. Their income varied from less
than $10,000 to over $30,000 annually. Their education ranged from less than a
high school diploma to a graduate-level degree.

In 5 of the 11 families, at least one parent in the home had a college degree. In
2 families at least one parent had some college experience. In 3 families at least one
parent had a high school diploma. One family did not provide this information.

The group of foster parents was identified by obtaining a list of 40 homes from
the child welfare agency. Twenty-six families declined to participate because of
conflicts or because they simply were not interested in the study. Two families
who initially agreed to participate failed to keep the appointments for the sched
uled assessments. One family could not be contacted.

Table 2 provides demographic information pertaining to all groups.

Setting

The participants' homes in southern Illinois were the settings ofthe observations.

Assessment

Observational system. To administer the CLEAN, observers map individual
rooms of the house into "item areas ." For example, in the kitchen there may be
several item areas such as countertop adjacent to sink, floor space between cabi
nets and living room, appliance surfaces, and so on. These item areas are then as
sessed along three dimensions: (1) the presence of organic matter in direct contact
with the areas, (2) accumulations of clothing or linens, and (3) clutter, other than
linen, composed of items which appear to be in unusual locations (e.g., a partial
quart of oil on furniture) which the adult resident acknowledges is not the usual
or preferred location for the item. A weighted point system is applied to each of
these dimensions as outlined in Table 3.

The maximum score for an item area is 20 points. The CLEAN score for the
room is derived by adding the scores for all item areas, dividing by the product of
the number all areas assessed times 20 (Sum of All Item Areas 20 x Number of
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Table 2. Social-Demographic Information Describing Participants

Group

Family characteristic G) Gz G3 G4 Gs Gs

Children in the home
Ave. no. children 2.6 2.3 1.7 1.8 1.9 2.3
Ave. age children 4.1 6.8 3.3 4.6 4.6 6.7

Adults in the home
Ave. no . adults 1.7 1.8 1.1 1.7 2.0 2.3
Ave. age adults 30.9 31.4 25.9 29.6 33.6 44 .3

Rooms in the home
Ave. no . rooms 5.0 5.2 4.1 5.2 8.8 6.8

Type ofhousing-% offamilies living in
Public housing 0 20 18.2 11.1 0 9.1
Trailer-rent 30 30 18.2 11.1 0 0
Trailer-own 20 10 9.1 77.8 0 0
Home/apt-rent 40 20 54.5 66.6 10 9.1
Home/apt-own 10 20 0 11.1 90 81.8

Income-% of families with income
Under $5 .000 40 20 45.5 11.1 0 0
$5.00G-$10.000 60 70 54.5 88.9 0 27.3
$10,000-$20.000 0 10 0 0 0 27.3
$20 .000-$30,000 0 0 0 0 0 36.3
Above $30.000 0 0 0 0 100 9.1

Educationallevel-% of parents with
Some high school 33.3 25 0 0 0 0
High school diploma 58.3 66.6 64.3 0 0 52.4
Some college 8.3 8.3 35.7 18.8 5 19
College degree 0 0 0 56.2 20 23.8
Graduate school 0 0 0 25 75 4.8

Note: G,: Loweducation and income/environmentalneglecthistory
G,: Loweducation and income/abuse-neglecthistory but no environmentalneglect
G,: Low education and income/no abuse-neglect history
G.: High education. low income/no abuse-neglect history
G,: High education and income/no abuse-neglect history
G.: Foster families

Items), and multiplying by 100 to yield a percentage score. An overall home clean
liness score is derived by averaging the scores from all rooms.

Observer training. Observers were Project 12-Ways staff who were trained
by the experimenters. The staff studied and discussed the observation code, com
pleted a quiz, and practiced scoring in a classroom set up to resemble a dining area
and then in their own homes.

Staff who did not meet a criterion of 80% agreement were given specific feed
back and were asked to read the package again and assess an additional house un
til the 80% criterion was met. Training took approximately 8 hours .

Application. At the time and date of the scheduled visit, two observers ar
rived at the family's home, reviewed the purpose of the study and obtained writ
ten consent. Participants were asked to identify areas in their home (e.g., specific



HOW GOOD DOES A PARENT HAVE TO BE?

Table 3. Scoring of Item Areas Using CLEAN
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Attribute of item area

Clean or dirty

Clothingllinen accumulation
oarticles
1-5 articles
6-10 articles
11-15 articles
16-20 articles
>20 articles

Clutter
oitems
1-5 items
6-10 items
11-15 items
16-20 items
>20 items

Total possible score for item area

Point value

10orO

5
4
3
2
1
o

5
4
3
2
1

o
20

cabinets) they did not want the observer to examine. The participants were invited
to accompany the observers during the assessment or to continue with their own
activities.

Data in the bathroom, kitchen, and living room were consistently available on
all subjects. (Our experience has been that the bathroom and kitchen present great
est concerns for sanitation.)

Reliability. Reliability of cleanliness conditions was assessed throughout the
study. Each occurrence of agreement or disagreement between the primary and
secondary observer's recorded responses was calculated. Agreements were de
fined as agreement on the exact numerical range of "items not belonging" and
"cloth/linens" and agreement on the "clean/dirty" condition. The percentage of
agreement was calculated using the formula:

Agreements

Agreements + Disagreements

Reliability observations were taken for 44 % of the home assessments. The re
sults of the reliability calculations are shown in Table 4.

Results

Figure 3 presents mean composite cleanliness scores for each group of fami
lies in each of three rooms in their house (bathroom, kitchen, living room). A 6
(group) x 3 (room) analysis of variance with repeated measures (on the second fac
tor) yielded a statistically significant main effect for group, F (5,55) =4.90, P <
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Table 4. Percentage Interobserver Agreement (Mean and Range)
for Each Group by Room

96.8 92.3 96 .7
(91.1-100) (86-99.4) (93.4-99.4)

87.4 96.7 90 .2
(72.9-100) (91-100) (87.7-92.7)

92.6 94 97 .3
(87.1-100) (77.6-100) (92.9-100)

97.5 93.7 96.6
(91.4-100) (87.5-99.6) (92.5-100)

Room

Bathroom Kitchen Living room

94.6 88.1 91 .2
(90-98.8) (80 .5-98.4) (81.7-90.9)

89.6 87.4 94.6
(82.3-98.5) (68.3-98.7) (91.8-99.1)

Group

Group 1
Low education and
income/environmental
neglect history

Group 2
Low education and
income/abuse-neglect
history but no
environmental neglect

Group 3
Low education and
income/no abuse
neglect history

Group 4
High education and
low income/no abuse
neglect history

Group 5
High education and
income/no abuse
neglect history

Group 6
Foster families

0009 and for room, F (2,110) =31.43, P <.0001. Tukey tests indicated that the
Project 12-Ways, Environmental Neglect Group was statistically different from all
other groups (p =.05). The mean differences in cleanliness scores for all other
groups were not statistically significant. The three rooms were statistically differ
ent from one another.

CLEAN scores averaged for all three rooms ranged from 69.16 in the Low Ed
ucation and Income/Environmental Neglect History group, to 86.70 in the State
approved standard: Foster Families group. Mean cleanliness scores in the Low Ed
ucation and Income/Abuse or Neglect History (but not environmental neglect)
group, the Low Education and Income Group/No Abuse or Neglect History group,
the High Education/Low Income/No Abuse or Neglect History group and the High
Education and Income/No Abuse or Neglect History group were 83.59, 86.43,
84.26, and 86.44, respectively. The ranges in room means were 77.53 (kitchen) to
89.66 (living room).

Figure 4 shows the percentage (cumulative) of families in the Project 12-Ways,
Environmental Neglect Group versus all other groups combined whose compos
ite cleanliness score fell at or below points along the cleanliness scale . From this
distribution it is evident that the Environment Neglect Group distinguishes itself
by lower scores and a greater percentage of families assessed at these lower levels
of cleanliness.
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Figure 3. Mean CLEAN scores in each of three rooms in households of families with varied histories

of neglect and varied incomes,



70 BRANDON F. GREENE and STELLA KILILI

Percentage Distribution of CLEAN Scores :
Environmental Neglect vs All Other Groups
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Figure 4. The cumulative percentage of families in each group whose households were assessed at or
below the CLEAN index levels specified on the abscissa . The open circles represent households of
families. including low income families. with no history of environmental neglect. The xs represent
households of low income families with a history of environmental neglect .

Discussion

The current study provides evidence for the discriminant validity of the
CLEAN. That is, CLEAN was sensitive to the differences in cleanliness between
homes of families with a history of environmental neglect and all other families
from a broad range of educational backgrounds and economic conditions. Impor
tantly, the latter group included families from a low socioeconomic background
with a history of child abuse or neglect, but no environmental neglect specifically.
This provides some assurance that the CLEAN does not discriminate solely on the
basis of poverty (d. Polansky et al., 1978).

The data confirmed our subjective impression that the households of families
with an environmental neglect history had many more unrelated items in unusual
locations (e.g., used automotive parts in the kitchen sink), rancid food products
throughout the home, accumulated piles of clothing, linen and spent items (such
as empty cans , bottles , broken toys, old newspapers) throughout the house. More
over, these conditions seemed to be detected within a fairly narrow range of the
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CLEAN index. That is, cases of severe environmental neglect appear at or below
70. Marginal conditions seemed prevalent at or just above 70.

The norms for the CLEAN serve a purpose comparable to the RnA. Specifi
cally, the continuum of CLEANscores derived from the homes of families with no
history of environmental neglect provides the context for interpreting the results
of a CLEAN assessment and making informed decisions in an individual case.
That is, without the norms decision makers have no context or framework for in
terpreting a particular result [e.g., an index score of 60). However, it is evident
from Figure 4 that no household in the normative sample scored at or below 60,
but 20% of the households of the environmental neglect group did . As with the as
sessment of nutritional adequacy, our primary use of CLEAN norms and individ
ual CLEAN assessments is to develop interventions to correct the situation. The
norms provide the basis for establishing reasonable and achievable goals of such
interventions.

FINAL REMARKS

It is not clear whether our efforts to establish quantitative continua for ade
quate parenting will be widely embraced. The general framework has been un
questionably helpful in our own clinical work and in establishing a credible
presence in the child welfare system. We have found, for example, that our as
sessment of environmental neglect (i.e., CLEAN), interpreted in the context of its
norms, is carefully considered in local juvenile court and other forums where de
cisions are made about the adequacy of parenting.

As mentioned, developing quantitative standards for other aspects of care,
such as affection and the ongoing behavioral interactions between parents and
children, may prove much more challenging. First, it is doubtful that any current
assessment schemes capture the content of parenting outlined in Table 1. Second,
if content-valid assessments could be developed, it is questionable whether nor
mative data, gathered in a manner similar to the CLEAN, would provide an ap
propriate frame of reference for making judgments about parenting adequacy in an
individual case. Consider parental affection . It is unlikely that normative data on
simply the absolute level of parental affection would be useful without taking into
consideration its context and timing. For example, two parents in two different
families may deliver comparable levels of affection, but one may do so in a man
ner which actually reinforces maladaptive behavior of the children. Does this sug
gest that the behavior of the children should also be reflected in the norms?

Also, can there be valid norms for important parenting interactions given the in
finite variety and continual changes in the composition and circumstances of fami
lies? For example, can the norms be relevant to a family if a child presents a
challenge by virtue of a particular disability or behavior problem? Will this affect the
nature of parenting that is minimally expected? Should the number of children in the
family be considered in the norms? What about their ages, their genders? What about
single- versus two-parent families, extended families, religious practices? If such
variables are irrelevant to a judgment of the adequacy of parental affection or other
interactions , there is no problem. However, if they are relevant, it is unlikely that
their endless permutations can begin to be represented in any normative sample.



72 BRANDON F. GREENE and STELLA KILILI

Such problems should not discourage research on strategies to develop quan
titative frames of reference for assessing and improving the quality of parenting.
There may be other tactics for dealing with these factors, some of which we are
exploring in current research. In any case , it is important to remember that any
empirical derivation of minimum parenting standards will be imperfect. However,
if carefully constructed such standards are likely to be preferable to the common
practice of judging parenting adequacy on the basis of psychological evaluations
or the unsystematic and unreliable accounts of parenting that historically have
filled case files and court records.
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Part II

Assessment and Research

A frequent theme in this part is that assessments and research techniques in CAN
have made some progress, but that more progress is necessary. For example, in
their comprehensive chapter on assessment in CAN, Milner, Murphy, Valle, and
Tolliver note that despite the number of assessment techniques currently available
CAN, researchers and practitioners have few methods of clearly identifying risk
and mitigating factors in CAN. In their chapter, these authors cover interviews, di
rect observation, personality measures, offender-specific measures, and risk as
sessments. Their overall conclusion is that risk assessment in the form of the Child
Abuse Potential Inventory and direct assessment techniques currently offer the
best assessment strattegies in CAN. Unfortunately, a child care worker is the least
reliable predictor of further risk.

In his chapter on research, Ammerman reviews the work of the National Re
search Council and their recommendations about needed research and treatment
in CAN. He calls for more work with males and better research designs and pro
gram evaluation. The latter problem is often noted by researchers contributing to
this book.

Hansen, Warner-Rogers, and Hecht provide a review of factors that make treat
ing CAN families difficult and suggest ways to produce more family coopera
tion and better treatment outcome. These authors describe the Family Interaction
Skills Project (FISP), conducted by Hansen and his colleagues in West Virginia.
The FISP is a multifaceted assessment and treatment program for families in
volved in CAN. Hansen and associates shed light on their successes and failures
with FISP, which enabled them to make their recommendations based on their
own applied research.

Chapter 7, by Kolko, provides additional insight into the pitfalls of trying to
conduct applied research in CAN. As do so many authors in this volume, Kolko
laments the overall dearth of good research techniques in the field, but also
reviews the good research that is available and makes recommendations for
improvements.

Finally, Webster-Stratton, like Hansen and colleagues, uses her own research to
demonstrate how to conduct useful research in a related arena: families whose chil
dren are at risk for conduct disorder and who display violence. She describes a con
trolled study in which Head Start families received either the routine Head Start
program or Head Start plus the PARTNERS parent training program, a comprehen
sive program that utilizes a number of features recommended by other contributors
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in this part for producing successful outcomes and conducting applied research
with families. Of particular note in the PARTNERS parent training program were
good attendance and very positive consumer validation, features often missing in
working with CANor high-risk families such as these.

Each of the chapters in this part emphasizes the need for continued empiri
cism in this field and the need to address variables/factors that mitigate against
family cooperation in treatment services. Each makes suggestions that would cre
ate continued improvement in assessment, research, and treatment in CAN.



4

Assessment Issues in
Child Abuse Evaluations
JOEL S. MILNER, WILLIAM D. MURPHY,

LINDA A. VALLE, and RANDI M. TOLLIVER

Professionals have used a variety of techniques to evaluate offender characteristics
thought to be related to child abuse . Current assessment approaches include the
use of interviews, observations , general personality measures, offender-specific
measures , and specialized risk assessment models. Offender evaluations are con
ducted for a variety of reasons, including screening for child abuse risk status ,
child abuse report confirmation, treatment planning, treatment evaluation, and
prediction of reabuse. Unfortunately, as detailed here , supportive psychometric
data are frequently lacking on the appropriateness of using available assessment
techniques in various evaluation situations. Even when psychometric data exist ,
information is rarely available on the appropriateness of using different assess
ment techniques with demographically diverse populations.

Interview and observational techniques are universally used by child protec
tive service providers and health professionals to assess parents. Consequently,
this chapter begins with a description of these approaches and associated prob
lems , including interviewer bias . Given the increasing use of general personality
measures in child abuse assessment, particularly by psychologists (Straus, 1993),
and the relatively recent development of offender-specific measures , this chapter
focuses on some of the most frequently used general personality measures and
specialized offender assessment techniques. In instances where multifactor scales
exist, the review focuses on multifactor scales. In other instances , the review fo
cuses on the measurement of specific constructs by Single-factor measures. The re
view of assessment approaches concludes with a summary of recent work on the
development of risk assessment models. In the discussion of each assessment
method, when available, reliability and validity data are presented. To the extent
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possible, data are presented on the correct classification rates of offender status
(sensitivity), the correct classification rates of nonoffender status (specificity), the
misclassification rates of offender status (false negative classifications), and mis
classification rates of nonoffender status (false positive classifications).

INTERVIEWS

Typically, child abuse interview procedures attempt to assess offender char
acteristics (risk factors) using a question and answer format. Structured interviews
are preferred because they tend to generate more reliable data than unstructured
interviews. In structured interviews, information is gathered through a planned
process, in a systematic effort to ask questions about different domains of interest
[i.e., cognitive/affective and behavioral factors) . In some cases, structured inter
views are very specific and assess individual characteristics, such as depression
(Hamilton Rating Scale for Depression, Hamilton, 1986) and how parents view
their children (e.g., Altemeier, O'Connor, Vietz, Sandler, & Sherrod, 1982; Kelly,
1983; Murphy, Orkow, & Nicola, 1985).

The validity of the information obtained from a structured interview depends
upon a variety of factors (Milner, 1991d). General training in interviewing tech
niques and specific training in the evaluation of the characteristics of interest (e.g.,
depression, parental expectations) are needed. The interviewer must establish rap
port with the client and must adhere to the recommended interview structure,
which at times may be difficult because the interview process is interactive. One
criticism of interview procedures is that they frequently have lower levels of relia
bility and validity than do objective tests. Nevertheless, the interview process has
the advantage of allowing for idiographic assessment, in that the interviewer can de
viate from the planned format to obtain personality data unique to the individual.

In child abuse assessment, there is a paucity of research on the relative pre
dictive power of specific interviewing procedures in offender evaluations. How
ever, for more than 50 years, evidence has existed indicating that the information
gathered and the decisions made in the interview process can be contaminated by
interviewer bias (e.g., Rice, 1929). In addition, interactionist theory posits that re
sponses to child abuse case data are socially constructed and are affected by many
factors, including the characteristics of the observer (Hawkins & Tiedeman, 1975).
As anticipated, research findings suggest that many factors unrelated to the abuse
event can impact child abuse evaluations and/or reporting decisions.

For example, personal characteristics of the evaluator/interviewer account
for a significant part of the variance in child abuse evaluations. In a national
sample, Nuttall and Jackson (1994) found that professionals [i.e., clinical social
workers, pediatricians, psychiatrists, and psychologists) who had been sexually
and/or physically abused as children were more likely to believe allegations of
child sexual abuse. In terms of personal beliefs about the veracity of children's
reports of sexual abuse, Kendall-Tackett and Watson (1991) found that profes
sionals who believed that children do not lie about sexual abuse, compared to
those who were neutral in their beliefs, were more likely to be convinced that
child sexual abuse had occurred. With respect to personal acceptance of corpo
ral punishment, Morris , Johnson, and Clasen (1985) reported that physicians
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who indicated a high tolerance for physical discipline were less likely to report
child physical abuse.

Although data related to the impact of evaluator age on the assessment and re
porting of child abuse appear to be highly variable [e.g., Beck, Ogloff, & Corbish
ley, 1994; Dukes & Kean, 1989; Morris et al., 1985; O'Toole, O'Toole , Webster , &
Lucal, 1993), a substantial number of studies indicate that evaluator gender can
impact the reaction to and interpretation of interview data. For example, Herz
berger and Tennen (1985) reported that females were more likely than males to
view harsh discipline as inappropriate. Hazzard and Rupp (1986) reported that
women (professionals and students), compared to men, showed stronger emo
tional reactions (e.g., anger and sympathy) to child physical and sexual abuse.
Wellman (1993) reported that female students displayed stronger "pro-social be
liefs, attitudes, and emotional reactions to sexual abuse" (p. 539). Kendall-Tackett
and Watson (1991) and Jackson and Nuttall (1993) reported that female, relative to
male, professionals were more convinced that abuse had occurred when they eval
uated vignettes describing possible child sexual abuse. Attias and Goodwin (1985)
and Crenshaw, Lichtenberg, and Bartell (1993) reported that female, compared to
male, professionals were more likely to report suspected child sexual abuse. In
contrast, in a group consisting only of psychologists, Kalichman (1992) failed to
find gender differences in attributions ofresponsibility, confidence that abuse had
occurred, and the likelihood of reporting child physical and sexual abuse. Simi
larly, in a sample of nurses, O'Toole et al. (1993) failed to find gender differences
in the recognition of child abuse and the likelihood of reporting child abuse . Thus,
although gender effects are frequently reported, gender may selectively interact
with other factors, such as professional affiliation, and study results appear to vary
based on the type of dependent variable (emotional reaction, likelihood of report
ing) under investigation.

Boat and Everson (1988) found that the profession of the evaluator was related
to the type of information viewed as important. For example, in evaluating the
likelihood of child sexual abuse, physicians, child protection workers, and men
tal health workers were more convinced by specific indicators (e.g., medical evi
dence, child's verbal description of abuse) than were law enforcement officers .
Kendall-Tackett and Watson (1991) found that when general victim symptoms
such as depression, aggression, and fear were present, law enforcement profes
sionals, compared to mental health workers , were more convinced that abuse had
occurred. In addition, the legal role assumed by a professional appears to impact
their evaluation of case data . For example, Hartman, Karlson, and Hibbard (1994)
reported that prosecuting attorneys, compared to defense attorneys, were more
likely to evaluate sexual behavior between adults and children as sexual abuse.

The gender of the suspected offender and child victim have been shown to im
pact child abuse evaluations (e.g., Hampton & Newberger, 1985; O'Toole, Turbett, &
Nalepka, 1983). With respect to offender gender, Kalichman (1992) found that fa
thers suspected of sexual abuse were viewed as more responsible than were fathers
suspected of physical abuse. Furthermore, mothers were held more responsible in
cases where the father was suspected of physical abuse. Wagner,Aucoin, and John
son (1993) reported that psychologists attributed more responsibility to the offender
when the offender in an adult-child sexual interaction was male. With respect to
victim gender, Waterman and Foss-Goodman (1984) reported that sexually abused
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male children were held more responsible than were female children. Broussard
and Wagner (1988) found that male undergraduate students attributed less respon
sibility to the offender when the sex abuse victim was male. Muller, Caldwell, and
Hunter (1993) , who asked students to evaluate physically abusive parent-child in
teractions, found that male children received greater blame than did female children
and the victim gender effect was significantly greater when the offender was a male .
Similarly, Dukes and Kean (1989) reported that daughters , compared to sons , were
seen as more innocent in cases of physical abuse. These studies provide substantial
support for the view that males are more likely to be blamed in abuse cases, espe
cially by male evaluators .

Although the research findings indicating that some types of rater and inter
viewer bias in the evaluation of child abuse case data are relatively robust, evalu
ation bias does not always correlate in the anticipated manner with outcome
events, such as the likelihood of reporting. For example, Dukes and Kean (1989)
found that male victims of physical abuse cases were blamed to a greater degree
than were female victims. However, the difference in the attribution of blame to
male victims was not associated with the degree to which the parents ' behavior
was evaluated as abusive or with the likelihood that the rater would report the
abuse incident. In addition, Horner, Guyer, and Kalter (1993) found that even
when clinicians' estimates of likelihood of child sexual abuse by a father were
low, the clinicians' recommendations to the court still tended to include limita
tions of father-ehild contacts.

What can be done to reduce interviewer bias in the interview process?
Kendall-Tackett and Watson (1991) suggested that interviewers should be made
aware of possible sources of bias , and such information should be included in in
terviewer training. Starr (1993) provides an excellent discussion of factors be
lieved to affect the decision-making process. Guided by the work of Bazerman
(1990) , Starr describes a six-sequence decision-making process that can be used to
guide child maltreatment decisions. The six steps include defining the problem,
identifying the problem, weighing the criteria, generating solutions, comparing al
ternatives, and making the optimal decision. Interviewer biases can influence each
of these decision-making steps, especially defining and identifying the problem
and weighing the criteria. Starr points out that decisions usually are not made ra
tionally, and that rationality is "bounded" because we lack the information neces
sary to complete each step of the decision-making sequence. He further states that
professionals will probably never adhere to the six-step decision-making process
and the ideal risk assessment technique will likely never be developed. Neverthe
less, Starr believes that an understanding of the possible influences will minimize
decision-making biases.

In a study of the decision-making process, Mandel, Lehman, and Yuille (1994)
found that when "indeterminate" (ambiguous) child abuse and neglect informa
tion was presented in a vignette, almost 40% of a professional group with child
maltreatment experience agreed with a decision to remove the child, whereas
fewer than 20% strongly disagreed. Following additional analyses to determine
the basis for the different professional decisions, Mandel and colleagues con
cluded that "the fewer unwarranted assumptions . .. professionals made, and the
more they generated hypotheses and requested additional information," the less
likely they were to agree that the child should be removed from the home (pp,
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1058-1059), a decision viewed as appropriate given that the available information
was indeterminate. Although the findings suggest topics for evaluator training,
this investigation was an analogue study, and the results need to be replicated in
field settings for different types of child maltreatment.

OBSERVATIONAL METHODS

Observational methods have been used in natural and laboratory settings. In
each setting, observational techniques can be used to assess quantitative or quali
tative aspects of the individual. The advantage of these techniques is that they
provide direct observations of behavior rather than assessments of individual
characteristics (e.g., attitudes and beliefs) assumed to be related to behavior. In
natural settings (e.g., home), a parent is observed in daily activities and par
ent-ehild interactions. In structured situations, the individual is presented with a
contrived situation and is asked to respond. A variety of situations have been
used, such as providing an activity that requires parent-child interaction (e.g.,
parent-child puzzle completion task). The challenge is to develop situations that
are realistic and that provide an opportunity to observe the behaviors of interest,
such as the parent's disciplinary style. As was the case for interview procedures,
observational methods often have modest reliability and validity. Even with
rater/observer training and the specification of rating categories, observations de
pend on the subjective judgment of the rater, which, as previously noted, may be
affected by a variety of rater characteristics.

An observational measure that examines primarily qualitative aspects of the
parent's behavior (e.g., types of commands given to a child) as part of the par
ent-ehild interaction is the Interpersonal Behavior Construct Scale (Kogan. 1972;
Kogan & Gordon, 1975). A coding system that examines primarily quantitative as
pects of the parent's behavior as part of the analysis of the parent-ehild interaction
is the Dyadic Parent-Child Interactional Coding System (Robinson & Eyberg,
1981). Another observational measure frequently used in child abuse research is
the Home Observation for Measurement of the Environment (HOME, Caldwell &
Bradley, 1978). About one-third of the HOMEitems are answered through parental
interview and the remaining items are answered on the basis of home observations
of the caregiver and the child. Modifying an existing technique. Wolfe, Sandler,
and Kaufman (1981) developed a structured home observation of parenting prac
tices measure that was used in a study of abusive parents. In a study of child abuse
predictive factors , Rosenberg. Meyers. and Shackleton (1982) used a rating proce
dure that was completed in a hospital while the parent was observed undressing
his or her child. Recently, Tuteur, Ewigman, Peterson, and Hosokawa (1995) used
the Maternal Observational Matrix and the Mother-Child Interactional Scale to
rate parent behavior (during a task) as abusive or nonabusive.

Although observational methods often show group differences, studies using
observational methods to individually classify parents as abusive and nonabusive
(e.g., on the basis of the type of parent behaviors observed in parent-ehild inter
actions) have yielded mixed results with respect to levels of sensitivity and speci
ficity, ranging from chance to adequate levels (e.g., Deitrich-MacLean & Walden,
1988; Starr, 1987; Thteur et al., 1995; Walden, Grisaff, & Deitrich-Macl.ean, 1990).
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GENERAL PSYCHOLOGICAL ASSESSMENT

A variety of standardized personality measures have been used to assess child
physical and sexual abusers (see Ammerman & Hersen, 1992; Hansen & MacMil
Ian, 1990; Milner, 1991d; Straus, 1993 , for reviews). In this section, we first de
scribe some of the standardized measures that have been used to assess child
physical abusers. Then, some of the personality measures that have been used to
assess child sex offenders are described. In most cases, the different types of as
sessment devices are only briefly mentioned. However, in cases where substan
tial published data are available, more detailed discussions and critiques of the
more commonly used standardized assessment approaches are provided.

Child Physical Abuse

In the study of child physical abuse, a large number of parent characteristics
have been reported to be associated with physically abusive behavior (see Milner &
Chilamkurti, 1991; Milner & Dopke, 1997; Starr, 1988, for reviews). Although there
has been an increase in the number of adequately designed investigations with
demographically matched comparison groups, few studies have demonstrated which
factors are marker variables (often referred to as third variables that covary with but
do not cause an event) and which are causal factors in child physical abuse. Even
fewer data are available on the possible interactive effects of putative contributing
and buffering factors. Research has also generally ignored the possibility that
parental factors contributing to abuse may vary based on the developmental level
of the child because different types of parenting skills are required at different de
velopmentallevels. Another problem is that the available studies on parental fac
tors have been conducted primarily on physically abusive mothers.

Examples of abuse-related parent characteristics that have been assessed using
standardized questionnaires include: life stress (e.g., Social Readjustment Scale,
Holmes & Rahe, 1967), microstressors (e.g., Hassles and Uplifts Scale, Kanner,
Coyne, Schaefer, & Lazarus, 1981), loneliness (e.g., the Revised UCLA Loneliness
Scale, Russell, Peplau, & Cutrona, 1980), depression (e.g., Beck Depression Inven
tory, Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), anxiety (e.g., State-Trait
Anxiety Scale, Spielberger, Gorsuch, & Lushere, 1970), locus of control [e.g., Locus
of Control Scales, Levenson, 1981; Parental Locus of Control Scales, Campis, Ly
man, & Prentice-Dunn, 1986), parenting attitudes (e.g., Parent Attitude Research In
ventory, Emmerich, 1969; Adult-Adolescent Parenting Inventory, Bavolek, 1984,
1989), conflict resolution techniques (Conflict Tactics Scale, Straus, 1979; Straus &
Gelles, 1990) and alcohol use (Michigan Alcoholism Screening Test, Selzer, 1971).
In addition, although the majority of physically abusive parents do not suffer from
severe psychopathology, the Minnesota Multiphasic Personality Inventory (MMPI),
a general measure of psychopathology, has shown some ability to distinguish be
tween groups of child physical abusers and nonabusers (e.g., Gabinet, 1979; Paul
son, Afifi, Chaleff, Thomason, & Liu, 1975; Paulson, Afifi, Thomason, & Chaleff,
1974). Although several MMPI profiles have been noted, no single abuser profile
has been identified (e.g., Paulson et al., 1974).

Another standardized scale that has a substantial research base and appears to
measure an important construct associated with problems in parenting and phys-
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ically abusive behavior is the Parenting Stress Index (PSI, Abidin, 1995). The 120
item PSI is a self-report measure designed to assess three sources of stress: parent
related stress, child-related stress, and general life stress. The PSI provides a total
stress score, a parent domain stress score, a child domain stress score, and a life
stress score (which is said to be separate from the parent and child domains). PSI
subscale scores (within the parent and child domains) are also available.

Abidin (1995) reported internal consistency estimates of .95, .93, and .89 for
the PSI total stress scale, the parent domain scale, and the child domain scale, re
spectively. Internal consistency estimates for the parent and child domain sub
scales range from .55 to .80. Various estimates of the PSI temporal stability are
available. Abidin (1995) reported 3-week test-retest reliabilities of.71 and .82 for
the parent and child domain scores, respectively. For a 3-month interval, test
retest reliabilities of .69, .77, and .88 were reported for the parent, child, and total
stress scores . For a 1-year interval, test-retest coefficients of .70, .55, and .65 were
reported for the parent, child, and total stress scores, respectively. The internal
consistency estimates are more than adequate for clinical use, and the test-retest
reliabilities are adequate given that stress levels tend to be variable across time.

Although the PSI was not designed specifically as a child abuse measure, the
questionnaire has been used to measure parent- and child-related stress in at-risk
for physical abuse and physically abusive parents. For example, PSI scores, espe
cially the Parent Domain Stress scores, correlate with child physical abuse poten
tial (Holden & Banez, 1996; Milner, 1986a). In addition, several studies have
reported that at-risk (Abidin, 1995) and physically abusive parents (Abidin, 1995;
Mash, Johnston, & Kovitz, 1983), relative to comparison parents , earn higher PSI
scores. In the PSI manual, Abidin (1995) cites several studies that indicate that PSI
scores have shown pretreatment, posttreatment changes in program evaluation
studies conducted with different problem parent groups.

Although the PSI has shown an ability to detect group differences between
abusers and nonabusers, data are not available on the PSI individual classification
rates (sensitivity and specificity) for child physical abusers and matched non
abusers. Furthermore, Abidin (1995) has indicated that the PSI scale scores are
elevated for a variety of nonabusive parent groups experiencing child-related be
havior problems. These data suggest that elevated PSI stress scores are not specific
to physically abusive parents. Thus, the use of elevated PSI scores to indicate
abuse may produce relatively high rates of false positive classification in some
nonabusive parent groups .

Child Sexual Abuse

The child sexual abuse literature has described a number of offender and fa
milial factors thought to be associated with the likelihood of child sexual abuse
(see Hanson, Lipovsky, & Saunders, 1994; Milner, in press, for reviews) . Examples
of factors that have been assessed using standardized measures include assertive
ness (e.g., Social Response Inventory, Keltner, Marshall, & Marshall, 1981), social
anxiety (e.g., Social Avoidance and Distress Scale, Watson & Friend, 1969), self
esteem (e.g., Social Self-Esteem Inventory, Lawson, Marshall, & McGrath, 1979),
sexual dysfunction (e.g., Derogatis Sexual Functioning Inventory, Derogatis &
Meyer, 1979), sexual interest Ie.g., Clarke Sexual History Questionnaire, Paitich,
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Langevin, Freeman, Mann, & Handy, 1977), empathy (e.g., Hogan Empathy Scale,
Hogan, 1969; Interpersonal Reactivity Index, Davis, 1983; Mehrabian and Epstein
Empathy Scale, Mehrabian & Epstein, 1972) and family functioning (Family En
vironment Scale, Moos & Moos, 1986). Although mean scale score differences
between offenders and nonoffenders are often found, substantial group overlap
usually exists. In addition, the degree of false positive classifications of the mea
sures is not known because studies often fail to include clinical comparison
groups, who may exhibit characteristics (e.g., skill deficits) similar to those of sex
offenders.

Initially, assessment of child sex offenders focused on either identifying psy
chological profiles that would characterize specific types of offenders or attempt
ing to identify the "factor" having etiological significance in the development of
deviant sexual behavior. Early studies used projective techniques to assess of
fenders (Derr,1978; Hammer, 1955; Pascal & Herzberg, 1954). However, because of
problems related to the samples tested and to the lack of standardized adminis
tration and scoring procedures, early projective studies added little to our under
standing of offenders. Furthermore, due to the continued lack of controlled
research supporting the utility of using projective techniques for offender assess
ment, there has been a shift toward the use of more objective measures. Unfortu
nately, except for studies using the MMPI, there are relatively few controlled
studies on the appropriateness of using standardized instruments to assess the
personality of the child sex offender (Levin & Stava, 1987; Murphy & Peters, 1992;
Murphy, Rau, & Worley, 1994), and studies have not appeared on the utility of us
ing the MMPI-2.

The use of the MMPI can be viewed as the application of a general psycho
logical instrument (based on a general theory of psychopathology as the cause of
sexual assault) to understand child sex offenders. On the surface, the MMPI would
appear to offer an objective means of assessing sex offenders . In fact, many studies
(Anderson & Kunce , 1979; Armentrout & Hauer, 1978; Erickson, Luxenburg, Wal
bek, & Seely, 1987; Hall, Maiuro, Vitaliano, & Proctor, 1986; Kalichman, 1991;
Quinsey, Arnold, & Pruesse, 1980; Walters, 1987) suggest that sex offenders against
children show a group mean MMPI profile consisting of elevations on Scale 4
(Psychopathic Deviance Scale) and Scale 8 (Schizophrenia Scale), with some stud
ies also indicating elevations on Scale 2 (Depression), Scale 9 (Mania), and Scale
6 (Paranoia).

However, previous reviewers (Levin & Stava, 1987; Marshall & Hall, 1995;
Murphy et al. 1994) have noted a number of problems with existing MMPI re
search. One problem is that group mean profiles are not highly reflective ofthe in
dividual members of the group and thus can be misleading. Hall et al. (1986)
reported that although their group of 406 offenders had a mean 4-8 MMPI profile,
only 7% of the group actually displayed this profile and 7% of the individuals had
normal profiles. In a group of 402 offenders, Erickson et al. (1987) reported that
14% of the group had the 4-8 profile, whereas 20% showed a normal profile. Out
of the 45 possible 2-point MMPI codes, 43 2-point codes were observed.

Another problem in interpreting the MMPI literature is that the profiles ob
served in studies with offenders against children are not specific to this group . For
example, Quinsey, Arnold, et al. (1980) found that the 4-8 MMPI profile observed
in child sex abusers also occurred among rapists , murderers, arsonists, and prop-
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erty offenders seen in a forensic psychiatric setting. In the MMPI handbook,
Dahlstrom, Welsh, and Dahlstrom (1972) also have indicated that a number of
prison and psychiatric populations typically display a mean 4-8 MMPI profile.

In addition, MMPI elevation differences are not always found, especially be
tween different types of offenders. For example, in a study of 28 child sex offend
ers, 35 rapists, and 75 nonsexual criminal comparisons in a military prison setting.
Walters (1987) found no differences between child sex offenders and rapists. The
only difference between child sex offenders and nonsexual criminals was that child
sex offenders had slightly higher scores on Scale 5 (the Masculinity/Femininity
scale). Yanagida and Ching (1993) found no differences between child sexual abuse
perpetrators, child physical abuse perpetrators, and neglectful parents. There were
also no differences between male and female perpetrators.

Child sexual abuse offenders also varyon factors such as level of denial, pre
vious criminal history, relationship with the victim, and victim gender prefer
ence. A number of MMPI studies have attempted to investigate these factors.
Degree of denial appears to have an impact on the type of MMPI profiles ob
served. For example, Lanyon and Lutz (1984) found that the typical 4-8 profile
was found in offenders who admitted their offense, but normal profiles were
found in offenders who denied their offense. Grossman and Cavanaugh (1990) re
ported that offenders who denied offenses or faced legal charges were more likely
to minimize on the MMPI. Wasyliw, Grossman, and Haywood (1994) reported
that 10 of 35 admitters exaggerated pathology, whereas only 2 of 37 nonadmitters
exaggerated pathology. In an outpatient incest sample, Vaupel and Goeke (1994)
compared admitters , nonadmitters, and a comparison group of outpatient psy
chiatric patients. Fifty-five percent of the admitters showed elevations above a T
score of 70 on two or more MMPI scales and 70% of the comparison group
showed elevations above 70 on at least two scales, but only 30% of the nonad
mitters showed elevations on two or more scales . In addition, the mean profile
of the nonadmitters showed no scales above 70, whereas the mean profile of the
admitters was a 2-4 profile. and the mean profile of the psychiatric comparison
group was a 2-4-8 profile.

In terms of previous criminal history, McCreary (1975) found a 4-8 MMPI pro
file in offenders with more than one previous criminal charge. whereas normal
MMPI profiles were found in offenders with no previous convictions. The 4-8 pro
file has been found in child rapists and adult rapists , but not in nonviolent child
molesters (Panton, 1978). Carroll and Fuller (1971) compared 50 nonviolent pris
oners, 50 violent prisoners, and 50 sexual offenders. The sexual offenders differed
from the nonviolent offenders on six MMPIscales, but were not different from the
violent nons ex offenders. However, information regarding the composition of the
sex offender group was not provided.

Evidence supporting the ability of the MMPI to distinguish between incestu
ous offenders and nonoffenders is mixed. Although some authors have reported
elevated profiles (Kalichman, 1991), other authors have failed to find elevated
MMPI profiles in incest offenders (Goeke& Boyer.1993; Scott & Stone, 1986). Fur
ther complicating assessment, the degree of offender psychopathology may vary as
a function of the nature of the relationship between the offender and victim and
the age and gender of the victim (e.g., Groff & Hubble, 1984; Kalichman, 1991;
Langevin, Paitich, Freeman, Mann, & Handy, 1978).
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Because of the heterogeneity observed in MMPI profiles of offenders, there
has been a move away from attempts to establish a single profile toward efforts to
develop a range of profiles using cluster analytic methods. A variety of results
have been reported. In four studies of outpatient samples , 8 (Duthie & Mcivor,
1990) , 6 (Kalichman & Henderson, 1991), 5 (Kalichman, Dwyer, Henderson, &
Hoffman , 1992), and 10 profiles (Rau, Murphy, Worley, Haynes , & Flanagan, 1993)
were identified. In an incarcerated group, 4 profile types were identified (Shealy,
Kalichman, Henderson, Szymanowski, & McKee, 1991). Although each study
found some reliable differences on various measures used to validate the profiles,
the variability in study designs and samples makes it difficult to draw any firm
conclusions about the reliability of specific profiles . The cluster analytic studies,
however, do support the view that certain MMPI profiles may be associated with
certain aspects of offending, such as degree of deviant sexual arousal (Rau et al.,
1993), degree of general sexual deviation, and degree of distortions and justifica
tions (Kalichman, Dwyer, et al., 1992; Rau et al., 1993). Unfortunately, existing
MMPI profile data do not support the use of the MMPI as a screening device for
differentiating child sex offenders from other deviant individuals and/or from gen
eral population individuals.

Summary

The review of the literature related to the use of general assessment measures
with child physical and sexual abusers indicates that there is no one profile and
no single characteristic that has been found consistently in these heterogeneous
populations. For existing measures, sensitivity and specificity data are lacking or
suggest inadequate classification rates. Nevertheless, the use of general assessment
procedures may have some value in treatment planning. For example, extant stan
dardized measures may identify significant areas of dysfunction in the offender
and/or the offender's family that are in need of remediation. This application
should not be confused with suggestions that these factors have some type of eti
ological significance or represent characteristics found in all child physical or sex
ual abusers.

SPECIALIZED OFFENDER ASSESSMENTTECHNIQUES

Two types of specialized assessment approaches have been used to evaluate
child physical and sexual abusers: physiological assessments and self-report ques 
tionnaires. In this section, studies that have used physiological measures to assess
child physical abusers and child sex offenders are reviewed. Then, we review the
literature describing the two best known self-report measures that were originally
designed for the purpose of screening and assessing physically abusive parents:
the Michigan Screening Profile of Parenting (Helfer, Hoffmeister, & Schneider,
1978; Schneider, Helfer, & Pollock, 1972) and the Child Abuse Potential Inventory
(Milner, 1986a, 1994). This review is followed by a description of the two most fre
quently used self-report child sex offender assessment devices: the Abel-Becker
Cognition Scale (Abel et al., 1984) and the Multiphasic Sex Inventory (Nichols &
Molinder, 1984).
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Assessment ofPhysiological Reactivity

Physiological approaches have been used to assess both child physical and
child sexual abusers. More specifically, autonomic nervous system measures, such
as measures of heart rate, blood pressure, respiration, and skin conductance, have
been used to assess child physical abusers, and measures of sexual arousal (penile
tumescence) have been used to assess child sexual abusers. Although the research
on the use of physiological measures to assess offenders indicates that these meth
ods may have some utility, the procedures require special laboratory equipment
and technical training that are not always available to practitioners. Relatively
speaking, there is substantially less use of physiological methodology in the as
sessment of child physical abusers compared to child sexual abusers.

Child Physical Abuse

Seven studies have examined the psychophysiological reactivity of child
physical abusers and at-risk individuals to child-related stimuli (Crowe & Zes
kind, 1992; Disbrow, Doerr, & Caulfield, 1977; Friedrich, Tyler, & Clark, 1985;
Frodi & Lamb, 1980; Pruitt & Erickson, 1985; Stasiewicz & Lisman, 1989; Wolfe,
Fairbank, Kelly, & Bradlyn, 1983). A detailed review and critique of studies that
investigated abusive parents is available elsewhere (McCanne & Milner, 1991). An
underlying assumption of the studies is that child physical abusers and at-risk
parents possess a hyperreactive trait (Knutson, 1978) or are hyperresponsive to
child-related stimuli (Bauer & Twentyman, 1985). In the study with the most uni
form findings, Frodi and Lamb (1980) reported that child physical abusers, com
pared to matched comparison parents, showed greater increases in heart rate and
skin conductance in response to a crying infant video. Abusive parents were also
physiologically reactive to a smiling infant video, whereas comparison parents did
not show any change. In addition to the increased reactivity, abusive parents re
ported higher levels of negative affect in response to the infant videos.

Although the findings of studies on the psychophysiological reactivity of
physically abusive and at-risk parents to child-related stimuli are mixed, all but
one study (Stasiewicz & Lisman, 1989), which used undergraduate students who
were assessed as at-risk for child abuse, have reported greater reactivity in abusive
or at-risk individuals on at least some of the physiological measures used. In ad
dition, a study of at-risk mothers' reactions to nonchild-related stressors provides
additional support for the view that at-risk parents are hyperreactive. Casanova,
Domanic, McCanne, and Milner (1992) examined the physiological reactivity of
high- and low-risk mothers to four nonchild-related stimuli (a cold pressor, a film
depicting industrial accidents, unsolvable anagrams, and a car horn) and found
that high-risk mothers showed greater and more prolonged sympathetic activation
to the two most stressful stimuli (i.e., cold pressor and film).

A limitation of studies that have investigated physiological responses to child
related and nonchild-related stimuli is that physically abusive and at-risk parents
are assessed in laboratory settings and, even when reliable findings occur, ques
tions of ecological validity remain. Also, data are lacking on the degree to which
measures of physiological reactivity can be used to classify individual parents.
However, an inspection of study results reveals that the degree of physiological
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reactivity is highly variable. especially within the physically abusive and at-risk
parent groups . High variability on the psychophysiological measures suggests that.
on an individual basis. physiological assessment may not adequately classify mal
treating parents. In addition, nonabusive parents may show physiological reactiv
ity that is unrelated to child abuse potential, which would result in false positive
classifications. The usefulness of combining physiological data with other at-risk
factors to classify individual parents as physically abusive and nonabusive needs
additional study.

Child Sexual Abuse

As the MMPI is the most frequently studied standardized instrument in the
sex offender area, assessment of sexual arousal via direct measurement of penile
circumference or volume has been the most frequently investigated sex-offender
specific physiological methodology. Extended discussions of technical issues
associated with this methodology, which are beyond the scope of this chapter.
can be found elsewhere (e.g., Laws & Osborn, 1983; Murphy & Barbaree, 1994;
O'Donohue & Letourneau. 1992). Data related to types of stimuli used in the as
sessment of sexual arousal can be found in Abel. Blanchard, and Barlow (1981).

In most instances, assessment of male sexual arousal involves the use of a cir
cumferential type transducer, which is rather nonintrusive, to measure changes in
penile circumference. Less often. a volumetric device. which encases the penis
and is more intrusive, is used to measure total volume change. In assessing child
molesters, two types of stimuli tend to be used: slides depicting males and females
of various ages and audiotaped descriptions of sexual interactions between adults
and children varying according to the level of aggression involved and the type of
sexual behavior. At present, there appears to be a reduction in the use of slide
stimuli because of ethical concerns regarding the use of slides of children. Al
though there is some variability across studies, stimuli traditionally are presented
for approximately two minutes. Data produced by erectile measures are calculated
in several ways, including millimeters of circumference change, percent of full
erection, or as ipsative z scores. In addition, especially in classification studies, a
deviant (pedophile) index is calculated by taking the ratio of deviant sexual
arousal to nondeviant sexual arousal or by creating a difference score between de
viant and nondeviant arousal.

Since the early work of Freund (1965, 1967a, 1967b). numerous studies of de
viant arousal have demonstrated that extrafamilial child sex offenders can be reli
ably separated (on a group basis) from nonoffenders (e.g., Baxter, Marshall,
Barbaree, Davidson, & Malcolm, 1984; Frenzel & Lang, 1989; Freund, Watson, &
Dickey, 1991; Grossman, Cavanaugh. & Haywood, 1992; Lang, Black, Frenzel, &
Checkley, 1988; Malcolm, Andrews, & Quinsey, 1993; Marshall, Barbaree, & Butt ,
1988; Marshall, Barbaree, & Christophe, 1986; Murphy, Haynes, Stalgaitis, & Flana
gan, 1986; Proulx, Cote. & Achille , 1993; Quinsey & Chaplin, 1988a; Quinsey, Chap
lin, & Carrigan, 1979; Quinsey, Steinman, Bergersen, & Holmes, 1975). Only two
studies failed to replicate these results (Hall, Proctor, & Nelson, 1988 ; Haywood,
Grossman , & Cavanaugh. 1990). In both studies, however, participants showed ex
tremely low levels of arousal, suggesting that individuals may have inhibited their
arousal across stimuli. Hall et al. (1988) used participants who were actively in-
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volved in a long-term treatment program, and this may have affected the results. In
addition, the audiotaped stimuli depicting children were twice as long as the stim
uli depicting adults. Inadequate time for arousal to develop to the adult stimuli
may have decreased discrimination between offenders and comparisons. Haywood
et a1. (1990) studied a heterogeneous group of offenders that included intrafamilial
and extrafamilial child sex offenders, offenders against both male and female chil
dren, and a mixture of admitters and deniers; this may have contributed to the fail
ure to replicate other studies.

The vast majority of studies on deviant arousal indicate that extrafamilial of
fenders can be discriminated from normals and other offender groups, but the re
search does not indicate similar discrimination success for incestuous offenders.
Although Murphy (1990) and Abel, Becker, Murphy, and Flanagan (1981) found
basically no arousal differences between a group of heterosexual incest offenders,
a group of nonincestuous heterosexual pedophiles, and a mixed group of sexual
deviates (e.g., rapists, voyeurs, homosexual pedophiles), most studies (Barbaree &
Marshall, 1989; Grossman et a1., 1992; Lang et al., 1988; Marshall et al., 1986; Mur
phy et al., 1986; Quinsey et al. , 1979) report that incestuous offenders tend to re
spond more like nonoffenders than like extrafamilial sex offenders.

In examinations of aggressive sex offenders, Abel, Becker, et a1. (1981) and
Avery-Clark and Laws (1984), using a deviance index based on the ratio of arousal
to aggressive sexual cues to arousal to nonaggressive sexual cues, were able to sep
arate more aggressive pedophiles from less aggressive pedophiles. For example,
Avery-Clark and Laws (1984) were able to correctly classify 92% of aggressive of
fenders and 70% ofless aggressive offenders. Similarly, Marshall et a1. (1986) found
a positive relationship (.40) between degree offorce in the offense and an aggression
deviance index. Quinsey and Chaplin (1988a), however, found that a deviance in
dex based on the difference between arousal to consenting adult stimuli and arousal
to child coercive stimuli was significantly related to the offender's past history of
victim damage, whereas a deviance index based on the difference between arousal
to passively resisting child stimuli and arousal to child coercive stimuli was not. In
addition, Lang et a1. (1988) did not find significance (within groups) when compar
ing eight aggressive and eight nonaggressive pedophiles. Inspection of the data,
however, suggests that the small sample size may have reduced the power of the
analyses, as the trends were all in the predicted direction. Marshall et al, (1986), us
ing a ratio of nonaggressive child sexual interactions and adult mutual interactions,
found a substantial relationship (.66) with number of victims.

There is also evidence that arousal, primarily based on deviance indexes, is
positively related to recidivism (e.g., Barbaree & Marshall, 1988 ; Malcolm et al .,
1993; Quinsey, Chaplin, & Carrigan, 1980; Quinsey & Marshall, 1983; Quinsey,
Rice, & Harris, 1995; Rice, Quinsey, & Harris, 1991). The only negative finding to
date was reported by Hall et a1. (1988). A recent meta-analysis of predictor vari
ables of sex offender recidivism found a significant relationship (.32) between sex
ual preference for children measured physiologically and recidivism (Hanson &
Bussiere, 1995). Albeit modest by some standards, in the prediction of criminal
behavior this correlation is a relatively large association. For example, in the same
meta-analyses, Hanson and Bussiere reported that recidivism correlated .20 and
.14 with prior sexual offenses and prior nonsexual offenses, usually the best pre
dictors of criminal recidivism.
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Although group comparisons show reliable separation of extrafamilial of
fenders from nonoffenders, the ability to classify individuals based on erectile
measures is more variable. In most of the classification studies, a deviance index
with a specific cutoff score is used to classify individuals as either offenders or
nonoffenders. Indices vary across studies , but generally are between .6 and 1.0.
Abel, Becker, et al. (1981) and Murphy et al. (1986) report relatively high classifi
cation rates, all above 70%, although no normal participants were used. Similarly,
Freund and Blanchard (1989) report extremely high classification rates (90%) for
admitting offenders. In general, other studies have reported lower rates, ranging
from 40% to 53% , of correct classification of child molesters , but in general fairly
high rates (80% to 90%) of correct classification of normals (Barbaree & Marshall,
1989; Frenzel & Lang, 1989; Malcolm et aI., 1993; Marshall et aI., 1986). These
studies suggest that many child sexual abusers do not, at least in the laboratory,
display deviant sexual arousal patterns.

Barbaree and Marshall (1989) present data shedding light on the heterogene
ity of patterns of sexual arousal in child molesters. Barbaree and Marshall found
that individual judges could reliably sort arousal responses to slides depicting in
dividuals of various ages into five profiles : an adult profile, a teen-adult profile, a
nondiscriminating profile, a child profile, and a child-adult profile. Sixty-eight
percent of the nonoffenders displayed the adult profile, and the remainder
showed the teen-adult or nondiscriminating profiles. For incest cases, 40%
showed an adult profile, 40% showed a nondiscriminating profile, and all but one
of the remaining participants showed a teen-adult profile. The remaining incest
offender showed a child-adult profile. For the extrafamilial offenders , 35%
showed a child profile, and the rest were approximately equally divided among
the other categories.

More recent data (e.g., Chaplin, Rice, & Harris , 1995; Harris , Rice, Quinsey,
Chaplin, & Earls, 1992) suggest that part of the observed heterogeneity results from
using procedures that do not maximize differences between offenders and nonof
fenders. In a small group of intrafamilial and extrafamilial offenders against fe
males, Chaplin et al. (1995) used stimuli that varied somewhat from traditional
stimuli. Audiotapes, including stories told from the child's point of view and
stories detailing significant child suffering , were used. Chaplin and colleagues re
ported 93% sensitivity and 100% specificity using one index, and 100% sensitiv
ity and 100% specificity using a different index. In a reanalysis of a number of
previous data sets, Harris et al. (1992) reported that discrimination between
groups was enhanced when z-scores, rather than raw data, were used, when de
viance indices were calculated using the differences in arousal between deviant
and nondeviant stimuli, when the stimuli depicted brutal sexual coercion, and
when pubescent-age stimuli were included in the determination of age preference.
The Harris et al. data provide guidelines for improving discrimination.

Although the previous data would appear to provide some support for the use
of physiological methods in child sex abuse assessment, there are additional prob
lems. An important limitation is that research participants can intentionally alter
responses in the laboratory (Abel, Barlow, Blanchard, & Mavissakalian, 1975;
Laws & Holmen, 1978; Quinsey & Bergersen, 1976; Wydra, Marshall, Earls , & Bar
baree, 1983). For example, in comparing admitting and nonadmitting offenders,
Freund and Blanchard (1989) were able to correctly classify 90% of the admitters,
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but only 55% of the nonadmitters. Freund and Watson (1991) were able to cor
rectly classify between 44% and 88% of the nonadmitting offenders , with better
classification rates coming from offenders with male victims and with multiple
victims. However, 14% to 28% of the patients were excluded for either low
arousal or clear faking. Hall (1989) measured individuals' ability to inhibit sexual
arousal in the laboratory by repeating the stimuli producing the highest level
of arousal at the end of the assessment with specific instructions for individuals
to inhibit their responses. Individuals who were able to inhibit displayed the low
est levels of arousal during the initial assessment.

Quinsey and Chaplin (1988b) describe a procedure developed to control faking
behavior. Normal participants were tested under conditions where they were asked
to fake an aggressive sexual interest under a normal testing condition and a condi
tion where a semantic tracking test was employed. The semantic tracking test re
quired participants to press a button on their right when sexual activity occurred
and a button on their left when violence occurred. Participants could fake their re
sponding under normal testing conditions, but not under the semantic tracking
conditions. Proulx et al. (1993) replicated the study with pedophiles against male
victims. In the first of two studies, a semantic tracking test was used with a group
having no experience in the laboratory. In this case, the semantic tracking test did
not appear to improve results and, in general, the group produced a deviant arousal
pattern despite being assessed in a forensic situation. In the second study, includ
ing the semantic tracking test improved results with a group having experience in
the laboratory. The group appeared to be less able to alter responses under the se
mantic tracking test. The Proulx et al. (1993) data suggest that as individuals be
come more familiar with laboratory assessment procedures, they may become more
adept at altering physiological responding, thus raising concerns regarding the re
peated assessment of arousal as a part of treatment evaluation.

Another limitation to the validity of arousal measures is the limited data on
the impact of subject variables on sexual arousal. Data comparing different ethnic
or cultural groups are generally lacking, and the primary data appear to be based
on European-Americans. In addition, there are few data on the impact of such fac
tors as anxiety and depression or other psychological states on sexual arousal and
arousability. Data on socioeconomic status (SES) were presented by Barbaree and
Marshall (1989), who found that individuals who displayed more classic child of
fender sexual arousal profiles were lower in SES than other profile groups. How
ever, using a normal population sample, Murphy, Haynes, Coleman, and Flanagan
(1985) found no relationship between arousal measures and income or education.

Finally, there are limited data on the reliability of arousal measures. Wormith
(1985) reported a test-retest reliability of .53 for slide stimuli. Although this figure
is relatively low, the nature of fluctuation of sexual arousal may make high
test-retest reliability difficult to obtain. Quinsey and colleagues report relatively
high levels of internal consistency (e.g.,Harris et al., 1992), but most investigators
do not report the temporal stability or internal consistency of arousal measures.

Researchers in the area of sex offender assessment have focused heavily on
assessing sexual arousal. The data suggest that physiological measures do cor
rectly identify offenders (especially extrafamilial child sexual abusers) beyond
chance levels, and that sexual interest is related to other aspects of offending be
havior, such as violence and recidivism. To date , no alternative approaches have
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sufficient data associated with them to replace arousal measures. However, as
Peters and Murphy (1992) noted, there has been a disturbing trend in the sex
offender field toward using arousal measures in criminal trials to show that some
one either fits or does not fit a sex offender profile. As the data related to classifi
cation rates clearly indicate, this is an inappropriate use of arousal measures
because many known offenders do not show deviant arousal patterns. Thus, arousal
measures cannot be used to state whether someone has or has not engaged in any
specific sexual offense. In addition, the limitations related to individuals' ability
to fake, lack of data on demographic factors, and limited reliability data, must be
recognized.

Assessment Using Self-Report Measures

Child Physical Abuse

Michigan Screening Profile ofParenting (MSPPj. The MSPP,which was de
veloped in the early 1970s (Schneider et al., 1972), is a 77-item self-report ques
tionnaire initially designed to screen for child "abuse and/or neglect" (Helfer et al.,
1978). The MSPP has historical importance because it was the first published at
tempt to develop an objective screening scale specifically for child abuse. However,
the stated purpose of the MSPP has changed since the measure was originally de
veloped. As a result of validity research, which indicated excessive levels of false
positive classifications of general population and low-risk parents, the authors have
appropriately modified the recommended use of the scale. The MSPP is now rec
ommended for the more general purpose of screening problems in parenting rather
than for the specific purpose of child abuse and neglect screening.

The 77 MSPP items are divided into four sections, which ask about the re
spondent's demographic and social history, the respondent's childhood experi
ences and current relationships, the respondent's children, and the respondent's
reactions to children (Helfer et al., 1978). The MSPP items assess four factors: Emo
tional Needs Met, Relationship with Parents, Expectations of Children, and Coping.
The MSPP scoring is complex and requires computer analysis. According to the
manual, the Emotional Needs Met (ENM) factor, which produces the fewest mis
classifications, is scored first to detect parents with problems in parenting. A sec
ond step in scoring involves a procedure called "convergence analysis," which is
also used to screen parents as having problems in parenting. Convergence analysis
appears to be a measure of inconsistent responding. Although other investigators
have found that child physical abusers give inconsistent response patterns on self
report measures (Milner & Robertson, 1989), a problem with using inconsistent re
sponses to classify parents as child abusers is that nonabusive individuals with
personal problems also often respond in an inconsistent manner on self-report
questionnaires. Thus, using a measure of inconsistent responding to detect physi
cally abusive parents or parents with problems in parenting should be expected to
result in high levels of false positive classifications.

Published MSPP classification rates for child physical abusers appear ade
quate; however, research reported by one of the test authors indicates that the
MSPP scoring produces relatively high rates of false positive classifications, even
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in nurturing parent groups. Schneider (1982) reported that the mean MSPP sensi
tivity rate for six identified problem parent groups was 80%, indicating a 20% false
negative classification rate. However, the mean MSPP specificity rate for five non
problem parent groups was 70%, indicating a 30% false positive classification rate
for parents identified as low-risk for child abuse. Also important was the unex
pected finding that the MSPP classified 60% of a group of general population par
ents as abusive. Since the MSPP identified the majority of general population
parents as abusive, the authors suggested that the scale should be used to identify
parents with problems in parenting rather than as a screen for child abuse . The au
thors have also indicated that the MSPP "is not a predictive instrument" and that it
"is not a diagnostic test , and should not be used as such" (Helfer et al., 1978, p. 4).

MSPP construct validity data have been reported. As expected, MSPP scores
were found to correlate with levels of family functioning (Siefert, Thompson, Ten
Bensel, & Hunt, 1983). Additional construct validity data has been sought by us
ing the MSPP as a pretest, posttest measure in an effort to show that the scale is
sensitive to treatment effects. However, in the two evaluation studies reported by
one of the test authors, the MSPP scores increased rather than decreased following
treatment (Schneider, 1982). The causes of these unexpected findings remain to be
determined. It is not known whether the results were the result of treatment effects
(e.g., an increased willingness of participants to admit problems), whether they
were related to an inability of the MSPP to detect positive treatment changes, or
whether the MSPP is accurately measuring negative treatment outcomes. Because
the MSPP does not have a faking-good scale, it is not possible to determine
whether the respondents were simply more honest during the posttreatment as
sessment. However, if participants' desire to distort their responses during the pre
treatment assessment affected MSPP scores, this would indicate that the MSPP is
susceptible to response distortion.

Child Abuse Potential (CAP) Inventory. The CAP Inventory is a 160-item
questionnaire that is widely used as a child physical abuse screening device (Mil
ner, 1986a, 1994). The CAP Inventory contains a physical abuse scale and six fac
tor scales: distress, rigidity, unhappiness, problems with child and self, problems
with family, and problems from others . The CAP Inventory also contains three va
lidity scales: a lie scale, a random response scale, and an inconsistency scale. To
detect response distortions, the validity scales are used to form three validity in
dexes: the faking-good index, the faking-bad index, and the random response in
dex. Two special scales have been developed: the ego-strength scale (Milner, 1988)
and the loneliness scale (Milner, 1990).

Information on the development, structure, reliability, and validity of the CAP
Inventory are provided in a technical manual (Milner, 1986a), and details regard
ing scale score interpretation are provided in an interpretative manual (Milner,
1990). Reviews of the CAP Inventory are available (e.g., Hart, 1989; Kaufman &
Walker, 1986; Melton, 1989). Although the applications and limitations of the CAP
Inventory have been frequently discussed (e.g., Caldwell, Bogat, & Davidson, 1988;
Melton. 1989; Melton & Limber, 1989; Milner. 1986a, 1986b. 1989b. 1989c, 1991a,
1991c, 1994). users have not always been attentive to the limitations of the CAP
Inventory and misapplications have occurred, such as using the physical abuse
scale to screen for child sexual abuse (Milner, 1989c).
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Internal consistency and temporal stability estimates for the CAP Inventory
scales have been reported in the technical manual (Milner, 1986a) and replicated
in subsequent studies (e.g., Black et a1., 1994; Burrell, Thompson & Sexton, 1992;
Caliso & Milner, 1992; De Paul, Arruabarrena, & Milner, 1991; Kirkham, Schinke,
Schilling, Meltzer, & Norelius, 1986; Merrill, Hervig, & Milner, 1996; Milner &
Robertson, 1990; Pecnik & Ajdukovic, 1995). Split-half reliabilities for the abuse
scale range from .96 to .98 and the KR-20 reliabilities range from .92 to .95 for gen
eral population (n =2,062), at-risk (n =178), neglectful (n =218), and physically
abusive (n =152) groups (Milner, 1986a). Split-half reliabilities for the abuse scale
range from .93 to .98 and KR-20 coefficients range from .85 to .96 for different gen
der, age, education, and ethnic groups (Milner, 1986a). General population test
retest reliabilities for the abuse scale for 1-day (n = 125), 1-week (n = 162),
1-month (n =112), and 3-month (n =150) intervals are .91, .90, .83, and .75, re
spectively (Milner, 1986a).

In addition to data indicating that the CAP abuse scale produces the expected
group differences between child physical abusers and comparison groups (see
Milner, 1986a, 1994 for reviews), individual classification rates have been re
ported. Initial abuse scale classification rates based on discriminant analysis in
dicated overall correct classification rates above 90% for physically abusive and
matched comparison parents (Milner & Wimberley, 1980). However, in subsequent
studies that used more diverse populations of abusive and matched comparison
parents, classification rates in the mid-80% to low-90% range have been reported
(e.g., Milner, Gold, & Wimberley, 1986; Milner & Robertson, 1989). Although these
rates are encouraging, individual classification rates based on discriminant analy
sis provide the upper limits of correct classification because this procedure deter
mines optimal item weights for each sample tested. To avoid this problem, several
studies have determined abuse scale classification rates using the standard
weighted item scoring procedure developed for field use (Milner, 1986a).

Before the removal of invalid protocols and using the 215-point cutoff score,
Milner (1989a) reported that 73.8% of 110 child physical abusers and 99.1% of
110 matched comparison parents were correctly classified, producing an overall
rate of 86.4%. A modestly higher overall rate of 88.5% was observed when the al
tarnate 166-point cutoff score, which was based on signal-detection theory, was
used (Milner, 1986a). For valid protocols , the abuse scale correctly classified
81.4% of the physical abusers and 99.0% of the comparison parents, for an over
all rate of 90.2%. Again, slightly higher overall rates of 92.2% were found when
the 166-point cutoff score was used .

Using the standard scoring procedure, the 215-point cutoff score, and all pro
tocols, Caliso and Milner (1992) found that the abuse scale correctly classified
87.7%, 73.3%, and 100% of child physical abusers with a childhood history of
abuse, nonabusive comparison parents with a childhood history of abuse, and
nonabusive comparison parents without a childhood history of abuse. Using the
166-point cutoff score and all protocols, the abuse scale classified 96.7%, 60.0%,
and 83.3% of the child physical abusers with a childhood history of abuse, nonabu
sive comparison parents with a childhood history of abuse, and nonabusive com
parison parents without a childhood history of abuse. Caliso and Milner did not
report rates for valid protocols. However, Caliso and Milner did report data sug
gesting that classification rates of the nonabusive comparison parents with a child-



ASSESSMENT ISSUES IN ClllLD ABUSE EVALUATIONS 93

hood history of abuse might be improved through an examination of the rigidity
and unhappiness factor scores as a follow-up to the initial abuse scale screening.

Data on the abuse scale specificity indicate 100% correct classification rates
for groups of low-risk mothers (Lamphear, Stets, Whitaker, & Ross, 1985), nurtur
ing mothers (Milner, 1986a, 1989a), and nurturing foster parents (Couron . 19811
1983) . In a large sample study (n =1,151) of the effects of medical stress on the
abuse scale specificity, no distortions were found in the classification error rate
(chance rate of 5%) in mothers with vaginal and C-section delivery, with and with
out complications (Milner. 1991b). However, a reduction in the abuse scale speci
ficity (modest increase in error rate from chance) was observed when parents of
children with certain types of injury (e.g., severe burns) and illness [e.g., gastric
problems) were tested. These data indicate that the abuse scale specificity appears
to be affected when a parent presents a child with a medical problem; however,
some of the parents with elevated abuse scores may have been undetected cases of
child abuse. Although the change in specificity was modest, research is needed on
this issue because the abuse scale should discriminate between parents with an in
jured child who are abusive and those who are not.

Abuse scale classification rates have also been reported for maltreatment
groups other than recently identified nontreated physical child abusers. For ex
ample, in a combined group of child physical abusers, child neglecters, and a
group of comparison parents, Couron (1981/1982) reported an abuse scale classi
fication rate of 72.6%. In addition, Holden, Willis, and Foltz (1989) reported abuse
scale classification rates that were far below any other reported rates. When all
protocols were used, a correct classification rate of 25% was found for a combined
group of physically and sexually abusive parents who were referred from a treat
ment group. Using only valid protocols, Holden and associates found a classifica
tion rate of 28%. Classification data for the subgroup of child physical abusers
were not reported. Furthermore, the meaningfulness of these data are difficult to
interpret; child physical abusers who have received treatment should not be in 
cluded in a group to determine concurrent classification rates of the abuse scale
because treatment has been shown to lower abuse scores (e.g., Milner, 1986a).

To provide a stringent test of the abuse scale validity, Matthews (1984/1985)
studied the abuse classification rates for "mildly" abusive and comparison par
ents. Moderate and severe physical abusers were excluded, and all comparison
parents had children with emotional and behavioral problems. Both abusers and
nonabusers were receiving treatment. Using a cutoff score developed from one
half of the study sample, Matthews reported a correct classification rate of 72.7%.
Given that only mild abuse cases were included, that the comparison group had
children with problems. that both groups were in treatment, and that a local sam
ple cutoff was used. direct comparisons to other concurrent validity studies must
be made with caution. However, existing data suggest that when groups other than
untreated, recently identified child physical abusers are used, the abuse scale clas
sification rates are lower. In addition, although abuse scores tend to be higher for
child physical abusers , compared to other child maltreatment groups. research in
dicates an overlap in abuse scores across child maltreatment groups (e.g., Milner
& Robertson. 1990).

Milner, Gold. Ayoub, and [acewitz (1984) reported a prospective study in
which an at-risk parent group (n = 200) was tested at the beginning of a prevention
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program and followed to determine subsequent child maltreatment. Forty-two
parents were confirmed for later child maltreatment: 11 for physical child abuse,
15 for child neglect, and 16 for their children's failure-to-thrive. A significant re
lationship (Cramer's V = .34, omega squared = .32) was found between abuse
scores and subsequent physical abuse. A significant, though modest, relationship
was also found between abuse scores and later neglect. No significant relationship
was observed between abuse scores and later occurrence of failure-to-thrive chil
dren. Milner and associates pointed out that although all parents who later were
abusive earned abuse scores above the cutoff, the majority of parents, who earned
elevated abuse scores did not become abusive. Because parents were tested during
a pretreatment assessment, some of the parents may have had their abuse risk re
duced by treatment (i.e., treatment successes), whereas others did not show
change (i.e., treatment failures) . Since posttreatment abuse scores were not col
lected, determining how many of the parents with elevated pretreatment abuse
scores were actually treatment successes, instead of failures in abuse scale predic
tion of subsequent abuse, was not possible.

Extensive construct validity data for the CAP Inventory has been reported. In
varying degrees, physiological studies have reported a relationship between ele
vated abuse scores and physiological reactivity to child-related and nonchild
related stimuli (Casanova et al., 1992; Crowe & Zeskind, 1992; Pruitt & Erickson,
1985). With only one exception (Haskett, Johnson, & Miller, 1994), abuse scores are
correlated in the expected manner with the observation and receipt of abuse during
childhood (Caliso & Milner, 1992; Crouch, Milner, & Caliso, 1995; Litty, Kowalski,
& Minor, 1996; Mee, 1983; Merrill et al., 1996; Miller, Handal , Gilner, & Cross, 1991;
Milner & Foody, 1994; Milner, Robertson, & Rogers, 1990). Elevated abuse scores
are correlated with social isolation/lack of social support (Burge, 1982; Crouch et
al., 1995; De Paul, Milner, & Mugica, 1995; Kirkham et al., 1986; Litty et al., 1996;
Matthews, 1984/1985; McCurdy, 1995; Milner et al., 1990; Whissell , Lewko, Car
riere, & Radford, 1990), and, with one exception (Kolka, Kazdin, Thomas, & Day,
1993), abuse scores have been correlated with negative family interactions (Ar
ruabarrena & De Paul, 1992; Caliso & Milner, 1992; Lamphear et al., 1985; Moller
strom, Patchner, & Milner, 1992; Nealer, 1992; Whissell et aI., 1990).

Individuals with elevated CAP abuse scores report lower levels of self-esteem
and ego-strength (Fulton, Murphy, & Anderson, 1991; McCurdy, 1995; Robertson &
Milner, 1985; Robitaille, Jones, Gold, Robertson, & Milner, 1985; Whissell et al.,
1990). Those with elevated abuse scores report more life stress and personal distress
(Burge, 1982; Holden & Banez, 1996; Holden et al., 1989; Kolka et aI., 1993; Mee,
1983; Milner, 1991b; Milner, Charlesworth, Gold, Gold, & Friesen, 1988). Studies
have uniformly reported the expected relationship between elevated abuse scores
and negative affect (Aragona, 1983; Arruabarrena & DePaul, 1992; De Paul & Rivero,
1992; Holden & Banez, 1996; Kirkham et al., 1986; Kolka et aI., 1993; Matthews,
1984/1985; McCurdy,1995;Milner et al., 1988; Milner, Halsey,& Fultz, 1995; Nealer,
1992; Robertson & Milner, 1985; Robitaille et al., 1985). Associations between drug
use and elevated abuse scores have also been reported (Blacket al., 1994; McCurdy,
1995; Merrill et al.,1996; Moss, Mezzich, Yao, Gavaler, & Martin, 1995).

With respect to knowledge of child development, one study failed to find the
expected relationship (Osborne, Williams, Rappaport, & Tuma, 1986), whereas
two studies reported a relationship between elevated abuse scores and lower lev-
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els of knowledge (Fulton et al., 1991; Whissell et al., 1990). Studies have reported
the expected relationship between elevated abuse scores and negative evaluations
of children's behavior (Aragona, 1983; Chilamkurti & Milner, 1993; Kolko et al.,
1993) and inappropriate expectations for children's behavior (Chilamkurti & Mil
ner, 1993; Oliva, Moreno, Palacios , & Saldana, 1995). Individuals with elevated
abuse scores also make external attributions for their own behavior (Ellis & Milner,
1981; Stringer & La Greca, 1985) and are less likely to change their child-related at
tributions of responsibility after receiving mitigating information regarding the
child's negative behavior (Milner & Foody, 1994). Data are mixed on the degree of
relationship between elevated abuse scores and authoritarianism (Robitaille et al. ,
1985; Whissell et al., 1990) and infant attachment problems (Mee, 1983).

Perhaps most important for a scale that purports to measure abusive parenting,
elevated CAP abuse scores have been shown to be related to problems in
parent-child interactions (Aragona, 1983; Hann, 1989; Kolko et al., 1993; McCurdy,
1995; Schellenbach, Monroe, & Merluzzi, 1991), and individuals with elevated
abuse scores are uniformly reported to use more harsh discipline techniques and
less positive parenting practices (Aragona, 1983; Chilamkurti & Milner, 1993; Me
Curdy, 1995; Milner & Foody, 1994; Monroe & Schellenbach, 1989; Osborne et al.,
1986; Schellenbach et al., 1991; Whissell et al., 1990). An interaction between abuse
scores and stress also has been reported. As abuse scores increase, stress increases
the degree to which parents are rejecting and punishing (Schellenbach et al., 1991).

Finally, the CAP abuse scale has been used successfully to evaluate a variety
of secondary and tertiary prevention programs (e.g, Acton & During, 1992; Barth,
1989; Black et al., 1994; D'Agostino, Chapin, & Moore, 1984; Fulton et al., 1991;
Mollerstrom, 1993; National Committee for the Prevention of Child Abuse, 1992;
Thomasson et al., 1981; Wolfe, Edwards, Manion, & Koverola, 1988). Although the
abuse scale appears to have sufficient sensitivity to detect treatment effects, addi
tional information is needed on the relationship between the observed posttreat
ment and follow-up abuse scores and behavioral outcomes such as subsequent
child abuse.

Child Sexual Abuse

In assessing and treating sex offenders, cognitive behavioral models have
guided much of the research and many of the treatment approaches. Within this
model, cognitive factors, specifically cognitive distortions, have been posited as
one important factor that maintains the offender's behavior (Conte, 1985; Murphy,
1990). Cognitive distortions refer to minimizations and justifications that offend
ers use to excuse their behavior. Examples include such statements as "She didn't
say no ," "I was drinking," or "It was sex education." The Abel-Becker Cognition
Scale (Abel et al. , 1984) and the Justifications Scale and the Cognitive Distortion
and Immaturity Scale of the Multiphasic Sex Inventory (Nichols & Molinder,
1984) have been used widely in research studies and clinical sites to evaluate cog
nitive distortions.

Abel-Becker Cognition Scale. The Abel-Becker Cognition Scale (Abel et al.,
1984) was the first empirical scale designed to assess the cognitive distortions typi
cally heard from child sexual abusers. The scale consists of 29 items rated from
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strongly agree to strongly disagree. Primary psychometric data came from a disser
tation (Gore, 1988) and a subsequent publication from this dissertation (Abel et al.,
1989), which reported an overall scale test-retest reliability over a t-week to 3-week
period of .76. Six factor analytic derived subscales have acceptable internal consis 
tency (alphas =.59 to .84). The overall scale and six subscales differentiated a group
of 240 child molesters from a group of 86 normal comparison males. There were no
significant differences , however, between child molesters and a group of 48 mixed
paraphiliacs. In addition, the mean difference between groups on each of the sub
scales was small, with substantial overlap between groups, suggesting that sensitiv
ity and specificity rates might not be adequate. Further, Pithers (1990) failed to find
any pretreatment differences on the scale between a group of 10 incarcerated child
molesters and 10 rapists.

In support of the Abel-Becker Cognition Scale. Stermac and Segal (1989) found
that the measure discriminated child molesters from a number of comparison
groups including rapists, clinicians, lay persons, lawyers, and police. The amount
of group overlap is unknown, however, because no means, standard deviations. or
individual classification rates were presented. In another study, Hayashino,
Wurtele, and Klebe (1995) found that extrafamilial offenders scored higher on cog
nitive distortions than did incest offenders, rapists, incarcerated nonsex offenders.
and lay persons. Again, individual classification rates were not reported.

Limited data are available on the Abel-Becker Cognition Scale's relationship
with other aspects of offending. Abel et al. (1989) reported that the six subscale
factors accounted for 24% of the variance in the duration of child molestation and
11 % of the variance in the number of different categories of molestation in which
the individual was involved (e.g., male vs. female victims, incest vs. nonincest,
child vs. adolescent). The factors did not account for significant variance in the ag
gressiveness of the offenses or in the number of children molested. As noted by
Horley and Quinsey (1994), the items on the scale are relatively obvious and raise
concerns about social desirability influences. Although Stermac and Segal (1989)
found no significant relationship (.25) between the Abel-Becker Cognition Scale
and the Marlow-Crowne Social Desirability Scale, Haywood, Grossman, Kravitz.
and Wasyliw (1994) reported significant correlations of .30 and .33 between the
Cognition Scale and the F-K index and Obvious-Subtle Index from the MMPI.

The Abel-Becker Cognition Scale appears to have adequate reliability and ini
tial validity data to support the view that the scale can separate offenders from
nonoffenders. Data are needed. however, on individual classification rates (sensi
tivity and specificity) across a variety of offender and nonoffender groups. In ad
dition, data are needed on the cognitive distortions used by incestuous and
nonincestuous child sex offenders. For example, incest offenders may use a nar
rower range of cognitive distortions and, therefore, score lower on this scale than
extrafamilial child sex offenders.

Multiphasic Sex Inventory. A second widely used specialized sex offender
assessment instrument is the 300-item Multiphasic Sex Inventory (MSI, Nichols &
Molinder, 1984). The MSI contains specific paraphilia subscales (child molestation,
rape, and exhibitionism) along with subscales measuring sexual obsessions, so
cial/sexual desirability, cognitive distortions and immaturity, justifications, sexual
knowledge and beliefs, and sexual inadequacies. Also included are a Lie Scale and
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a Treatment Attitudes Scale . The MSI Child Molestation Scale measures the extent
of child molestation by sampling specific behaviors, whereas the MSI Justifications
Scale measures excuses used by the offender. The MSI Cognitive Distortions and
Immaturity (CDI) Scale, however, is more complex and has been suggested to mea
sure self-accountability and early childhood cognition. The CDI scale was specifi
cally designed to measure the concept of victim stance, which appears to be a more
characterological trait. Inspection of items suggests that although some appear to
reflect the concept of victim stance, other items appear to measure denial of sexual
feelings or cognitive distortions. This interpretation is supported by a factor analy
sis. Although the Justifications Scale items loaded on one factor, the COl items
showed moderate loadings on three factors , including a positive loading on a sex
ual fantasy factor and a dysfunctional/justifications factor and a negative loading
on a normal factor (Simkins, Ward, Bowman, & Rinck, 1989).

Overall, the MSI has substantial face validity, is sex offender specific, and taps
a variety of areas thought to be important in sex offender treatment. At present,
however, psychometric data are limited and most of the available psychometric
data are summarized in the test manual (Nichols & Molinder, 1984) . Internal con
sistency of the MSI subs cales is adequate (.58 to .92). In addition, the MSI has ade 
quate temporal stability, with most subscale 3-month test-retest reliabilities falling
between .8 and .9. Three-month test-retest reliability coefficients for the CDI and
Justifications Scales of .71 and .78, respectively, have been reported in a sample of
outpatient child molesters (Simkins et al. , 1989). Internal consistencies for the CDI,
Justifications, and Child Molestation Scales of .53, .82, and .90, respectively, were
found in a group containing incarcerated and nonincarcerated child molesters and
rapists (Kalichman, Henderson, Shealy, & Dwyer, 1992).

Validity data for the MSI are derived primarily from a comparison of 140
child molesters and 46 college students and a comparison of the 140 child moles
ters pretreatment to 54 child molesters posttreatment (Nichols & Molinder, 1984) .
The college student sample was younger than the pedophile sample and the sam
ples may have differed in other ways. Also, it is not clear if the 54 child molesters
tested posttreatment were part ofthe pretreatment group. The majority ofMSI sub
scales separated child molesters from college students and rapists from college
students. In addition, a number of subscale scores significantly decreased after
treatment, although Nichols and Molinder (1984) have noted that posttreatment
scores may increase as offenders become more honest about their past offending
behavior.

Simkins (1993) reported significant COl differences between sexually re
pressed and nonrepressed sex offenders. Intrafamilial groups also scored lower on
the CDI than the extrafamilial or mixed offender groups and offenders with female
victims scored lower than those with male victims or victims of both sexes
(Simkins et al. , 1989). The results on familial relationshp and victim sex, however,
may have been confounded because the majority of intrafamilial victims are fe
males. On the Justifications Scale, intrafamilial offenders, extrafamilial offenders,
and a mixed group of offenders (with both intrafamilial and extrafamilial victims)
did not show significant mean differences. Mean Justifications scores of groups of
offenders with either male, female, or both male and female victims also did not
differ. Beckett, Beech, Fisher, and Fordham (1994), however, found no differences
on offenders' and nonoffenders ' scores on either the COl or Justifications Scale.
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Although no data are provided, Beckett and colleagues suggested that extrafamil
ial , mixed offenders, and offenders with more victims appeared to have higher
scores on the cm.

Two reports by Kalichman (Kalichman, 1990; Kalichman, Szymanowski, Me
Kee, Taylor, & Craig, 1989) found that offenders with the most extreme MMPI ele
vations had higher scores on the MSI Cognitive Distortions and Paraphilic scales,
although rapists were the focus of investigation. Using a variety of offender
groups, Kalichman, Henderson, et al. (1992) found associations between MMPI
and MSI scales , but they also reported data indicating areas where the MMPI and
MSI scales did not overlap. For example, although the cm scale scores appeared
to be related to overall psychopathology, the Justifications Scale scores appeared
to be independent of general psychopathology. Kalichman, Henderson, et al. con
cluded that the MSI provides information beyond that gained from traditional per
sonality assessment.

Evidence suggests the MSI scale scores are related to social desirability. Kalich
man, Henderson, et aI. (1992) reported significant correlations between the Marlow
Crowne Social Desirability Scale and the CDI, Child Molestation, and Justifications
scales of-.32, - .25, and -.17, respectively. Haywood et al. (1994) found significant
correlations of .76 and.77 between the CDIscale and the MMPI F-K and Obvious
Subtle indexes, respectively, and significant correlations of .39 and .44 between the
Justifications Scale and the MMPI F-K and Obvious-Subtle indices, respectively.
Although there were no significant differences between admitters and deniers on
the cm scale , both studies noted that offenders who denied offending scored sig
nificantly lower on the Justifications Scale than did offenders who admitted of
fenses. The Justifications Scale items may be problematic for deniers because the
questions basically require the respondent to admit the offense in order to answer
the questions. Abusers who are in denial tend to answer "no" to all questions,
which may reflect denial of the offense rather than their cognitive processes .

Limited data exist on the relationship between the MSI scales and other com
ponents of offending . In a report from the Sex Offender Treatment and Evaluation
Program in California (Marques, Nelson, West, & Day,1994), no relationships were
found between sexual recidivism and the CDI or Justifications Scales in a group of
116 offenders, which included both rapists and child molesters. The cm, how
ever, was marginally associated with new nonsexual violent offenses.

MSI scores appear to have some clinical utility for descriptive purposes , al
though the limited amount of validity data requires that MSI scores must be inter
preted with caution. As the test developers have made clear, the MSI should not
be used for screening general populations. In known offender groups , however,
the MSI may provide useful information on the degree of offenders' minimization
and cognitive distortions, which may be helpful in making treatment decisions.

SPECIALIZED RISK ASSESSMENT MODELS

Traditionally, risk assessment in Child Protective Services (CPS) relied heav
ily on worker expertise and agency policies and guidelines (Cicchinelli, 1995). In
the past 15 years, however, specialized risk assessment models have been devel
oped and implemented in CPS agencies in 42 states (Berkowitz, 1991) to increase
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the thoroughness and consistency of assessing the likelihood of future child mal
treatment (English & Pecora, 1994). The specialized systems, compared to tradi
tional CPS assessment methods, tend to be more systematic and structured in
defining the criteria used to determine risk of abuse (Doueck, English, DePanfilis,
& Moote, 1993).

Specialized risk assessment models differ from the assessment methods
previously reviewed here by including, in addition to assessment of abuser char
acteristics , various case , child, and demographic variables. For example, demo
graphic and case variables associated in the empirical literature with child
physical abuse include low educational level, younger parents , being of female
gender, low intelligence, larger families, younger children, and prior history of
child abuse (see Milner & Chilamkurti, 1991; Milner & Dopke, 1997, for reviews).
Demographic and case predictor variables associated with child sexual abuse in
clude a nonbiological relationship with the victim, use of force in a previous of
fense, having male victims, prior criminal history, and being of male gender Ie.g.,
Hall, 1988; Hall &Proctor, 1987; Rice, Quinsey, &Harris , 1991). Additional demo
graphic variables associated with various types of child maltreatment include
lower SES, unemployment, single marital status, a higher ratio of children to
adults, frequent relocation, and short terms of residency (e.g., Coulton, Korbin, Su,
& Chow, 1995).

Specialized risk assessment instruments used in different states vary in the
way risk is defined (Berkowitz, 1991; Cicchinelli, 1995), in the degree of training
provided in the use of the instruments (Cicchinelli, 1990; Pecora, 1991), and in the
degree to which the instruments are incorporated into practice (Murphy-Berman,
1994; Pecora, 1991). Instruments also vary in the type and range of information ob
tained (Cicchinelli, 1990; English & Pecora, 1994; Murphy-Berman, 1994). For ex
ample, McDonald and Marks (1991) identified 88 variables assessed across 8
different risk assessment instruments. Variables most commonly assessed include
primary caretaker and child characteristics, family characteristics, the nature of
the maltreatment incident, and environmental factors (Berkowitz, 1991; Cic
chinelli, 1990, 1995; McDonald & Marks, 1991; Palmer, 1990). Models are contin
ually being revised as factors that are determined to be more or less relevant and
predictive are added or deleted (Berkowitz, 1991; Doueck, English, et al., 1993).
Instruments also differ in how the information is combined and used to guide de
cision making and risk determination (Cicchinelli, 1990; English & Pecora, 1994;
Murphy-Berman, 1994). For example, Likert-type ratings for different risk items
may be summed to arrive at a total risk rating , critical risk factors may simply be
identified, or regression or path analytic models may be developed (Cicchinelli,
1990). The majority of instruments categorize cases by risk factors perceived to
contribute to risk and in need of intervention, as well as by an overall risk level
(English & Pecora, 1994).

Pecora (1991) has divided current risk assessment models into four categories.
In the first category, matrix models, models are composed of 16 to 35 factors that
are generally rated on scales representing low, moderate, and high levels of risk.
The factors included are generally associated in the empirical literature with dif
ferent types of child maltreatment and include parenting skills, child age, and the
severity and frequency of maltreatment. The second category consists of empirical
prediction models , which are based on public health and juvenile correction risk
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studies. Empirical prediction models generally are composed of a limited number
of risk factors such as parenting skills, demonstrated to be predictive of child mal
treatment. The third category of risk assessment models, the Child at Risk Field
(CARF), developed by ACTION for Child Protection, rates 14 factors associated
with child maltreatment according to perceived level or risk. The CARF is gener
ally considered to be the most comprehensive model due to the breadth of areas
assessed and putative applicability with different types of child maltreatment and
across the life of a maltreatment case. A final category of risk assessment models
consists of family assessment scales (e.g., Child Well-Being Scales, Magura &
Moses, 1986), which are primarily used to assess child and family functioning as
opposed to identifying risk of abuse.

A review of all the individual risk assessment models in use is beyond the
scope of this chapter. However, the CARFsystem is presented here because a num
ber of psychometric studies have been conducted [e.g., Doueck, Levine, & Bron
son, 1993; Evans, Whiteside, & Cohen , 1992). The CARF system is not the most
frequently used model. For example, surveys suggest that the CARF system has
been implemented in from 4 (Berkowitz, 1991) to 10 states (Costello, 1990) ,
whereas the Illinois Risk Assessment Model (CANTS) or a modified version of the
Illinois model has been implemented in 15 states (Berkowitz, 1991). ACTION for
Child Protection, however, provides training in the implementation of the CARF
and controls modifications to the system across locations (Doueck, Levine, et al.,
1993), suggesting that the CARF may be implemented in a more consistent man
ner and form across sites than are versions of the Illinois model.

The CARF consists of 14 open-ended questions organized around 5 elements
(i.e., child, parent, family, maltreatment, and intervention). Information is rated on
a risk scale ranging from 0 to 4. As mentioned previously, the CARF was designed to
assess risk factors for all types of child maltreatment at various intervals from intake
through case closure (Costello, 1990). Specific assessment phases include intake,
initial assessment, safety determination, family assessment, case planning, case clo
sure, supervisory review, and documentation of services. Materials used vary with
the phase of assessment involved. For example, during intake, information gathered
from the 14 questions is compared with a checklist of factors considered to pose a
threat to the child, in order to identify the need for immediate intervention by CPS
workers . During the initial assessment phase, additional qualifiers are included that
measure the duration and pervasiveness of negative influences that may be con
tributing to risk of maltreatment and caretaker acknowledgement and control of
these influences. A final risk score for the initial assessment , ranging from no likeli
hood to a high likelihood of maltreatment, is derived by combining the average rat
ings on the 14 risk factors and 4 qualifiers and dividing by two (Costello, 1990).

Information concerning the development of the CARFis provided by Doueck,
English, et al. (1993). Group interrater reliability coefficients (Cronbach's Alpha)
for the initial assessment risk scores for a nonindicated physical abuse/neglect
case of .96 have been reported (Fluke et al., 1994). Interrater reliability coefficients
for the elements ranged from .00 to .52. The 6-month assessment risk score coeffi
cient was .98 for the same case, with element coefficients ranging from .00 to .64.
For an indicated sexual abuse case, group interrater reliability coefficients for the
initial assessment risk score and 6-month assessment risk score were .97 and 1.00,
respectively. Interrater reliability coefficients for the elements for the sexual abuse
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case ranged from .06 to .56 at initial assessment and from .00 to .95 at the 6-month
assessment. Internal consistency coefficients (Cronbach's Alpha) of the risk scores
for the physical abuse and sexual abuse cases were .57 and.77, respectively, at ini
tial assessment, and.72 and .75, respectively, at the 6-month assessment.

Risk ratings of 30 CPS case workers with hypothetical sexual abuse, physical
abuse , and physical neglect cases were reported for a modified version of the ini
tial assessment worksheet of the CARF (Doueck, English, et al., 1993). Internal
consistency coefficients for the sexual abuse, physical abuse, and physical neglect
cases of .77, .83, and .85, respectively, were reported. Internal consistency co
efficients for the safety determination phase of the CARF were described as com
parable. Interrater reliability coefficients using the same sample were .85, .76, and
.79 for the hypothetical sexual abuse, physical abuse, and physical neglect cases,
respectively.

Results of studies examining the validity of the CARFare less supportive. Us
ing an unfounded physical abuse/neglect case and a founded sexual abuse case,
Fluke et al. (1994) reported that 62.1% and 82.8% of the caseworkers in their sam
ple (n =29) determined the risk of future abuse or neglect to be very likely follow
ing initial assessment for the unfounded and founded cases, respectively. Doueck,
Levine, et al. (1993) compared 89 cases evaluated with the CARF with 118 cases
evaluated prior to implementation of the CARF over equal periods of time. Cases
with higher CARFfinal risk ratings were more likely to remain open following ini
tial investigation and were provided more services. A trend for cases with higher
final risk ratings to have a subsequent report of recurrence was reported. More
specifically, subsequent reports of child maltreatment occurred in 5% of the cases
rated as low risk. No subsequent maltreatment reports, however, occurred in 72%
of the cases rated as high risk using the CARF. Doueck, Levine, et al. noted that the
study results may have been affected by the imperfect implementation of the
CARF (e.g., completion of forms ranged from 80% to 100%). However, similar re
sults were obtained by Sheets (1992), who reported a significant relationship be
tween risk ratings obtained with the CARF and case decision making, but no
relationship between recidivism and CARF initial assessment risk scores, CARF
single elements, or CARFcombinations of elements. Five CARFelements and two
CARF forces derived through discriminant analyses were no better at predicting
child maltreatment over a 9-month period than CARF overall risk ratings (Evans et
al., 1992).

Despite a relationship between CARF risk ratings and caseworker decisions,
two studies (Evans et al., 1992; Fluke et al., 1994) reported no differences between
case decision making using the CARF and that using other comparison instru
ments (both reliable and unreliable). Doueck, Levine, et al. (1993) and Sheets
(1996) have suggested that caseworkers may complete risk assessment instruments
following an initial interview or later in the assessment process after important
case decisions have already been made . The high correspondence between risk
ratings and case decision making thus may result from completing the risk assess
ment instrument to correspond with the caseworker's decisions on substantiation
and placement (Doueck, Levine, et al., 1993).

Although limited research has been generated on many specialized risk assess
ment models, problems with validity, particularly predictive validity, do not appear
to be unique to the CARF (English & Pecora, 1994). One source of problems appears
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to result from the process used to develop many of the instruments. Often large
numbers of variables are included that have been associated with maltreatment, in
the empirical literature or in clinical experience, and these variables thus have high
face validity (Johnson, 1991; Pecora, 1991; Wald & Woolverton, 1990). The variables
included in different instruments, however, may have no causal relationships with
abuse (i.e., marker variables) or may not be predictive of abuse . For example, John
son (1991) compared an empirically validated risk assessment model with a face
validated risk assessment model and found the empirically derived model
accurately predicted recurrence of abuse in 73.3% of cases, whereas the face
validated model accurately predicted abuse in 59% of the cases (n =120). The face
validated instrument included 14 items, 3 of which were statistically related to
reabuse, whereas the empirically derived model contained 5 items, all of which
were related to abuse recurrence. At present, only two states (Alaska and Michigan)
rely solely on predictive factors to determine risk status (Cicchinelli, 1995).

In addition, items derived from comparisons of maltreating and nonmaltreat
ing parents in the general population may be less predictive of the likelihood of
abuse recurrence than when only agency cases are used. The extent to which vari
ables relevant to initial incidents of abuse are related to incidents of reabuse is not
known (Pecora, 1991; Wald & Woolverton, 1990). In a similar vein, agencies often
use the same model to determine risk for different types of maltreatment (e.g., sex
ual abuse, physical abuse, neglect) . Research (e.g., Baird, 1988; English, Aubin, &
Fine, 1993; McDonald, 1991) suggests that different risk factors may be associated
with different types of abuse and with cases involving multiple types of child mal
treatment. For example, English et al. (1993), using the Washington state risk ma
trix, found 8 factors associated with physical abuse and 12 factors associated with
risk of neglect or combined physical abuse and neglect. Sexual abuse cases were
excluded from the analyses.

McDonald (1991) and Murphy-Berman (1994) noted that the higher reliability
coefficients reported for some models may result from the inclusion of easily ob
servable and objective data, such as age and gender. As models include a greater
proportion of more subjective, unobservable risk variables, such as parenting
skills and social isolation, reliability coefficients tend to decline (Murphy-Berman,
1994). Including more objective variables in models may increase reliability; how
ever, the inclusion of demographic variables in risk assessment models may result
in increased numbers of false positives. Although demographic or case variables
may statistically predict risk status, many variables (e.g., gender, severity of past
incident, SES, caretaker's childhood history of abuse) are not responsive to inter
vention and therefore are useless for treatment planning. In addition, an individ
ual identified as high risk on the basis of demographic and case variables will
remain at risk despite intervention, and nonabusive individuals possessing the
demographic characteristics will also tend to be classified as high risk. High per
centages of false positives contribute to the low classification rates observed in
many models. Pecora (1991) noted that correct classification rates for current spe
cializedrisk assessment models range from 15% to 83% and that no models have
sufficiently high sensitivity and specificity for use as the sale determinant of risk
status. The methods used to combine various risk factors in some models also may
result in inaccurate estimates of risk by ignoring the intercorrelations and interac
tions between factors (Murphy-Berman, 1994; Wald & Woolverton, 1990).
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A final problem involves the evaluation processes used with specialized risk
assessment models. Increasingly, researchers have argued that the criterion mea
sure for evaluating risk assessment instruments should be recurrence of maltreat
ment (e.g., Johnson, 1994) or risk of future harm to a child (e.g., Weld & Woolverton,
1990). Many instruments , however, are evaluated by comparing risk ratings to sub
stantiation of reports , placement decisions (e.g., Doueck, Levine, et al., 1993), or
caseworkers' ratings of risk (e.g., English et al., 1993; Fanshel, Finch, & Grundy,
1994). In a prospective longitudinal study involving 289 child maltreatment cases,
however, Johnson (1994) reported a correlation of .00 between the clinical predic
tions of child welfare workers and recurrence of abuse. As noted previously, bias
may affect maltreatment evaluations , report substantiation, and placement deci
sions . Correlations between these criteria and the risk ratings derived from a risk as
sessment model, however, are often assumed to be evidence of the model's validity.

CONCLUSIONS

Practitioners often have the need to assess child physical abuse and sexual
abuse offenders for purposes of screening, report confirmation, treatment plan
ning, treatment evaluation, and recidivism prediction. The present review of as
sessment approaches indicates that the amount of literature available to support
these uses varies with the measure used and the desired assessment application.
As suggested in guidelines developed by Monahan (1993), it is incumbent upon
the test user to have adequate clinical and legal education before a child abuse as
sessment is conducted. This includes a knowledge of "basic concepts of risk as
sessment (e.g., predictor and criterion variables , true and false positive and
negatives , decision rules, and base rates)" and an awareness of the "key findings
in risk assessment research" (Monahan, 1993, p. 243), including a knowledge of
the psychometric data on the various risk assessment approaches.

Although extant data suggest that some of the general personality measures
and specialized child abuse measures may be appropriately used for screening,
treatment planning, and program evaluations, other applications are not sup
ported. For example, existing measures do not adequately differentiate subgroups
of child abusers. In most cases where sensitivity and specificity data are reported,
measures have substantial error rates (excessive false positive and/or false nega
tive classifications). Given the presence of classification errors and the fact that no
single offender profile has emerged for child physical or child sexual abuse, data
from existing measures should not be used as conclusive evidence of abuse and
should not be used in court proceedings as evidence that the individual has or has
not abused a child. Ultimately, given that a 'great variety of assessment techniques
and applications is possible, the test user is responsible for determining whether
the reliability and validity data are sufficient for a particular application in a spe
cific population (e.g., see guidelines in the Standards for Education and Psycho
logical Testing, American Psychological Association, 1985).
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5

Methodological Issues in
Child Maltreatment Research

ROBERT T. AMMERMAN

INTRODUCTION

In 1993 , the National Research Council (Panel on Research on Child Abuse and
Neglect) published the findings and recommendations of a distinguished group
of established researchers in child maltreatment. The purpose of this document
was to summarize and integrate extant research findings, and to establish goals
and suggestions for future scientific study of the abuse and neglect of children.
Among other things, the Panel lamented the significant methodological shortcom
ings that characterized the empirical literature up to that point: "The research lit
erature in the field of child maltreatment is immense .. . Despite this quantity of
literature, researchers generally agree that the quality of research on child mal
treatment is relatively weak in comparison to health and social science research
studies in areas such as family systems and child development" (p, 45). Indeed,
they pointed out that research on child abuse and neglect was largely "underval
ued," and that limited resources allocated to empirical investigations, coupled
with the comparatively nascent development both theoretically and methodolog
ically in the child maltreatment field, conspired to limit both the quantity and
quality of empirical work in this area. Despite this caveat , a considerable body of
work has accrued in the past 35 years, and we now know more about the causes,
consequences, and treatment of child abuse and neglect than we ever have before .
Considerable work awaits researchers in this area, however, offering both sub
stantial challenges and potential rewards in terms of understanding and prevent
ing maltreatment of children.

Table 1 presents the specific priorities for future research recommended by the
Panel on Research on Child Abuse and Neglect (National Research Council, 1993).
What is most striking about this list of priorities is the emphasis on fundamental
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Table 1. Research Priorities Recommended by the Panel on Research on
Child Abuse and Neglect, National Research Council (1993)

Priority 1
A consensus on research definitions needs to be established for each form of child abuse and neglect.

Priority 2
Reliable and valid clinical-diagnostic and research instruments for the measurement of child mal
treatment are needed to operationalize the definitions discussed under Research Priority 1.

Priority 3
Epidemiologic studies on the incidence and prevalence of child abuse and neglect should be en
couraged , as well as the inclusion of research questions about child maltreatment in other national
surveys.

Priority 4
Research that examines the processes by which individual. family. community. and social factors
interact will improve understanding of the causes of child maltreatment and should be supported.

Priority 5
Research that clarifies the common and divergent pathways in the etiologies of different forms of
child maltreatment for diverse populations is essential to improve the quality of future prevention
and intervention efforts.

Priority 6
Research that assesses the outcomes of specific and combined types of maltreatment should be
supported.

Priority 7
Research is needed to clarify the effects of the many forms of child victimization that often occur
in the social context of child maltreatment. The consequences of child maltreatment may be
significantly influenced by a combination of risk factors that have not been well described or
understood.

Priority 8
Studies of similarities and differences in the etiologies and consequences of various forms of
maltreatment across various cultural and ethnic groups are necessary.

Priority 9
High-quality evaluation studies of existing program and service interventions are needed to
develop criteria and instrumentation that can help identify promising developments in the
delivery of treatment and prevention services.

Priority 10
Research on the operation of the existing child protection and child welfare systems is urgently
needed. Factors that influence different aspects of case handling decisions and the delivery and use
of individual and family services require attention . The strengths and limitations of alternatives to
existing institutional arrangements need to be described and evaluated.

Priority 11
Research on existing state data service systems should be conducted to improve the quality of
child maltreatment research information as well as to foster improved service interventions.

Priority 12
The role of the media in reinforcing or questioning social norms relevant to child maltreatment
needs further study.

Priority 13
Federal agencies concerned with child maltreatment research need to formulate a national research
plan and provide leadership for child maltreatment research.

Priority 14
Governmental leadership is needed to sustain and improve the capabilities of the available pool
of researchers who can contribute to studies of child maltreatment. National leadership is also
required to foster the integration of research from related fields that offer significant insights into
the causes. consequences. treatment, and prevention of child maltreatment.
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Table 1. (Continued)
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Priority 15
Recognizing that fiscal pressures and budgetary deficits diminish prospects for significant in
creases in research budgets generally. special efforts are required to find new funds for research
on child abuse and neglect and to encourage research collaboration and data collection in related
fields .

Priority 16
Research is needed to identify organizational innovations that can improve the process by which
child maltreatment findings are disseminated to practitioners and policy makers. The role of state
agencies in supporting. disseminating. and utilizing empirical research deserves particular attention.

Priority 17
Researchers should design methods. procedures. and resources that can resolve ethical problems
associated with recruitment of research subjects: informed consent. privacy. confidentiality. and
autonomy. assignment of experimental and control research participants. and debriefing.

Source: Adapted from National Research Council. (1993). Understanding child abuse and neglect. Washington . DC:
National Academy Press. Reprinted with permission.

aspects of conducting research in this area Ie.g., Priority 1: definition, Priority 2: in
strumentation). It is evident that a firm foundation in the field has yet to form. To
their credit, the Panel has admirably sifted through a sizable and diverse literature
and established meaningful, worthwhile. and largely achievable goals. At the same
time, this document underscores the need for a higher standard of research in child
abuse and neglect, one that will ensure continued accumulation of useful, relevant,
and clinically applicable knowledge. Admittedly, this is no easy task. Child mal
treatment is an enormously complicated problem with many logistic and practical
barriers to conducting controlled, methodologically rigorous research. Overcoming
these obstacles, at least in part . is essential to the advancement of scientific work in
this area.

Why is research in child maltreatment so important? The Panel on Research
on Child Abuse and Neglect (National Research Council, 1993) cited five reasons
why research was critical to understanding and ameliorating child maltreatment:
(1) research can provide a scientific basis for identifying solutions to a broad range
of individual and social disorders; (2) research can provide insight and under
standing that can benefit abused and neglected children and their families; (3) re
search can lead to cost savings in areas affected by child maltreatment, such as
mental health. criminology, and foster care; (4) research findings can guide legal
and other organizational decisions involving children and families; and (5) re
search on the causes of maltreatment can directly inform the design and imple
mentation of prevention efforts.

The purpose of this chapter is to explore some of the more salient difficulties
in conducting research on child abuse and neglect. At the outset, it is imperative
to point out that child maltreatment is a very complicated phenomenon, and that
many of the shortcominngs in the field arise from the difficulties inherent in sys
tematically studying it. This is a relatively new field, and growing pains are to be
expected. At the same time. it is essential that we take stock of achievements, ac
knowledge shortcomings, and map out a future for research in child abuse and ne
glect. Moreover, because methodological challenges and weaknesses abound in
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child maltreatment, it is equally important that we be frank and direct in con
fronting the limitations of findings in the field.

What follows is a discussion of some of the major pitfalls in conducting re
search and interpreting findings in child abuse and neglect, as well as suggestions
for improving the quality of empirical work in this area. It is not meant to be a "how
to" treatise on experimental methodology and design; many references (e.g.,
Kazdin , 1992) exist to guide social and behavioral scientists in this endeavor. Also,
it is not meant to cover the entire universe of research issues in the field, issues that
vary considerably depending on the questions asked and populations studied.
Rather, the overarching objective of this chapter is to assist in the recognition of
common impediments to controlled research in child abuse and neglect , and to
contribute to the enhancement of the quality of empirical work on this topic.

DEFINITION

Reliably and operationally defining child maltreatment research has been elu
sive. Indeed, difficulties in arriving at clear and widely accepted definitions have
undermined the research endeavor as a whole, given the primary importance of
definition in developing a firm scientific base of understanding. The National Re
search Council (1993) plainly lays out some of the impediments to arriving at uni
versally accepted definitions of abuse and neglect. First, there is a lack of a societal
consensus regarding inadequate and inappropriate parenting. Moreover, different
cultures have diverse standards for optimal parenting skills and values. To further
complicate the picture, as Garbarino (1990) points out, societal views on parenting
(and its deviant forms) are in a state of flux, changing over time and in response
to cultural movements and shifting mores. Second, there has been confusion about
whether to define maltreatment based on specific parent behaviors or child out
come. A third, and related, problem is the role of perpetrators ' intent to harm in
defining child maltreatment. And fourth, definitions of maltreatment are used for
different purposes in disparate settings and systems (e.g., child protection, legal,
clinical), and there is an inherent conflict between these groups that precludes ar
riving at a widely accepted view as to what constitutes maltreatment. Of course,
because abuse and neglect are typically private acts, and thus hidden from public
scrutiny, definitions are also reliant on indirect indicators (e.g., self-report) or in
termittently occurring outcomes [e.g., injury), thereby further preventing accurate
and consistent identification.

Although there tends to be agreement about the most severe forms of maltreat
ment , other aspects of deviant caregiving (e.g., psychological and emotional abuse),
which may also be deleterious to the child's development and well-being, are de
bated among clinicians, researchers , and other professionals (see Giovannini,
1989). Although researchers have relied primarily on categorical definitions of mal
treatment (e.g., abused vs, nonabused), others (Zuravin, 1991) have argued for more
fine-grained distinctions between forms of inadequate parenting. Because we have
little idea about what parenting abilities and skills are required for positive out
comes in children, however, we are stymied when trying to decide how to define
and categorize parenting approaches that constitute maltreatment. We are in no
position, then, to determine whether molecular indices (e.g., how many times a
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week the child was hit with a paddle) are preferable to more broadly based catego
rizations [e.g., child abuse suspected by a child protective service agency).

From a research perspective, it is imperative that definitions be reliable and
replicable. Therefore, molecular approaches to definition and measurement are
desirable. The Conflict Tactics Scale (Straus, 1979), and the lengthier but compre
hensive Child Abuse and Neglect Interview Schedule (Ammerman, Hersen, & Van
Hasselt, 1987), are useful tools for this purpose. Gathering and reporting highly spe
cific data also facilitates communication among researchers and comparability
between studies. Finally, more global categorizations can be derived from such
data, using empirical methods (e.g., confirmatory factor analysis, cluster analysis)
rather than subjective and potentially biased methods. The Panel on Research on
Child Abuse and Neglect (National Research Council, 1993) recommends that mul
tidisciplinary panels of experts be formed with the goal of arriving at standard defi
nitions of maltreatment. Although this is a worthwhile endeavor with several
benefits, it is difficult to arrive at consensus definitions if we do not yet know what
to measure. Until a more coherent theoretical conceptualization of maltreatment
emerges, researchers should (1) clearly articulate the definitions of maltreatment
used in their investigations, (2) measure molecular aspects of the phenomena
studied, and (3) routinely report these data in articles to enhance communication
among members of the scientific and clinical communities.

SUBJECT SAMPLING

Just as there has been confusion and disagreement about what constitutes child
abuse and neglect, research with maltreated children and their families has relied
on a variety of sampling strategies to choose subjects. There is no one location
where maltreated children and perpetrators reside or receive services and, as a re
sult, many different settings have provided subject populations. Variability in the
types of settings where recruitment occurs leads to questions about whether se
lected samples are representative of abused and neglected children in general.
Scrutiny of sampling methods reveals that biases and error in sample selection de
crease the generaizability of findings to other populations of maltreated children
and their families (see Widom, 1988). Issues related to the settings in which sub
jects are recruited and methods of sampling will each be considered in turn.

Sampling Sources

Abuse and neglect are so widespread that there are few places where mal
treated children (or individuals with a history of maltreatment) are not found. Al
though much research has been conducted with children and families who are
involved with child protective service agencies (the largest setting for maltreated
children), a significant amount of research (if not the major part) has been carried
out with other samples in which maltreatment is thought to be found at a high rate.
Illustrative settings include hospital emergency rooms, criminal courts, psychiatric
clinics, shelters for battered women, inpatient hospital units, self-help organiza
tions, schools, residential treatment settings, colleges, and group homes, to name a
few. There is nothing inherently wrong with investigating maltreatment in subjects
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recruited from diverse settings. Indeed, depending on the questions asked, a spe
cific population may be required (e.g., are conduct-disordered children referred for
clinical evaluation more likely to have histories of abuse than other types of psy
chiatrically disordered children?). The unique characteristics of a population, how
ever, limits comparisons between populations.

Child protective service agencies offer a prime example of how recruitment
setting influences sampling and ultimately biases research results. In 1993, almost
3 million children were involved in reports of maltreatment to child protective
service agencies in the United States, reports most of which were substantiated
(c.f., Curtis, Boyd, Liepold, & Petit, 1995). It is generally believed that the actual
number of maltreated children is larger than this figure, given that the private na
ture of abuse and neglect and the often temporary or absent physical effects of
maltreatment result in a significant portion of children not coming to the attention
of authorities. Thus, child protective service agencies are at the center of the si
multaneous overreporting (as indicated by unsubstantiated cases) and under
reporting (as indicated by the number of cases that are undiscovered) of child
maltreatment. Therefore, subjects recruited from this setting are not representative
of abused and neglected children as a whole, but, rather, they reflect only those
children and families who have been identified. The processes of identification
are variable from state to state, where laws and risk assessment approaches differ.
They also vary within child protective service agencies, where an individual case
worker's style, training, and caseload all contribute to differences in identification
and substantiation. In fact, in some urban settings, where child abuse and neglect
reports are rising and agency resources are shrinking, there is pressure to focus al
most exclusively on the most severe reports of maltreatment. Clearly, the types of
children served in urban settings will differ from those in locations where case
loads are more manageable and less severe forms of maltreatment are more likely
to be represented.

What other factors contribute to decreasing the representativeness of samples
recruited from child protective service agencies? There is a skewed representation
of poor children and families in these settings . A causal link between poverty and
maltreatment is compelling (Gelles, 1992), but even when this is taken into ac
count, it is probable that a disproportionate number of poor children, relative to
the general population, are found in child protective service agencies. In addition,
parents who are difficult, cognitively limited, or socially unskilled are more likely
to have problems working with service providers in general, making it more likely
that they will be referred for investigation. In summary, it is clear that subjects re
cruited from child protective service agencies are not representative of abused and
neglected children as a whole, and caution is necessary in interpreting findings
from these populations and comparing results to those of other groups.

Other settings have their own unique filters that bias the type of child and
family identified. Emergency rooms will have children who have suffered physi
cal injury as a result of maltreatment. Self-help groups will select potentially abu
sive parents who are motivated to change their behavior. Families recruited
through criminal courts may reflect particularly severe forms of maltreatment or
concurrent involvement in illegal activities (such as substance abuse). Psychiatric
clinics have children with behavioral and emotional problems and tend not to
have children who may be more resilient in adverse environments. College stu-
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dents who report histories of maltreatment have at least demonstrated the cogni
tive abilities and resourcefulness to graduate from high school and enroll in col
lege. in sharp contrast to the educational underachievement characteristic of many
maltreated youth. Furthermore. the unique features of children and families re
cruited from different settings may conceal possibly more significant differences
between groups. For example. whereas psychiatric disorder may emerge as a re
sult of maltreatment, it may also reflect a genetic vulnerability to the disorder. Par
ents who are motivated to seek out self-help groups probably differ from their
peers who do not seek out such assistance on a variety of dimensions. including
personality. coping skills, and resourcefulness.

In sum, there is no setting from which subjects are recruited that is fully rep
resentative of abused and neglected children and perpetrators. Each has inher
ent "gates" that influence entrance into these settings, and the resulting biases
affect the type, meaning, and generalizability of research findings. In the child
maltreatment field , it is often the case that settings are selected because of con
venience (e.g., college students are readily available and may be compelled to
participate in research, host organizations are cooperative or facilitative, some
agencies are easier to work with than others). When there is a mismatch between
the research questions asked and the recruitment setting used. both the internal
and external validity of the research suffers . and subsequent findings are of re
stricted heuristic value.

Sampling Methods

Once a setting has been selected. a method of recruitment must be determined.
Here , too , potential problems and difficulties exist. Ideally, a random selection of
subjects will be made from a sufficiently large pool of subjects to prevent system
atic biases in subject selection. Unfortunately, this is very difficult in child mal 
treatment research, and as a result it is an unrealized ideal in the majority of
studies. Most scientific investigations of child maltreatment ask intrusive ques
tions and deal with sensitive areas . Families may not want to undergo such an as
sessment, or they may be concerned about the potential consequences of divulging
information that may prompt the investigator to make a report to child protective
services. For example, much has been written about whether a significant num
ber of families refuse to participate in family violence research because of these
concerns. Some researchers have suggested the use of a Certificate of Confiden
tiality, which purportedly limits the reporting obligations should additional abuse
and neglect be discovered (cf., Socolar, Runyan. & Amaya-jackson, 1995) . How
ever. it is not clear whether this approach can stand up in a court of law; it has
been argued that the ethical obligation to protect the child supersedes the research
desire to collect and keep confidential information that is both accurate and com
plete. Because child maltreatment is in the forefront of public discussion and me
dia attention. both as a societal problem and as a focus of controversy (e.g.• false
memory syndrome. spurious allegations of abuse. use of facilitated communica
tion to identify abused children who are nonverbal and those who have develop
mental disabilities), most potential subjects know that harsh corporal punishment
is looked down upon (at least officially), and that the consequences of admitting
to "losing control" are potentially devastating. Thus, a certain number of subjects
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are likely to decline to participate in or may withdraw prematurely from research
because of the perceived risks of doing so. This may be especially true for subjects
already in contact with child protective systems, where they have already experi
enced legal involvement with their children. A related concern, of course. is that
subjects will participate in research but will provide socially desirable and in
accurate information about parameters of interest to the researcher so as to avoid
triggering a report of child abuse.

Of course, subjects turn down participation in research for other reasons.
Some have neither the time nor the interest. Others may lead especially disor
ganized or chaotic lives. and are unable to make arrangements to visit a clinic or
laboratory (or even to be available for a home visit). Low remunerations are
likely to attract less participation than higher subject payments (Capaldi & Pat
teon, 1987). Longitudinal and treatment outcome studies suffer from attrition
and dropouts. It is evident. therefore, that virtually all studies will encounter in
dividuals who decline or fail to participate. These numbers are likely to be
higher in clinical research than in studies with "captive" populations (e.g., col
lege students). It is unknown how these "lost" subjects affect study findings.
Some researchers contrast participants with nonparticipants on demographic
variables to demonstrate that the groups are equivalent. However, such compar
isons are rarely conducted on the variables of greatest interest (e.g., disciplinary
practices. psychiatric disorder, IQ), and these are almost always unavailable to
investigators.

These factors undermine a random sampling strategy, yet most subjects are
not selected randomly. Rather, they are selected based on convenience. Whether it
is a class of college students, the clinic where one works. the school where one
consults, or the shelter that is willing to cooperate in a research study, each is a
unique sampling site with limited applicability to the population as a whole.

Comments

The inherent difficulties in conducting rigorous, well -controlled research in
child maltreatment are most evident in the identification and recruitment process.
Carefully conceived hypotheses are often compromised by barriers to sampling,
thereby threatening both internal and external validity. Unfortunately. few studies
in applied clinical research in general, and child maltreatment in particular. es
cape some or many of the sampling problems just described. What. then. is to be
done to enhance the quality of research in this area? First, at least some problems
can be avoided by careful planning prior to conducting investigations. For exam
ple, it is well documented that sizable monetary remunerations reduce the chance
of attrition in longitudinal research with at-risk families (Capaldi & Patterson,
1987). Second, attention must be paid to matching the research question to the ap
propriate sample and selection strategy. And third, it is critical that researchers re
port, in detail, the sampling methods used and the problems encountered along
the way. Difficulties experienced should be revisited in discussion sections of re
search articles to highlight limitations of study findings. Providing such informa
tion will facilitate comparison between studies and assist reviewers (especially
those who conduct meta-analyses) in extracting patterns of findings and conclu
sions from the literature as a whole.
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MEASUREMENT AND DESIGN

125

The child maltreatment literature has been plagued by a variety of measure
ment problems. Adherence to basic psychometric principles of reliability, validity,
and standardization has been inconsistent. Measurement of overt behaviors is still
relatively rare in research on child maltreatment, although this is explained by the
fact that aspects of abuse and neglect are difficult to measure directly, and logistic
barriers interfere with such assessment approaches. Like much of the research on
children and families, there is an overeliance on reports from mothers (Fantuzzo
& Twentyman, 1986), despite considerable evidence that such reports are skewed
and biased in child maltreatment populations (Reid, Kavanangh, & Baldwin,
1987). It is rare for child maltreatment researchers to report the reliabilities of mea
sures administered in their samples, although this is becoming standard practice
in the child development literature as a whole. Given the negative and pejorative
connotations of abuse and neglect, it is likely that some aspects of subject report
ing are susceptible to socially desirable response patterns. Yet, only a few mea
sures have lie scales, and researchers rarely assess response biases. Inattention to
psychometric issues has contributed to the general impression that the child mal
treatment literature is weak, and future studies must focus on these critical areas .

Experimental design has been another topic of concern in the scientific study
of child maltreatment. There is a preponderance of retrospective research designs
in this area, characterized by the lack of experimental control, proneness to error
and bias, and inability to establish causative relationships. Longitudinal designs
are still relatively rare , despite their importance in developing and testing causal
models, and in studying the processes of maladaptive development and family
functioning. Significant advances in the field await the application of these more
rigorous and potentially informative design strategies.

DATA ANALYTIC STRATEGIES

The National Research Council (1993) is quite explicit in its recommenda
tions regarding data analysis: "Research using multivariate models and etiological
theories that integrate ecological, transactional, and developmental factors will
improve our understanding of the causes of child maltreatment. . . . Rather than fo
cusing on specific factors ... the interactions of variables at multiple ecological
levels should be examined (p, 140). Complex , multidetermined phenomena such
as child abuse and neglect necessitate multivariate data analytic strategies.
Whereas the dominant theoretical formulations (e.g., ecological model) readily ac
knowledge the intricate interplay among etiologic variables in bringing about and
maintaining child maltreatment, the sophistication of statistical procedures used
to analyze data has lagged behind.

There are several reasons for the relatively slow progress in the use of more ad
vanced statistical approaches to child abuse and neglect. First, it has been only re
cently that more than one perspective [e.g., individual, community) has been
represented in research in this area. As different levels of functioning and different
systems have been assessed and integrated, the need for multivariate approaches has
become evident. Second, longitudinal studies (which typically require multivariate
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approaches) have been infrequent in child maltreatment. As these designs are used
more often, multivariate methods of analysis will be more widely utilized. Finally,
large sample sizes are typically required for multivariate analyses, yet they are rela
tively rare in child maltreatment research. In addition, significant amounts of miss
ing data are common problems in clinical research in general, further undermining
sample size and decreasing statistical power. In sum, the field is in need of more re
search that (1) uses measures that collect data from many levels (e.g., individual,
family, community), (2) is longitudinal, and (3) has larger sample sizes .

Complex relationships can be elucidated only by using data analytic strategies
that are capable of describing and examining such associations. For example,
Baron and Kenny (1986) describe the identification of mediating and moderating
variables; both types abound in the intricacies of child maltreatment. Moderator
variables affect the strength or direction of the relationship between an indepen
dent or predictor variable and a dependent or criterion variable. Mediator vari
ables, on the other hand, account for the strength of association between two
variables. Both types of variables are identified upon systematic application of
multiple regression analyses. Of course, this kind of approach requires a theory
driven conceptualization of the interrelationships among variables measured,
rather than an exploratory, atheoretical data analytic strategy.

Structural equation modeling (SEM) has also been underutilized in child mal
treatment research. SEM permits testing of causal models using nonexperimental
data (see Hoyle, 1995). Specifically, SEM uses exploratory factor analysis and si
multaneous multiple regression to test the goodness of fit between obtained data and
prior hypotheses regarding the interrelationships among specific constructs. There
are several advantages of SEM over more traditional statistical approaches. First, it
allows the testing of causal models using correlational data . The results confirm or
disconfirm the utility of the model, thus evaluating the validity of hypothesized
links between constructs. Second, exploratory factor analysis is used to derive latent
constructs , which reflect common variances among two or more similar variables
and minimize potentially confounding measurement error. And third, SEM delin
eates the interrelationships among variables simultaneously, thereby making it an
ideal procedure for identifyinng factors that mediate the relationships among other
factors. These attributes are especially useful in child maltreatment research, which
has (1) a frequent lack of a priori theoretical formulations in the conducting of data
analyses, (2) significant problems with measurement error, and (3) a need for the de
velopment of unified constructs independent of specific measurement devices.
Once again, SEM requires large sample sizes and is most often applied to longitudi
nal data sets , which are relatively rare in the child maltreatment field. SEM and
other multivariate strategies Ie.g., linear growth modeling) have the potential, how
ever, to greatly enhance our understanding of child abuse and neglect and assist in
the development of more effective preventive and treatment interventions.

INTERVENTION EVALUATION

Although the child maltreatment literature has burgeoned in the past two
decades, empirical investigation of intervention outcome has lagged behind the
rest of the field. As a result, most of our interventions (either prevention or treat-



METHODOLOGICAL ISSUES IN CHILD MALTREATMENT RESEARCH 127

ment) have not been subjected to controlled clinical trials , and replication of stud
ies is all but absent. Of course, this is due, in part, to the relative nascence of the
field as a whole. In addition, the same barriers to controlled research that under
mine assessment and etiology studies also occur in outcome investigations. In
some cases, these are magnified (e.g., problems in conducting multiple assess
ments over a long period of time). Clearly, there is a great need to evaluate inter
ventions so as to more effectively allocate resources and maximize the child's
recovery and the family's rehabilitation.

The need for outcome studies is even more acute when one considers that
most examinations of intervention effectiveness in clinical settings are disap
pointing, suggesting that the long-term benefits of treatment are quite limited (e.g.,
Cohn & Daro, 1987). Yet the few controlled research studies on treatment outcome
(the majority of which are single-case) demonstrate that treatment, particularly
cognitive-behavioral intervention, is successful, at least in the short run (e.g., see
Kolko, 1996). (There are exceptions to these positive findings-see Ammerman,
Hersen, & Lubetsky, 1996.) What accounts for this discrepancy?

Clues can be found in the child clinical psychology literature. Recent meta
analyses have documented the effectiveness of psychotherapy with children. For
example, Weisz, Weiss, Alicke, and Klotz (1987) examined 105 outcome studies of
psychological intervention with children ages 4 to 18 years. They found a mean ef
fect size of 0.79 for treatment versus control comparison. Behavior therapy was
found to be more effective than other forms of treatment, and children were more
likely to improve when compared with adolescents. Moreover, a recent meta
analysis (Serketich & Dumas , 1996) of parent training interventions (the most fre
quently used intervention for child-abusing parents) concluded that "the average
child whose parents participated in BPT (Behavioral Parent Training) was better
adjusted after treatment than approximately 80% of children whose parents did
not" (p. 179).

Yet, although laboratory findings are quite positive (as in the child maltreat
ment literature), treatment outcome in clinic settings is markedly inferior (also as
in the child maltreatment literature; Weisz, Donenberg, Han, & Weiss, 1995).
Weisz and associates explored 10 reasons that were hypothesized to account for
the divergence of outcome in these two settings. They reported that research treat
ment of children differed from interventions carried out in the clinical setting in
that clinic samples were more psychopathologically disturbed, research settings
had superior resources , and behavior therapy (which has been found to be more
effective overall) is more likely to be used in research rather than clinic settings.
Although this investigation did not look at the child maltreatment literature, it is
likely that the findings are applicable and relevant. Abused and neglected chil
dren and their families typically exhibit many problems that require many ser
vices involving several agencies that often have limited resources. In contrast,
research studies often exclude the most severely disturbed families, have consid
erably more resources at their disposal, and are able to devote the time and effort
required to optimize treatment outcome.

In addition, because of the high proportion of single-case research studies in
the child maltreatment literature, there may be a skewed representation of treat
ment successes relative to failures. The reason for this is that single-case studies
are designed to demonstrate the functional relationship between manipulations in
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interventions and subsequent changes in behavior. While negative results in group
outcome studies are often difficult to publish in professional journals (yet critical
for evaluating psychotherapy outcome-see Mohr, 1995), it is all but impossible to
have failed single-case results disseminated in these forums. As a result, the extant
empirical literature may provide an overly optimistic and distorted picture about
the effectiveness of our interventions.

It is apparent, then, that significantly more research on treatment outcome
with abused and neglected children and their families is needed. Moreover, the
gap between research and clinic interventions needs to be narrowed. This can be
accomplished in two ways. First , more rigorous empirical designs should be ap
plied to program evaluations of existing services in the clinic and community.
And second, research programs should recruit participants who reflect the many
problems and the more severe disorders that are common among maltreated chil 
dren and their families . Through such changes, the research literature will be
made more relevant to clinicians, and more comprehensive and controlled evalu
ation of clinic programs can be conducted.

There is also a need , of course, for improvement in the quality of intervention
outcome research in child maltreatment. Indeed, there is a unique opportunity to
take advantage of what has been learned in the psychosocial treatment literature
as a whole, and to apply it to the emergent child maltreatment field . To this end,
Kazdin (1990) outlined 10 issues, needs, and areas that should be addressed in
conducting treatment outcome research with children and families: (1) increased
evaluation of clinical samples , (2) consideration of diagnostic comorbidity, (3) eval
uation of underresearched treatment modalities, (4) evaluation of combined inter
ventions, (5) outcome measurement of both symptom reduction and increased
psychosocial functioning, (6) consideration of clinical versus statistical signifi
cance, (7) use of psychometrically strong and appropriate assessment measures,
(8) monitoring of treatment integrity, (9) longer and more frequent posttreatment
follow-up assessments, and (10) consideration of statistical power to detect dif
ferences between two or more treatments.

In the following sections, potential problem areas and strategies to enhance
research quality in treatment outcome in child abuse and neglect are discussed.

INTERVENTION INTEGRITY

In the clinic setting, interventions are individually tailored to meet the needs
of clients. This approach is essential in the treatment of children and families in
general, and in child maltreatment in particular, given the great variability in
strengths and needs displayed by abused and neglected children and their fami
lies. Although some leeway exists in providing treatment in research outcome
studies, clinicians in research programs must adhere to a standardized protocol in
order to maintain internal validity. Preserving integrity of research treatment pro
tocols [i.e., ensuring that the treatment is being carried out consistently and accu
rately) has received much attention in the treatment outcome literature as a whole,
but it is all but absent from the child maltreatment literature. Assessing adherence
to treatment protocols provides assurance that the intervention (and not extrane-
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ous and confounding variables) is responsible for beneficial changes in function
ing, and also facilitates replication of results in future studies.

The most common way of enhancing intervention integrity is to prepare, in
advance, a comprehensive and concise treatment manual. Manuals should be
clear and should permit replication of the intervention approach. Independent
validity checks can confirm whether or not the protocol is being followed. Video
taped or audiotaped sessions, or written transcripts of sessions, can be systemati
cally reviewed in a standardized way to determine fidelity to the protocol. While
these procedures are time-consuming and labor intensive, they have become stan
dard in other treatment literatures, and adoption of such practices will signifi
cantly elevate the quality of outcome research in child maltreatment.

Assessment

Intervention outcome research requires a comprehensive assessment battery.
This is especially true in the case of child maltreatment, given that variables
which may be primary targets for change (e.g., use of harsh disciplinary practices)
may be difficult or impossible to observe and measure directly. As a result, as
sessment strategies focus primarily on indirect indices of child and family func
tioning, indices that are hypothesized to change in response to the intervention
being evaluated. Assessment batteries, then, ideally consist of several analog and
self and other report measures which describe and quantify the type and severity
of the problems targeted for change as a function of treatment. Finally, assessment
of intervention outcome requires some additional measures. These include
process variables [e.g., resistance) and consumer satisfaction.

Design Considerations

Issues in experimental design in intervention outcome research have spawned
several recent articles (e.g., VadenBos, 1996). Under the best of circumstances,
evaluation of treatment effectiveness is an arduous undertaking, fraught with po
tential confounds and threats to empirical rigor. Not surprisingly, these problems
are compounded in child maltreatment research. There are five major impedi
ments to well-controlled outcome studies in child abuse and neglect, particularly
studies involving groups: (1) random sampling, (2) random assignment, (3) con
current interventions, (4) control groups, and (5) therapist effects.

As previously noted, random sampling from a population is essential to max
imize generalizability to the population as a whole. It is rare, however, in the child
maltreatment literature to be able to sample randomly from a setting, for the rea
sons noted in the section on subject selection. As a result, it is likely that system
atic biases will exist in subject selection, thereby imposing limitations to study
results at the outset. Assuming that such biases have been minimized, random as
signment to groups is the sine qua non of valid treatment outcome studies.

A problem unique to the child maltreatment field is the fact that families who
have been identified as abusive and/or neglectful typically receive many services.
Often these interventions are mandated. As a result, researchers may be working
with children and families who are being served concurrently by other providers.
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Illustrative programs include substance abuse treatment, respite programs, and
transportation assistance, among others. It is possible that improvement in family
functioning over time is attributable, at least in part, to support services provided
independent of the intervention being evaluated. In some instances, researchers
will be the sole providers of treatment. Alternatively, researchers may work with
families who do not require such extensive support, although in these instances
such families are probably functioning at a higher level than those typically served
by child protective service agencies . Careful documentation and reporting of si
multaneously received services is an essential feature of dissemination of inter
vention outcome research.

A related concern is selection of control groups. Both ethical and legal con
siderations preclude the use of "no treatment" control groups. The latter might en
danger the safety of the child, prolong suffering, and "no treatment" is untenable
if child protective service agencies mandate intervention. Control groups , then,
are typically receiving some form of intervention. Ideally, the intervention pro
vided in the control group will be under the direction of the researcher. For ex
ample, Cohen and Mannarino (1996) evaluated a cognitive-behavioral treatment
for sexually abused children. In that study, the control group consisted of children
who received nondirective supportive therapy, an intervention involving provid
ing empathy, encouraging expression of feelings, and providing a safe, therapeutic
environment in sessions. This is both a viable treatment alternative and one that
does not contain the core features of cognitive-behavior therapy that are thought
to be critical to success. Unfortunately, such control groups have not been widely
used in the research on child maltreatment intervention. More typical are com
parisons between the treatment under consideration and interventions received in
the community (e.g.,Ammerman et al., 1996; Lutzker, 1990), which are usually be
yond the control of the investigator.

SUMMARY

Child abuse and neglect has become an overwhelming societal problem, and it
has been a daunting task for researchers to study, describe, and understand it. At the
outset, research in the behavioral and social sciences is fraught with methodological
and measurement problems . These are magnified dramatically in child maltreatment
(d. Herrenkohl, 1990). Yet tremendous advances have been made in the past two
decades. We now have a clearer picture of the causes of maltreatment, and are in a
better position to design effective prevention and treatment programs. The next gen
eration of child maltreatment research, however, must address the formidable barri
ers that impede progress in the field. At the very least, a more open dialogue among
researchers is needed as to the problems encountered and the explication of the lim
itations of findings. In addition, standardized procedures for gathering and reporting
data , particularly as they pertain to defining and describing maltreatment, are
needed. Finally, enhancements in research design, measurement, sampling strategies,
data analysis, and intervention outcome studies are required to move the field for
ward. The inevitable evolution of research in child maltreatment toward greater so
phistication and rigor will, no doubt, lead to improved understanding and more
effective clinical interventions for abused and neglected children and their families.
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Implementing and Evaluating an
Individualized Behavioral
Intervention Program for

Maltreating Families
Clinical and Research Issues

DAVID T. HANSEN, TODY E. WARNER-ROGERS,
and DEBRA B. HECHT

Child abuse and neglect is a multidimensional problem that requires comprehen
sive, individualized treatment. The multiproblem nature of maltreating families pre
sents many assessment and treatment difficulties for clinicians and researchers. A
variety of factors contribute to difficulties in treating these families, including (1) the
presence of multiple stressors and limited financial , personal, and social resources
within the family for coping with stressors, (2) the often coercive nature of the re
ferral and the possibility that participation in services may be involuntary or under
duress, (3) the fact that abusive behavior cannot be readily observed. and (4) the
need for many different interventions to treat several target areas (Azar & Wolfe.
1989; Hansen & Warner. 1992. 1994; Wolfe. 1988). Abusive and neglectful families
are a very heterogeneous group for which individualized intervention approaches
are needed.

Physical abuse and neglect may be seen as the result of complex maladaptive
interactions and/or lack of essential caretaking behaviors that are influenced by
parental skill or knowledge deficits and other stress factors (Hansen. Conaway. &
Christopher, 1990; Hansen & Warner, 1992; Kelly. 1983). Parental skill deficits may
be found in areas such as child management and parent-child interaction. anger
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and stress control for child-related and nonchild-related stressors, or problem
solving for familial or other stressors. Maltreating parents may also have unrealis
tic expectations and distorted judgments of child behavior. In addition, a lack of
motivation (e.g., related to personal values, cultural standards) may interfere with
adequate parenting behavior.

Research on the use of particular treatment approaches (e.g., parent training)
with individual or small groups of maltreating parents has suggested that behav
ioral procedures may be effective for improving family functioning and reducing
recurrence of maltreatment (e.g., Crimmins, Bradlyn, St. Lawrence, & Kelly,
1984 ; Scott, Baer, Christoff, & Kelly, 1984; Wolfe, Edwards , Manion, & Koverola,
1988). However, the multiplicity of problems characteristic of maltreating families,
in combination with the need for individualized and comprehensive intervention,
has made the evaluation of the effectiveness of such treatment procedures very dif
ficult. In their review of 21 intervention studies, Wolfe and Wekerle (1993) high
light some of the difficulties, including a relative paucity of well-designed studies
(e.g., adequate control groups, proper randomization procedures, establishment of
sufficient statistical power) and a lack of long-term follow-up to assess recidivism.

A notable exception to the relatively narrow focus of the treatment research is
Project 12-Ways, a multifaceted behavioral treatment program for abusive and ne
glectful parents (d. Lutzker, 1984; Lutzker, W~sch , & Rice, 1984; Wesch & Lutzker,
1991). These evaluations have indicated that families receiving Project 12-Ways
services showed generally lower recidivism rates and less frequent removal of
children from the home than those who had not received such services. Unfortu
nately, little is known about the characteristics and effectiveness of the many other
agencies and programs nationwide that utilize behavioral interventions to treat
maltreating families .

Given the massive amount of societal, clinical, and research attention to child
abuse and neglect in recent decades, there is a relative dearth of empirical evi
dence on how to provide effective and comprehensive treatment for these multi
problem families. The problem lies partially in the fact that research designs are
so incredibly difficult to implement under the circumstances (e.g., hetero
geneous population, multiple problems and stressors, multiple etiological and
maintaining factors, inability to randomly assign subjects to control or compari
son conditions).

Published treatment projects , whether they are individual subject or group de
sign, must often sacrifice external validity (generalizability) for internal validity
(e.g., focus on only one intervention approach such as parent training). It also
seems that when maltreating families are presented or described in treatment re
search, the multidimensional nature of their problems and the multidimensional
nature of their treatment are not addressed (e.g., involvement of other agencies,
crisis and problem-solving interventions to address problems that are not the fo
cus ofthe study).

This chapter discusses the clinical and research issues that arise when evalu
ating the effectiveness of an individualized behavioral intervention program for
maltreating families . Specifically, we describe the Family Interaction Skills Project
(FISP) at West Virginia University, a behavioral program located within a univer
sity-based clinic, which specialized in the assessment and treatment of physically
abusive and neglectful families . An overview of FISP is provided, including client
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and therapist characteristics, assessment and treatment procedures, practical is
sues that arose in implementing services, research design issues, and evidence for
the effectiveness of FISP.

OVERVIEW OFTHE FAMILY INTERACTION SKILLS PROJECf

The Quin Curtis Center for Psychological Training , Research, and Service is a
clinic operated by the Department of Psychology of West Virginia University. The
Family Interaction Skills Project for physically abusive and neglectful families
was one of the specialized projects in the Curtis Center. Funded by a grant from
the West Virginia Department of Health and Human Resources, FISP provided free
services to maltreating parents referred by Child Protective Services workers. All
families were referred by Child Protective Services workers.

During the initial years of FISP, the Curtis Center was housed in space pro
vided by the local community mental health center. In the final years of the proj
ect, the Curtis Center opened new space in the psychology department on the
university's main campus. One-way glass and videotaping equipment were avail
able in the center for purposes of clinical supervision and training as well as for
clinical observation and assessment.

The program was conducted by a clinical psychology faculty member and stu
dents of the psychology department. The graduate students who served as thera
pists were in the child clinical track of the department's doctoral program in
clinical psychology. Direct assessment and treatment services were provided pri
marily by these therapists. Each year a graduate student was selected to serve in
the role as services coordinator. Undergraduate clinical assistants served a variety
of functions: scoring assessments, observation and data collection in home or
schools, summarizng data , participating in sessions, and interacting with children
while the therapistls] worked with the parentlsl . Many families were served by
two co-therapists. Two staff members generally attended home sessions.

All therapists were supervised by the faculty member who served as project
director. Therapists and the project director supervised the clinical assistants. In
dividual and group supervision were provided. Inexperienced therapists and stu 
dents were trained via readings, discussions, presentations, and by working
closely with an experienced therapist. "Vertical team" opportunities were avail
able, whereby less experienced graduate students gained experience by working
with advanced graduate students.

Clinical assessment and treatment services were provided for physically abu
sive and/or neglectful parents and their children. Parents and children partici
pated in an individualized comprehensive assessment procedure designed to
assess potential factors related to abuse or neglect. These factors included psy
chopathology, child-management skills deficits, child behavior problems, par
ent-child interaction deficits , insufficient knowledge about child development
and behavior, stress- and anger-control deficits , and problem-solving skills deficits
for coping with family stressors and other risk factors.

A variety of treatment procedures were available and treatment programs
were structured to meet the needs of the participants as indicated by the assess
ment results. Treatments included parenting-skills training, problem-solving skills
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training. stress-management or anger-control training. and interventions to im
prove personal cleanliness or safety [e.g., from sexual abuse). home-cleanliness or
safety. and nutrition. Length of treatment was based on client needs and was vari
able . Treatment was conducted with individual families, usually in their own
home (approximately 85% of sessions were conducted within the home) . The pro
vision of services in the natural environment. as opposed to the artificial nature of
clinic settings. is important for enhancing the effectiveness, generalization. and
maintenance oftreatment (Wolfe & Wekerle, 1993).

Periodic summary and progress reports were made to the referral source
(Child Protective Services). Frequent phone contacts were made between FISP
staff. especially the services coordinator, and the Child Protective Services staff.
FISP staff regularly participated in court hearings regarding placement and cus
tody of children. This type of affordable , comprehensive, individualized clinical
services was in short supply in the region. The flexibility to hold sessions in the
home or at the school and to schedule several sessions or contacts per week if
needed were also unique aspects of the program.

ASSESSMENT PROCEDURES

The initial assessment for each family was tailored to address the specific re
ferral issues. In general, domains targeted for assessment in FISP included (1) his 
tory and risk of abuse and neglect. (2) parental psychopathology and substance
abuse. (3) knowledge and expectations regarding child development and behavior.
(4) child behavior problems. (5) child management and parent-child interaction
skills, (6) stress and anger control deficits. (7) problem-solving and coping skills
deficits. (8) adaptive social contacts and social support. and (9) marital/relation
ship problems. Additional target areas for neglectful families included home
cleanliness. home safety, and other dimensions related to the facilitation of opti
mal child development Ie.g., child nutrition, intellectual stimulation). These as
sessment procedures are briefly described below. See Hansen and MacMillan
(1990) and Hansen and Warner (1992) for more detailed reviews.

Throughout the assessment process, a functional analytic perspective. essential
for conducting a thorough treatment-relevant assessment (Hansen & Maclvlillan,
1990; Hansen & Warner. 1992), was adopted. Potential antecedents of maltreatment.
including child misbehaviors. conflict between parents . unrealistic expectations or
lack of knowledge regarding child development and behavior. substance abuse, and
other stressors or interaction problems were identified. The role of potential positive
consequences for maltreatment was examined. For example, maltreating behavior
may function to remove an aversive event such as noncompliance or tantrumming.
It may bring praise or approval to the maltreating parent from others who perceive
the actions as appropriate child-rearing practices. The absence of negative conse
quences may also contribute to continued maltreatment (Hansen & Warner, 1992).

Clinical interviewing was a critical component of the assessment process; it
provides an essential procedure for identifying circumstances around maltreat
ment. assessing risk , and identifying targets for intervention. Interviews with a va
riety of individuals, including parents, children. and caseworkers, were generally
needed. Although not a standardized or structured interview, Wolfe's (1988) Par-
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ent Interview and Assessment Guide is helpful for identification of general prob
lem areas and assessment of parental responses to child-rearing demands.

Use of Existing Measures

A variety of widely used measures were helpful in assessment of the families
seen through FISP. The majority of measures discussed, with a few exceptions,
have known psychometric properties that support their use . Following the initial
assessment, many devices were used repeatedly throughout treatment for the pur
poses of evaluating behavior change.

Measures commonly employed to address parental psychopathology were the
Symptom-Checklist-90-Revised (SCL-90-R; Derogatis, 1983) and the Minnesota
Multiphasic Personality Inventory-2 (MMPI-2; Butcher, Dahlstrom, Graham , Telle
gen, & Kaemmer, 1989). The 90-item SCL-90-Rwas particularly useful, given its
relative brevity and the breadth of symptoms covered (Somatization, Obses
sive-Compulsive, Interpersonal Sensitivity, Depression, Anxiety, Hostility, Phobic
Anxiety, Paranoid Ideation, Psychoticism, and global indices).

A widely researched measure for detection of at-risk status is Milner's (1986)
Child Abuse Potential (CAP) Inventory. The Abuse Potential Scale of the CAP In
ventory can be divided into six factor scales: Distress , Rigidity, Unhappiness ,
Problems with Child and Self. Problems with Family, and Problems from Others.
Distortion indexes of Fake-Good, Fake-Bad, and Random Responding are derived
from the validity scales of Lie, Random Response, and Inconsistency. The CAP In
ventory is careful in screening, as it can detect individuals who exhibit character
istics associated with difficulties in the parent-child relationship , as well as many
risk factors that can increase the likelihood that abuse will occur (Milner, 1994);
however. because of the possibility of misclassification, it is not intended to be
used in isolation for identification of abuse potential.

Parental knowledge and expectations about child development and behavior is
a particularly difficult area to assess because normative levels and timing of child
behaviors are so varied. Fortunately, a few measures are available to evaluate general
parental belief and attitudes. The Parent Opinion Questionnaire (Azar & Rohrbeck,
1986) assesses the appropriateness of expectations related to a variety of child be
haviors. In addition to the total score, six subscales are scored: Self-Care, Family Re
sponsibility and Care of Siblings, Help and Affection to Parents, Leaving Children
Alone, Proper Behavior and Feelings, and Punishment. The Family Belief Inventory
(Roehling & Robin, 1986) is a useful measure of adherence to unreasonable belief in
parent-adolescent conflict situations. For parents, the belief measured are ruination,
perfectionism. approval. obedience. self-blame, and malicious intent. For adoles
cents , the beliefs are ruination. unfairness. autonomy. and approval.

A variety of procedures were used for assessing child management and par
ent-child interaction skills. Parent-report measures of child behavior problems
were commonly used. Two of the most useful were the Child Behavior Checklist
(CBCL; Achenbach, 1991) and the Eyberg Child Behavior Inventory (ECBI; Eyberg
& Ross, 1978). The CBCL consists primarily of ratings of 118 items describing spe
cific behavior problems. In addition, several questions are included to evaluate the
child's social strengths. Behavior Problem scales of the CBCL vary according to
the age and sex of the child, but may include Schizoid or Anxious, Depressed,
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Uncommunicative, Obsessive-Compulsive, Somatic Complaints, Social With
drawal, Ineffective, Aggressive, and Delinquent. Social Competence scales include
Activities, Social, and School. The ECBI (Eyberg & Ross, 1978) is brief and can be
repeated readily to monitor changes in child behavior. Thirty-six behavior prob
lems are rated on a 7-point scale for frequency (or intensity). Parents are also asked
to indicate which behaviors they consider a problem.

A measure developed to assess parental knowledge about child management
is the Knowledge of Behavioral Principles as Applied to Children (KBPAC; O'Dell,
Tarler-Benlolo, & Flynn. 1979). The KBPAC was occasionally useful, but the ad
vanced reading level required for the 50-item multiple-choice measure precluded
the ability of many clients to complete the measure independently.

Direct observations of parent--ehild interactions and parenting behavior are es
sential for a complete assessment. FISP staff found videotaping to be a practical, in
formative, and integral part of assessment, especially given the portability and
availability of video recording equipment. Parent--ehild interactions were often ob
served in unstructured play situations using the Child's Game procedure (Forehand
& McMahon, 1981). A parent was instructed to play with his or her child, allowing
the child to structure the activity. The interactions were generally observed for ap
proximately 10 minutes and ended with the parent asking the child to put away the
toys. Target behaviors included parent descriptions, imitations, praise statements,
questions, and commands. Child and parent responses to questions and commands
[e.g., compliance) were also recorded. More complex direct observation instru
ments, such as the Dyadic Parent-Child Interaction Coding System (DPICS; Eyberg
& Robinson, 1981), were also useful for assessing the quality and content of par
ent-child interactions. The DPICS assesses a variety of positive and negative be
haviors. The frequency of 14 parent behaviors (e.g., direct or indirect commands,
descriptive or reflective statements, positive or negative physical behavior) and 10
child behaviors (e.g., cry, yell, destructive, compliance, noncompliance) are coded.

General measures of stress were helpful in examining recent stressful experi
ences of maltreating families . Such measures included the Life Experiences Sur
vey (Sarason, Johnson, & Siegel, 1978), which assesses occurrence and impact of
major life events , and the Hassles Scale (Kanner, Coyne, Schaefer, & Lazarus,
1981), which assesses occurrence and impact of minor, commonly occurring stress
ors. Both of these measures were often included in a FISP assessment protocol in
order to gather information on stressors outside the parent--ehild relationship that
may impact parenting ability.

For the purposes of evaluating stressors associated specifically with parent
ing, the Parenting Stress Index [Abidin, 1986) was used. This measure was devel
oped for assessing dysfunctional parent--ehild relationships and stress associated
with parenting. The Child Domain scales are Adaptability, Acceptability, De
mandingness, Mood, Distractibility/Hyperactivity, and Reinforces Parent. The Par
ent Domain scales are Parent Health, Depression, Attachment, Restrictions of Role,
Sense of Competence, Social Isolation, and Relationship with Spouse. Life Stress
is an optional scale .

The Issues Checklist (Robin & Foster, 1989) was useful for assessment of anger
related to parent-adolescent conflict in maltreating families. It is a self-report mea
sure of conflict issues and intensity of anger during interactions about these is
sues . Examples include telephone calls, doing homework, cursing, lying, and sex.
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The presence and quality of social contacts and social support were assessed
through interview and self-monitoring. Availability and use ofthe various types of
social support, such as guidance and advising, emotional support, socializing,
tangible assistance, self-disclosure, and support related to child problems (e.g., ad
vice on how to handle tantrums, emotional support for handling child-related
stressors) were evaluated. Wahler 's (1980) Community Interaction Checklist was
useful for evaluation of social contacts for some clients.

When both parents were present in the home, the quality oftheir partnership
was assessed. Self-report measures commonly used in the assessment of marital
problems included the Dyadic Adjustment Scale (DAS; Spanier, 1976) and the
Marital Adjustment Scale (MAS; Locke & Wallace, 1959). The DAS, which is sim
ilar to the MAS, is a brief questionnaire using primarily Likert-style rating scales
to assess the quality of dyadic relationships. The DAS yields a standard score that
represents the degree of dissatisfaction in the relationship , which can be com
pared to distressed and nondistressed norms.

The Conflict Tactics Scale (Straus, 1979), a brief measure designed to assess
individual responses to situations involving conflict within the family, was used
for some families to assess conflict resolution tactics between parents and children
or between spouses. It was administered in interview or questionnaire fashion.
Items assess a wide range of tactics, from "discussed the issue calmly" to "kicked,
bit, or hit with a fist" and the subscales are Reasoning, Verbal Hostility, and Phys
ical Aggression.

Psychophysiological measures were not used in FISP, but research has sug
gested that they may be useful (e.g., Wolfe, Fairbank, Kelly, & Bradlyn, 1983).
Physiological measurements of arousal may be taken during exposure to audio- or
video-recorded stimuli [e.g., child deviant behavior) or in vivo exposure to deviant
child behavior (Hansen & MacMillan, 1990). Research suggests that use ofimagery
enhanced by audio-recorded descriptions of child-related problems may facilitate
measurement of anger and arousal (Hansen & MacMillan, 1990).

Additional measures were useful for families at risk for neglect. Neglectful par
ents may fail to meet several important needs of their children, including safety,
cleanliness, health and nutrition, and education. Methods of assessment included
interview, direct observation during home visits, and behavioral monitoring by par
ents, children, and teachers (Hansen & Warner, 1992). Lutzker and his colleagues
developed two very useful observational rating systems for identifying and moni
toring problems in the home. The Checklist for Living Environments to Assess Ne
glect (CLEAN; Watson-Perczel, Lutzker, Greene, & McGimpsey, 1988) is designed to
assess home cleanliness. Item areas in targeted places (e.g., sink, counter) are rated
for cleanliness according to three dimensions: presence of dirt or organic matter,
number of clothes or linens in contact with the item area, and number of noncloth
ing items or other nonorganic matter in contact with the item area.

The Home Accident Prevention Inventory (HAPI; Tertinger, Greene, & Lutz
ker, 1984) was developed to assess the safety of home environments of families
identified as abusive or neglectful. The HAPI assess hazards in five categories of
home items: fire and electrical hazards, suffocation by ingested object, suffocation
by mechanical objects , firearms , and solid and liquid poisons. The total number of
hazardous items, as well as the type and number of categories under which these
hazardous items are organized, can be identified.
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Development ofMeasures

In addition to use of the available standardized measures just noted, FISP staff
also developed standardized procedures for assessing parental problem-solving
skills , as well as anger and arousal specifically related to child behavior. These tar
get areas were seen as important in the overall assessment, but there were no ap
propriate measures available.

It is hypothesized that inability to solve problems related to parenting and other
aspects of daily living results in frustration or inability to cope and leads to prob
lematic parental behavior such as physical abuse or neglect (Hansen et al., 1995).
The Parental Problem-Solving Measure (PPSM) (Hansen, Pallotta, Tishelman,
Conaway, & MacMillan, 1989; Hansen, Pallotta, Christopher, Conaway, & Lundquist,
1995) assesses problem-solving skills for child-related as well as nonchild-related ar
eas. Problem situations for the PPSM are classified into one of five problem areas: (1)
child behavior and child management, (2) anger and stress control, (3) finances, (4)
child care resources, and (5) interpersonal problems. Responses are rated for the
number of solutions generated and the effectiveness of each chosen solution. An ini
tial 25-item measure was shown to have good interrater reliability and internal con
sistency and to discriminate abusive and neglectful from nonmaltreating parents
(Hansen et al., 1989). To save time in administration, it was reduced to 15 items in
subsequent research (Smith, Conaway, Smith, & Hansen, 1988). The most recent
study of the 15-item PPSM (Hansen et al., 1995) demonstrated the interrater relia
bility, internal consistency, and temporal stability of the PPSM and its five subscales
(child behavior, interpersonal, anger/stress, financial, and child care problems).
Support was also found for the convergent and discriminant validity of the measure.
The problem-solving scales had moderate relationships with each other and with a
measure of intellectual functioning. Scores on the PPSM were not significantly re
lated to a measure of socially desirable response style. The PPSM also differentiated
maltreating from nonmaltreating parents.

Anger specifically related to child behavior is sometimes an assessment pri
ority with abusive parents (Hansen & Warner, 1992). The Parental Anger Inventory
(PAl; previously known as the MacMillan-Olson-Hansen Anger Control Scale)
(DeRoma & Hansen, 1994; MacMillan, Olson, & Hansen, 1988) was developed to
assess anger experienced by maltreating parents in response to child misbehavior
and other child-related situations. The development of the PAl was conducted in
a number of phases to select items and demonstrate the reliability and validity of
the scale (DeRoma & Hansen, 1994; MacMillan, Olson, & Hansen, 1988). Parents
rate 50 child-related situations (e.g., child refuses to go to bed, child throws food)
as problematic or nonproblematic and rate the degree of anger evoked by each sit
uation. High item-total, split-half, and test-retest correlations support the internal
consistency and temporal stability of the measure. Moderate correlations with
other measures of child problems and with global stress also represent a psycho
metric strength of this measure. Comparison data based on a normative sample of
166 parents facilitates the utility ofthis measure for evaluation purposes (DeRoma
& Hansen, 1994).

Situations in which discipline is attempted represent high risk for physical
abuse and should be an assessment priority. Because directly observing actual dis
cipline is often difficult, an assessment utilizing an adult actor to present deviant
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child behavior was developed for the FISP treatment project (MacMillan, Olson, &
Hansen, 1991). The Home Simulation Assessment (HSA) measures parent ability
to apply child management skills in realistic problem situations that may occur in
the home. Parents are provided with instructions about tasks [e.g., dry the dishes)
and asked to do their best to prompt the actor to complete the tasks . "Deviant"
scripted behaviors are exhibited by the actor. A high-deviance segment of the HSA
can be utilized to examine anger and stress responses to child behaviors. The high
deviance assessment uses an additional actor and increases the frequency of de
viant actor behaviors. Parent self-report ratings of stress, anger, and anxiousness
are also collected.

At times, as with all clinical services, it was useful to construct measures to ad
dress target behaviors of interest. Development of such client-specific measures was
useful when there were no existing measures available. For example, in the treat
ment of a multiply distressed abusive and neglectful mother (described in more de
tail later) , MacMillan, Guevremont, and Hansen (1988) created a self-report stress
and anxiety measure that was completed two or three times per week by the client
during audiotaped telephone interviews. The client was not able to read, so items
had to be read to her. The items were generated based on her description of what she
felt like when things were not going well for her (e.g., anxious, light-headed, head
ache). The client was asked, (1) How anxious did you feel? (2) How dizzy or light
headed did you feel? (3)Did you have a headache? (4) How much did you enjoy the
day? and (5) How would you rate the overall day? Items were rated on a Likert-type
scale ranging from not at all (1) to very much (5). For the same client, a measure of
her affective state during sessions was created to further evaluate her progress . Dur
ing the first 10 minutes of each session, she was asked to describe events occurring
in the past week. Her description was audiotaped and scored as positive/neutral or
negative using a 10-second whole interval recording system. Positive/neutral affect
was defined as verbal or nonverbal client behaviors that were positive or neutral,
such as laughing and talking about pleasant or routine activities. Negative affect was
defined as verbal or nonverbal behaviors that were negative, such as crying, Sighing,
cursing, and expressing frustration, anger, or hopelessness.

In other cases, measures were as simple as recording toothbrushing by each
child in a family (when dental hygiene was a serious concern) and recording praise
statements made by the mother while the family was playing a game (Doepke, Wat
son-Perczel, & Hansen, 1988). Self-report procedures, such as monitoring of re
sponses associated with arousing events, were also useful. For instance, a parent
may be instructed to record a description of each incident that led to feelings of
anger , frustration, or tension, the manner in which he or she dealt with the prob
lem, the way it was resolved, and the feelings he or she had afterward (Hansen &
Warner, 1992).

TREATMENT PROCEDURES AND EVALUATION

Traditional group design studies are extraordinarily complex in work with
maltreating families. Researchers are dealing with a heterogeneous population.
The families are experiencing multiple problems and stressors. A variety of etio
logical factors may have precipitated the maltreatment and may be different from
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the factors that maintain the abuse. Furthermore, researchers cannot randomly as
sign subjects to control or comparison conditions. The lack of a comprehensive
theory of the causes and consequences of maltreatment makes it difficult to de
velop treatments. In addition, treatment groups and procedures for maltreatment
often form in response to community needs and the focus is on providing services
to families in crisis, not on empirical control and evaluation

Despite these difficulties, the evaluation of treatment efficacy obviously is im
portant. The resources allocated to address child maltreatment are limited, mak
ing it imperative that funds are directed to the most efficacious treatments. Thus,
documentation and empirical evaluation of treatment outcome should be a criti
cal component of any treatment program. We have found that two methods, a pro
gram evaluation approach (cf. Posavac & Carey, 1992) and single-subject designs
(cf. Barlow & Hersen, 1984), were particularly valuable for understanding and
evaluating our treatment efforts.

In the following sections, the nature of the treatments provided and realistic
and practical procedures for evaluation are described in the context of presenting
several projects that evaluated aspects of FISP. This approach represents our adap
tation of the research literature into a treatment program, and in return, our con
tributions to the literature.

Program-Evaluation Approach

Program evaluation approaches can be useful in providing a broader perspec
tive about a project, including its clients, procedures, and impact. In conducting
such program evaluation research, the size and characteristics of a target popula
tion are determined and the impact of a treatment program on this target group is
assessed. Additionally, the specific program elements or resources expended are
identified such that a cost-benefit analysis of the program can be made. Program
evaluations can be based primarily on archival-type examination of clinical
records; this highlights one of the many reasons why detailed, consistent record
keeping throughout assessment and treatment is paramount.

There were three program evaluation projects designed to describe and eval
uate specific dimensions of FISP. The first project focused on description of FISP,
in terms of staff. clients. and services provided, as well as global measures of out
come. The second project addressed treatment adherence within FISP. The third
focused on evaluating social validity. Unlike the individual subject design strate
gies (described in the next section), these projects did not provide detailed infor
mation relevant to the treatment of individuals (e.g., the modification or extension
of interventions with a particular family), but, rather, outlined the main compo
nents of our project, its services. and their effectiveness.

Program Description and Evaluation

Unfortunately, little is known about the characteristics and effectiveness of
the many agencies and programs nationwide which utilize behavioral interven
tions to treat maltreating families. To address this gap in the literature. Malinosky
Rummell. Eli , Warner, Ujcich, Carr. and Hansen (1991) conducted an archival
program evaluation project to describe and evaluate FISP services.
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The subjects in this evaluation were 45 physically abusive and neglectful par
ents and two additional maltreated children (who came to treatment without par
ents). Of the parents, 32 were mothers and 13 were fathers. Collectively, these
parents had a total of 90 children (with an average of 2.59 per family) who also re
ceived services from FISP.

Independent measures included demographic and descriptive data regarding
parents (e.g., age, gender, education, income, number of children, marital status,
occupation, and history of maltreatment) and their children (e.g., age, gender,
grade, placement, and custody status). Data on the following treatment variables
were collected: whether the subjects were court-ordered for services, whether the
spouse was also participating in treatment, and the type of treatment (e.g., parent
training, home cleanliness, marital therapy). Data regarding the average and total
number of therapists per client were also recorded.

A variety of dependent outcome measures were also examined: number of
sessions conducted in the home, clinic, and school; court hearings (including
those scheduled with the therapist present and those in which FISP recommen
dations were followed); type of termination; child placement and custody status at
the end of treatment; and recidivism (including reports of maltreatment while in
treatment as well as re-referral to CPS or to FISP for treatment).

A checklist was developed to record the variables of interest from the client
charts. A separate information sheet was completed regarding demographic data
on all therapists involved in FISP, including their year in graduate school, gender,
age, degree, and years as a project therapist. Data collection involved reviewing
client files and transcribing the necessary information onto the checklist. Good in
terrater reliability was demonstrated by having 29% of the files coded separately
by an undergraduate research assistant

Of the 20 therapists who had worked for the project at the time of this evalu
ation, 75% were female. The average age of the therapists was 25.58 years (SD =
2.28) and they had an average of 3.13 years of graduate-level education (SD =
1.55). Therapists worked an average of 2.25 years on the project (SD =1.07). The
average number of therapists working for FISP per year was 7.50 (SD =1.52) . The
average number of therapists working with each client was 1.70 (SD = .46). Ther
apists consulted with CPS in all cases, and often consulted with other community
agencies as well, such as the court system, schools, and other psychological ser
vice agencies.

The children served by FISP during the time frame of the evaluation ranged in
age from 0 to 17 (mean =7.50, SD =4.55), were predominantly white (92%), and
the majority were male (58%). The parents ranged in age from 20 to 61 years
(mean =34 .38, SD =9.10) , with a mean of 10.38 years of education (SD =1.45);
all were white, and the majority were female (69%). Parents were primarily mar
ried, unemployed caretakers with an average annual income of $9,371 (SD =
$5 ,595). The primary reason for referral was physical abuse (60 .8%), with neglect
being the second most common referral issue (49%). The majority of clients had a
documented history of physical abuse and/or neglect (physical abuse, 19.6%; ne
glect, 23.5%; both physical abuse and neglect, 29 .4%); 29.4% also had a docu
mented history of sex abuse within the family . More than half of the clients
(56.6%) had a spouse or significant other involved in treatment. Only 5.7% of the
clients had a spouse or partner who did not participate in treatment.
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Most of the sessions (62%) were scheduled in the client's home. Clients
spent an average of 11.39 months in treatment (SD =11 .73). Parent training in
child-management and problem-solving skills served as the primary interven
tions in 81 .1% and 71.7% ofthe cases, respectively. Additional treatment targets
included hygiene (30.2%), safety and self-protection skills (30.2%), financial is
sues and budgeting skills (28.3%), school problems (28.3%), school placement is
sues (22 .6%), home cleanliness (20 .8%), marital problems (18.9%), nutrition
(17 .0%), prenatal care (11.3%), medical problems (7.5%), anger control (7.5%),
and social skills training (1.9%). Several clients (13.2%) were referred to other
agencies for additional services (e.g., for financial assistance). On the average
clients attended 61.7% of scheduled home visits compared to 34.5% of sessions
scheduled in the clinic.

Court orders for treatment existed for 22.6% of FISP clients. Of the 23 court
hearings scheduled for all clients, FISP staff participated in all but one hearing.
Furthermore, the court followed FISP recommendations in 73.9% of the cases .

With regard to recurrence of maltreatment, physical abuse was reported in
22.6% of the cases and neglect was reported in 3.8% of the cases during the course
of treatment. Thirty-six percent of the clients dropped out of treatment against
therapist recommendations. At the beginning of treatment, 22% of the children
were in CPS custody and 18% were placed out of the home, compared to 18% and
19%, respectively, at the end of treatment. Twenty-one percent of the cases were
later reopened by CPS, and 23% were re-referred to FISP for treatment.

The number of therapists at the time the case was opened (which was gener
ally lor 2), significantly predicted 44.9% of the variance in total sessions attended
and 65% of the variance in home visits attended. This increased effectiveness of
having more than one therapist working with the family suggests that the costs of
increased resources per family may be outweighed by the benefits of increased
client participation in treatment. The number of children in the family signifi
cantly predicted 44.1 % of the variance in physical abuse reported during treat
ment, suggesting that therapists working with maltreating parents of large numbers
of children should recognize the potential for recurrent physical abuse, and
should alter their assessment and treatment approaches accordingly. Based on the
findings of this initial program evaluation, the influence of other factors that may
playa role in treatment adherence was explored in a subsequent program evalua
tion study.

Treatment Adherence Evaluation

Session attendance, an essential component in clinical interventions, is be
lieved to be poor with maltreating families; however, few studies have investigated
the session attendance of maltreating families. Poor rates of session attendance
have been indicated in FISP research (e.g., Malinosky-Rummell et al., 1991) and
other research, including surveys of professionals (Hansen & Warner, 1994).

Warner, Malinosky-Rummell, Ellis, and Hansen (1990) examined client demo
graphic characteristics and treatment variables of 31 maltreating parents in order
to identity features associated with session attendance. All of the clients were
white, and they averaged 33 .4 years in age with 10.13 years of education. Seventy
five percent were female.
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Comparisons were made to a group of 16 subjects without a history of mal
treatment who were seeking services at the same outpatient treatment facility.
These families sought outpatient treatment for a variety of issues involving their
children. None of these subjects had a history of documented maltreatment. All
clients were white and 94% were female. Their ages and years of education were
unavailable.

Independent measures included the following client demographic variables:
race, sex, age, education, employment status, number and age of children. Treat
ment variables, including court-ordering of services, removal of children from the
home, and location of treatment [i.e., home versus clinic) were also examined.
Demographic and treatment variables were examined in relation to the percentage
of sessions attended by the client, calculated by dividing the number of sessions
attended by the number of sessions scheduled.

A checklist was developed to record variables of interest from client charts in
the maltreating group. Data collection involved reviewing client files. Every avail
able file from FISP was used. Files from the nonmaltreating families seen through
the general services program of the clinic were reviewed and were eliminated if
the client had a history of maltreatment or was being seen for treatment which did
not involve her or his children. In cases where general service files were elimi
nated, another file was selected randomly as a replacement. All sessions with gen
eral services clients were based in the clinic.

The mean percentage of sessions attended by the nonmaltreating clients was
82.1 % (SD = 15.7). The mean percentage of sessions attended by maltreating
clients, regardless of session site, was 67.4% (SD =22.4), significantly lower than
the rate for nonmaltreating clients. However, an interesting finding emerged when
the influence of session site was examined for the maltreating group. The mean
percentage of sessions attended in the home was 71.6% (SD =23.1), which was
not significantly different from the attendance of nonmaltreating families. The
mean for clinic sessions was 61.8% (SD =30.2), significantly lower than the rate
for nonmaltreating families .

Examination of various demographic variables in the maltreating group pro
vided valuable insight into factors associated with good session attendance. Level
of education proved to be an influential variable related to session attendance for
the maltreating group. FISP clients with more education (more than 11.5 years of
school) had a significantly higher mean attendance rate of'77.5% (SD =20.0) than
the 61.1% rate (SD =22.3) of less educated clients (who had less than 11.5 years of
school). Younger clients (under 32 years old) had a significantly higher attendance
rate (75.5%; SD =18.5) than did clients over 32 years old (58.8%; SD =23.7). This
finding is in contrast to other studies, which have suggested that younger clients
are more likely to be noncompliant, even if the services are court-ordered (e.g.,But
ler, Radia & Magnatta, 1994). However, our definition of "younger client" (i.e., less
than 32 years of age), which was determined based on the average age of our clients
(33.4 years), was slightly higher than that used in other studies (e.g., the mean age
of "younger client" in the Butler et al. study was 27 years).

Interestingly, employment status (employed vs. unemployed), number of chil
dren (less than or equal to 2 vs. more than 2), court involvement (court order vs.
no court order), and children removed from home (yes or no) were not signifi
cantly related to attendance. Multiple regression analyses revealed a four-variable
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model which significantly accounted for 30.6% of the variance: having sessions in
the clinic, number of children, being married, and parental age demonstrated a
negative relationship with attendance.

Court involvement was not as influential as initially expected. Court involve
ment was, however, positively related to clinic attendance. Perhaps the added ef
fort required on the part of the client to attend sessions outside their homes can
most effectively be elicited in the context of legal ramifications.

Social Validity Evaluation

An essential feature of intervention programs that has received little attention
in the treatment of abuse and neglect is the social validity of the goals, procedures,
and effects of intervention (Kazdin, 1977). Social validity can be examined from
the perspective of the clients served, as well as from that of the other profession
als in the community who collaborate with and benefit from the services provided
by the treatment program. Clients may be more likely to adhere to-and subse
quently benefit from-those aspects of an intervention they find most socially
valid. Information on those features of the program that the other professionals in
the community find most and least socially valid can contribute to the establish
ment of the most optimal multidisciplinary service provision, as services can be
tailored to maximize their usefulness to the other professionals involved. A study
of the social validity of FISP services was conducted by Warner, Ujcich, Ellis. Ma
linosky-Rummell, and Hansen (1992).

At the time of this evaluation there had been 25 FISP therapists. Like all FISP
clients, parents and children participated in a comprehensive individualized be
havioral assessment. Intervention programs were structured to meet the needs of
the participants as indicated by the assessment results. Areas targeted for in
tervention included training to improve parenting skills (81 .1 % of clients) , prob
lem solving (71.9%), hygiene (30.2%). home safety (30.2%), budgeting/finances
(28.3%), school problems (28.3%), and home cleanliness (20.8%). The length of
treatment was based on client participation and needs (mean length of treatment
was 11 .39 months) . The majority (61.9%) of sessions were held in the home, with
the remainder in the clinic or in a school. As part of providing services to the fam
ilies, therapists from FISP often worked collaboratively with professionals from
other disciplines, such as CPS workers, judges, lawyers, and school counselors.

Although a total of 58 clients had been served by FISP at this time, not every
client was available or eligible for participation. Clients who terminated with FISP
prior to two years earlier were not asked to participate, as it was believed that the
length of time since their contact with the project might affect their ability to pro
vide an accurate evaluation of the services they received. Several of the eligible
clients (15.5%) had moved out ofthe area, and several others (8.6%) could not be
located. One eligible client declined to participate and one had died. A total of 15
clients participated in this study (25.9% of the total number of clients served by
FISP). Ten of the fifteen participants were female. Other demographic characteris
tics [e.g., age, education, race, income) were also representative of FISP clientele.

The second group of subjects were eleven professionals in the community
who had significant contact with the therapists and clients from FISP. Eight of the
professionals (72.7%) were CPS workers. The other professionals included one
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judge, one prosecuting attorney, and one school counselor. The number of cases
that they had collaborated on with FISP therapists ranged from 5 to 35 cases . Data
from the professionals in the community were collected via a mail survey.

Data were collected on the social validity of three general areas: (1) usefulness
of the formats of intervention; (2) usefulness of the skills involved in the inter
vention; and (3) overall satisfaction with the program, therapists, and goals and ef
fectiveness of treatment.

A Social Validation Questionnaire (SVQ), based on a measure by Forehand and
McMahon (1981), was developed for the study. Separate forms were created for
clients (SVQ-C) and professionals (SVQ-P). A therapist involved with the family
approached the parent and discussed the purpose of the study. If the parent ex
pressed a desire to participate, the therapist provided the parent with a copy of the
SVQ-C and an envelope. The parent was instructed to complete the SVQ-C and
place it in the envelope. The therapist either waited or picked up the sealed enve
lope at a later date . If a parent had difficulty reading or comprehending the mater
ial in the questionnaire, a clinical aide or therapist reviewed the SVQ-C with them.

Parents rated all formats of intervention as useful to very useful, including
therapist talking about a new skill, therapist demonstrating a new skill, practicing
a skill with the therapist, homework assignments, and written materials. Practicing
a skill with a therapist and receiving written material regarding skills were rated
as most useful. Interestingly, practicing a skill with a child was the least useful.

The percentage of clients who worked on specific target areas and the ratings
of the usefulness of the skills they learned in those areas were assessed. Paying at
tention to child's good behavior, rewarding good behavior, giving good commands,
and learning time-out were the most common, with 85 to 95% of clients reporting
that they received them. Interventions targeting more basic needs, such as home
safety and cleanliness, nutrition, and personal hygiene, were rated by parents as
most useful. Specific child management skills , especially time-out, were rated as
less useful.

Client ratings of satisfaction with overall treatment and therapists were very
positive. The goals established for treatment, the procedures used, the effective
ness of new skills, and therapist interest and concern for family were rated very
positively. Therapist ability to teach new skills, preparation for sessions, and the
overall rating for the therapists were lower, but still indicated satisfaction.

Professionals indicated that they were very satisfied overall with the services
provided by FISP. More specifically, interagency collaboration and communica
tion, FISP therapist involvement in court hearings, and the helpfulness of FISP re
ports were viewed as the most useful. Professionals also found the services
provided by FISP to the clients to be very socially valid. The mean ratings were re
duced somewhat by the lower ratings provided by the one school professional.
Her slightly lower ratings might reflect the different goals held by the school sys
tem (e.g., homework completion, parent participation in school activities) as op
posed to those held by the legal and social services agencies (e.g., safe home,
children's basic needs met).

Overall, clients and professionals were very satisfied with the services pro
vided by FISP. Clients generally indicated that they would recommend the project
to a friend and believed that their therapists were interested in and concerned
about their family. Lower satisfaction ratings for the format of treatment may have
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implications for treatment adherence and generalization. For example, one could
speculate that parents who do not find it useful to "practice a new skill with a
child" during a session may be less likely to utilize that skill outside of session.
Subsequently, views of treatment effectiveness may be affected. If parents do not
consistently use new skills, the potential for change in the target areas could be
compromised, making the treatment appear less effective.

Behaviorally oriented parent training is often a major component in the treat
ment of maltreating families . Parents in this study rated the usefulness of one
"crit ical" child management skill, time-out, as "neutral." Comments written on
the questionnaires by the clients revealed that parents found time-out a difficult
technique to implement. Therapists working with maltreating parents should be
aware that time-out may not be viewed favorably by this population and attempt
to address specific difficulties clients may have with implementing this poten
tially effective, nonphysical discipline technique. Research with maltreating par
ents (e.g., Kelley, Grace, & Elliott, 1990), as well as nonmaltreating parents (e.g.,
Frentz & Kelley, 1986; Heffer & Kelley, 1987), suggests that as practitioners we
must be sensitive to the varying acceptability of behavioral treatment procedures
such as time-out.

The results suggest that clients view certain formats and interventions as
more useful than others . These views may affect treatment adherence and subse
quent treatment effectiveness. Therapists may benefit from assessing the social va
lidity of their interventions throughout therapy to determine potential areas of
dissatisfaction and modify the formats and interventions as much as possible to
meet the client's needs and treatment goals.

Examples of Single-Subject Designs

Individual subject designs were frequently used to evaluate the effectiveness
of intervention procedures. Designs such as multiple-baselines across subjects or
behaviors and A-B-A type designs replicated across clients were useful, practical,
and efficient ways to evaluate the impact of our efforts. Clinically, all of our work
had characteristics of individual subject designs, including evaluation prior, dur
ing , and after treatment, repeated measurement, and attempts to obtain objective
and behavioral measures.

Parent-Tmining for High-Demand Situations

Available evidence suggests that many parents do not apply to new settings or
problems the skills acquired during treatment (MacMillan, Olson, & Hansen,
1991). The results of poor generalization of parenting skills to the home is partic
ularly critical for abusive populations given that the goal is to prevent the reemer
gence of abusive behavior. A reason for poor generalization of parenting skill use
from the clinic to the home is that clinic training may not routinely involve skill
training in realistic, stressful situations. Parenting skills may be mastered only
during low-demand clinic assessments, and may not be rehearsed in high-demand
situations which are more representative of the parent's natural environment.

Because directly observing parent performance in home or clinic discipline
contexts is often difficult, utilization of analogue situations (e.g., adult actors) to
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present deviant child behavior can be helpful for assessment as well as interven
tion practice. Assessment of abusive parents in high-demand child-management
situations is particularly important, given the connection between parental disci
pline efforts and physically abusive behavior (MacMillan et al., 1991).

MacMillan et al. (1991) examined the utility of a parent-training program
which included training to facilitate generalization to high-demand child
management situations, and employed structured analogue assessments of parent
discipline performance in high-demand situations. A single-subject A-B-B+C de
sign (baseline, parent training, parent training plus generalization training) was
used to evaluate the effects of intervention with three physically abusive parents.
The use of parenting skills was observed during free-play assessments with the
parent and child (in clinic and home) and two home-simulation assessments
(low- and high-deviance) with clinical assistants enacting scripted child behav
iors . Results supported the effectiveness of the parent-training package and the
usefulness of the low- and high-demand home-simulation assessments. One
client in particular demonstrated differences in performance between low- versus
high-demand situations. Because the parent reported higher levels of assessment
evoked stress, anger, and anxiousness relative to other subjects, it is reasonable to
expect her performance to evidence greater impairment, particularly in high
demand situations. Her performance improved in response to high-demand gen
eralization training, while the other two achieved similar benefits from the
standard parent-training components. The results suggest that a standard parent
training program can successfully improve parent performance in both low- and
high-demand simulations of natural child-management situations. For some par
ents, specialized generalization training may further improve performance in
high-demand situations.

Other Parent-Training Interventions

Other projects have been conducted to evaluate parent-training interventions.
For example, in one project, videotape recordings of in-clinic and in-home par
ent-child interactions were used to provide feedback as well as to enhance the
parents' relationship, especially as it related to child management (MacMillan. Ol
son, & Hansen, 1987). An abusive mother and her husband were prompted to
identify appropriate and positive self and spouse behaviors in videotaped as well
as live interactions of their own family. Results suggested that training in the
detection of the targeted parent behaviors was associated with increases in their
occurrence.

Illiteracy is not an uncommon problem in low-income, maltreating families.
Combined with economic and familial stressors, illiteracy can make it difficult to
develop or implement measures through which parents will monitor their own
and their children's behavior. In a case study with an illiterate maltreating mother.
Christopher, Malinosky-Rummell, and Hansen (1990), monitored the effectiveness
of parent training using multiple repeated measures procedures. including (1) in
home observations of unprompted maternal praise; (2) observations of maternal
and child behaviors during the Child's Game and Clean-Up procedures (Forehand
& Mclvlahon, 1981); (3) weekly reading of the Eyberg Child Behavior Inventory
(ECBI; Eyberg & Ross, 1978) by the therapist with recording of oral responses of
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the parent. Eventually, a paper-and-pencil measure to chart implementation of a
token/point system was implemented using symbols recognized by the parent. In
addition, a posttreatment Parent Consumer Satisfaction Questionnaire (Forehand
& McMahon, 1981) was read to the parent. ECBIscores demonstrated a substantial
decrease in child behavior problems for the targeted child following intervention.
This decrease coincided with an increase in unprompted maternal praise of the
children, and increases in praise and attend statements. The mother's responses
on the Parent Consumer Satisfaction Questionnaire indicated that she felt the tar
get child's behavior had greatly improved, and she enjoyed the treatment program
as well. At four-month follow-up, the mother not only demonstrated maintenance
of her in-session praise and skill with the target child, she also demonstrated gen
eralization of parenting skills [i.e., praise and attend statements) with her other
child. The measures were efficient (i.e., brief), provided a variety of sources of in
formation to evaluate progress, and were effectively used with a mother who was
unable to read.

Problem-Solving Training

Problem-solving training provides a promising means for enhancing ap
propriate parental judgment with respect to child-care responsibilities and for
increasing parental competence to deal effectively with daily stressors. A prob
lem-solving intervention was evaluated with a multiply distressed, abusive and
neglectful mother (MacMillan, Guevremont, & Hansen, 1988). Problem-solving
skills were trained sequentially in a multiple-baseline across-skills design (i.e.,
training in generation of alternative solutions followed by training in effective so
lution planning). Training focused on improving judgments related to child-care
problems and managing daily stress. Problem-solving training resulted in a sub
stantial increase in generation of alternative solutions and in the quality of plans
to implement solutions on both training and generalization vignettes.

Social insularity, negative affect, and self-reported stress, which appeared to
compromise child-care abilities, were reduced as a result of problem-solving train
ing. The daughter was returned to the mother's custody after training. Follow-up
data indicated that the mother maintained most of the treatment gains for the five
months following intervention. In addition, there was no evidence or report of
maltreatment 21 months after the daughter's return to the home.

The improvement across the various outcome measures (Le., social contacts,
affect, anxiety/stress) with the acquisition of problem-solving skills was important
and striking. Several factors may account for the success of the intervention. First,
significant psychopathology, anger control problems, or disturbances in parent
child attachment was not evidenced on comprehensive screening. Second, the
problem vignettes used for training were tailored to "real life" problems encoun
tered by the mother rather than intuitively generated vignettes. Third, because the
mother was of borderline intellectual functioning, training was extremely con
crete, and modeling and rehearsal were extensively employed. Fourth, approxi
mately half of the training sessions were conducted in the mother's home to
enhance the likelihood of generalization. Finally, problem solving was designed
specifically to enhance the mother's judgment and ability to deal successfully with
multiple stressors.
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Involving Children as Behavior Change Agents

It is often difficult to implement behavior change programs with maltreating
parents. Common obstacles to treatment implementation are parental lack of skills
and resources, noncompliance with treatment strategies, and a myriad of other
problems (e.g., financial, interpersonal). Even when parental compliance to treat
ment suggestions within a clinic setting is achieved, competing contingencies may
prevent generalization of treatment effect to home environments. Research and
clinical literature on interventions with maltreating parents has emphasized the
need to overcome obstacles to generalization and maintenance (Azar & Wolfe, 1989;
Lundquist & Hansen, Chapter 19 , this volume). Doepke et al (1988) demonstrated
the use of children as behavior change agents to enhance generalization of treat
ment effects in a maltreating home. Subjects were a single mother and her five chil
dren (ages 2, 5, 7, 9, and 11). The mother had limited intellectual ability along with
limited financial and social resources. She was referred and identified as abusive
and neglectful by CPS. A severe and chronic lack of routine dental hygiene, identi
fied as an area of neglect by both the children's schoolteachers and the CPS case
worker, was targeted for intervention. Prior to treatment, one child had extensive
dental work for tooth decay and infection. An increase in positive maternal atten
tion for appropriate child behavior was identified as the second goal. The design
consisted of baseline, treatment, and maintenance phases for dental hygiene, and
baseline and treatment phases for praise , with periodic measures of generalization.
Treatment abruptly ended when the family moved. Contact was reinstated 10
months later, which allowed for one follow-up assessment of positive attention.

After initial intervention (i.e., direct instruction. modeling, rehearsal feed
back, and prompting) with the mother failed , the children were incorporated into
the procedures. Through the use of weekly individual and group contingencies,
such as special treats or privileges, the older two children were taught to self
record toothbrushing by placing a check on a daily chart, and subsequently to re
mind their mother to deliver the stickers and remind the younger children to
brush their teeth.

The mother was cooperative with initial attempts to teach her to praise ap
propriate child behavior, but there was little retention. The children were then in
cluded in the behavior change plan. Through the use of a structured "praise game"
taught to the children and mother, in which the participants earned points for the
frequency of praise statements , the children were utilized to model and prompt
the use of appropriate praise statements. Daily practice in the "praise game"
continued throughout the treatment phase, and the participants were taught to
self-record frequency of praise statements during the game. Reliability of self
recording was assessed weekly. In addition, three months after the initiation ofthe
praise game, a praise chart with four "praise statements" was posted on the refrig
erator. The children were allowed to initial the chart on a daily basis if their
mother used designated statements to praise behavior. Individual and group con
tingencies were used to teach the children to prompt their mother in the use of
these statements. The frequency of the mother's praise statements, both within the
context of the game and in other natural home sessions, was assessed.

Daily charts indicated that the rate of toothbrushing rapidly increased for
each child, from zero to an average of two times daily. During the intervention, the
children required no special dental attention. Daily practice of the "praise game"
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resulted in a significant increase in mother's praise statements both within the
context of the game and in other natural home situations. Parent report and direct
observation indicated improvement in the children's compliance and behavior.

PRACTICAL ISSUES IN IMPLEMENTATION AND
EVALUATION OF SERVICES

A variety of practical details learned during the implementation and evalua
tion of FISP should be noted, as they may be applicable to other treatment pro
grams dealing with abusive and neglectful families. For example, coordination
with other agencies (e.g., CPS, schools) is essential for providing informed, com
prehensive, and multidisciplinary services. In addition, the likelihood of duplica
tion of services to a family [e.g., child seen by school psychologist and FISP for
behavioral problems) is decreased when services across agencies and profes
sionals are well coordinated. Prompt initial contact with the relevant CPS worker,
followed by regular contact by phone or periodic written updates, facilitates com
munication. It is also helpful to clarify the goals of all parties [i.e., therapist, client,
CPS workers) and to discuss with the client the therapist's distinction from and re
lationship with CPS.

Conducting sessions in the home can enhance session attendance (Warner et
al., 1990) and program effectiveness (Wolfe & Wekerle , 1993). However, sending
therapists into the homes of families who have a history of abuse can present a
personal safety risk , especially for those programs like FISP, which are located in
rural communities where houses may be in isolated areas with few if any neigh
bors. Having therapists work in pairs appears not only to increase the likelihood
that clients will attend sessions (e.g., Malinosky-Rummell et al., 1991) but also in
creases personal safety. Furthermore, in FISP the initial home visit was not con 
ducted until the therapist had discussed the case at length with a professional
from the referring agency who was familiar with the family and home environ
ment and who identified any potential safety risks (e.g., no telephone in the home,
a parent with a history of verbal or physical aggression toward professionals). In
cases where safety was a concern, initial visits were scheduled in the clinic until
a therapeutic relationship was established. Home visits were then arranged if and
when the therapist and program director felt that the safety of FISP staff would not
be compromised. It is also useful to have a centrally located logbook in which all
home visits are recorded combined with a "safety check-in system," such that
someone is always aware of the location of all home visits and when the therapist
is expected to return. A mobile telephone, although an expensive acquisition, may
be a worthwhile investment for treatment teams.

Aside from safety concerns, there are a variety of obstacles to providing ser
vices to this population, such as clients ' lack of transportation to clinics and lim
ited financial resources and motivation. It is helpful if the presence of such issues
can be identified early, ideally in the initial assessment phase, and addressed as
quickly as possible. Efforts to decrease the influence of factors that can hinder
treatment may help build client rapport and increase motivation. For example, by
arranging to see clients in their home, the therapist has acknowledged the issue
(e.g., lack of transportation, inconvenience of making the trip with children, pro-
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hibitive costs of public transportation) and increased the likelihood that the client
will attend the sessions.

Attention has recently been directed toward the acceptability of treatment
procedures to parents receiving treatment (e.g., Hansen & Warner, 1994; Kelley,
Grace, & Elliott, 1990). Research is needed that examines the acceptability of var
ious treatment procedures for maltreating parents and the conditions that may
make procedures more or less acceptable. The more acceptable clients find the
treatment, the more likely they may be to practice, use, and subsequently benefit
from new skills. Program evaluation of FISP services suggests that maltreating par
ents may not view some of the more traditional child management techniques
(e.g., time-out) very positively. Such views may affect client motivation to use the
techniques.

Another potential obstacle to treatment is the fact that maltreating parents of
ten do not identify themselves as having a problem and are usually not self
referred for evaluation or treatment (Kelly, 1983; Wolfe, 1988). It is not surprising,
then, that recent research indicates that session attendance and homework com
pletion are problems with maltreating families [e.g., Hansen & Warner, 1994;
Warner et a1., 1990). The variety of behaviors that comprise treatment adherence
can be classified into three primary areas: (1) attendance, whether it is the home,
clinic, or elsewhere; (2) participation with the session-the most complicated and
least understood aspect of adherence; and (3) completion of assignments to be car
ried out outside of the session-that is, "homework." Session attendance includes
not only coming to appointments but also arriving on time. Within-session adher
ence responses include talking about relevant topics, following session goals and
procedures, and practicing new skills within the session. Adherence to homework
assignments encompasses a wide variety of responses, such as accurately collect
ing data, self-monitoring, practicing skills, and otherwise implementing the treat
ment programs.

Professionals must be sensitive to the variety of factors that may contribute to
noncompliance, such as inadequate instructions and rationale, lack of skills or
motivation to perform the assignment, and competing contingencies that may re
inforce noncompliance or punish compliance (Hansen & Warner, 1992; Lundquist
& Hansen, Chapter 19, this volume). Use of strategies to improve attendance, as
well as participation within and after the session Ie.g., homework), are essential
and should begin in the early phases of contact. Antecedent prompting strategies
include attendance policies, additional stimuli (e.g., reminders), written commit
ments , and training in tasks assigned. Consequent strategies include reinforce
ment (e.g., praise), tangibles (e.g., clothing, movie tickets, money), and attention to
nonadherence responses (e.g., open discussion). Combined antecedent and conse
quent strategies include contingency contracting and involving children in as
signments to be carried out in the home. Results on the effectiveness of court
orders, which mayor may not specify positive (e.g., return of the child to the
home) or negative (e.g., removal of the child from the home) consequences for par
ticipation in assessment or therapy, have been inconclusive. Effectiveness of other
procedures to enhance compliance has not been empirically tested with maltreat
ing families (Hansen & Warner, 1992, 1994).

Therapists who work with physically abusive and neglectful families can ex
pect to have interactions with the legal system. These interactions can be with the
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local child protective services agency, law enforcement officials, lawyers, or the
judicial system (Hansen & Warner, 1992). There are generally two areas oflegal in
volvement regarding child maltreatment. The first, the protection of children, is
typically addressed through civil procedures. The second, criminal prosecution of
the child abuser, occurs when the abuse is severe. When working with a family, it
is important for practitioners to confine their part in the legal process to either in
vestigator, evaluator, or therapist (Melton & Limber, 1989). Attempting more than
one role may result in a conflict of interest or require a breach of confidentiality
that could be detrimental to the therapeutic relationship (Hansen & Warner, 1992).
Clinicians working with maltreating families should have a working knowledge of
and cooperative relationship with the local court and child protective services sys
tem and should be prepared to participate in the judicial process. The active in
volvement of FISP staff in court hearings and the high percentage of FISP
recommendations followed by the courts emphasizes the effectiveness that these
systems attributed to FISP.

The evaluation of FISP highlighted several recommendations for therapists
working with maltreating families : (1) conduct regular home visits; (2) work in
therapist pairs; (3) plan to provide a broad range of therapeutic interventions, in
cluding training in child-management skills, problem-solving skills , hygiene,
safety, and financial issues, as well as school intervention; (4) consider using chil
dren as agents of behavioral change; (5) collaborate and communicate frequently
with legal and child protective systems; and (6) be prepared to make recommen
dations regarding child custody and to provide court reports and/or testimony
about this information (Malinosky-Rummell et al. , 1991). Actively addressing is
sues such as treatment adherence, generalization, and social (functional) validity
are also critical for successful intervention.

CONCLUSION

Child abuse and neglect is a complex, multidimensional problem that re
quires comprehensive individualized treatment. Thus, research on the effective
ness of such intervention approaches can be very difficult. The present chapter
described the approach taken by one of many treatment programs in the United
States. Efforts were made to use a scientist-practitioner approach: assessment and
treatment procedures were based on the available empirical literature; attempts
were made to develop and evaluate assessment procedures to fill gaps that existed
in the pool of available measures; treatment approaches were evaluated by thera
pists using a variety of measures; program evaluation and single-subject proce
dures were used to examine the effectiveness of the approaches used. We learned
much from our effort.

The FISP clients were primarily white, unemployed, low-income, female
caretakers who had not graduated from high school. The clients had an average of
more than two young children, and the majority of clients had a spouse or signif
icant other involved in treatment as well. The clients presented with multiple
problems, including physical abuse and neglect, as well as sexual abuse. The ther
apists serving these clients were typically M.A. level female clinical psychology
graduate students in their mid-20s. Primary intervention strategies included par-
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ent training in child-management skills and problem-solving training. Other fo
cuses of treatment included hygiene. safety, financial issues. school problems,
home cleanliness. marital problems, and more. Active consultation with other
agencies , such as school systems, legal systems. child protective services, and
other mental health facilities , also comprised a substantial part of treatment ac
tivity. The wide range of interventions used highlights the extensive expertise
needed to treat these families .

The available research literature on the evaluation of the treatment of mal 
treating families often fails to address the complexity and comprehensiveness of
the existing intervention programs. We have attempted to illustrate this through a
description of a treatment program for physically abusive and neglectful families.
Use of existing measures and the development of standardized and client-specific
measures were essential for providing and evaluating clinical services . We found
that two methods, a program evaluation approach and individual subject designs.
were particularly valuable for understanding and evaluating our treatment efforts.
The procedures and projects described in this chapter provide a variety of support
for the effectiveness of the individualized behavior intervention program and elu
cidate the difficulties associated with treating these families .
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7

Integration of Research
and Treatment

DAVID KOLKO

This chapter seeks to promote the integration of research and treatment practices
in the area of child abuse and neglect. By encouraging this conceptual and practi
cal rapprochement, it is hoped that the knowledge base in the area of child mal
treatment can be expanded and made more relevant. A primary objective is to
describe areas that may benefit from further empirical attention in clinical prac
tice. As background, I will summarize recent literature describing or evaluating in
terventions and programs in the areas of sexual abuse, physical abuse, various
forms of neglect, psychological maltreatment, and exposure to family violence. Of
course, there may be considerable overlap among these subtypes. Certainly,
progress is needed in further articulating clinical and therapeutic characteristics
and the context in which treatment occurs. There are several excellent sources for
gaining a more comprehensive perspective on the treatment outcome literature
and details of relevant studies along with insightful recommendations for future
work in each area (see Becker et al., 1995; Finkelhor & Berliner, 1995; Lutzker &
Campbell, 1994; Oates & Bross, 1995; Wolfe, 1994).

Across all forms of child maltreatment, there is increasing attention to under
standing the developmental sequelae of child abuse and identifying areas requir
ing further attention. As reviewed by Finkelhor (1995), developmental concepts
have been applied to a traumatagenic model of child sexual abuse, highlighting the
importance of understanding the developmental context of both the risks for and
the effects of victimization. The first concerns the study of variables that increase a
child's risk for abuse and neglect and the second reflects the developmental impact
of increased risk for abuse and neglect. Finkelhor (1995) provides a nice summary
of the manifestations of the effects of abuse at different developmental stages and
their implications for both research and treatment in the area. The developmental
approach is important to keep in mind as primary findings regarding treatment are
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interpreted and directions for future work discussed. Recent research findings re
garding the evaluation and outcome of treatment first will be reviewed.

PRIMARY RESEARCH FINDINGS

Overview ofStatus ofTreatment Research

Several reviews in different areas have documented research studies on treat
ment or intervention in the area of child sexual abuse (Beutler, Williams, & Zetzer,
1994; Finkelhor & Berliner, 1995) and child physical abuse (Kolko, 1996b; Oates &
Bross, 1995; Wolfe, 1994) , with a few recent reviews dealing with neglect (De
Panfilis , 1996; Gaudin, 1993; Gaudin, Wodarski , Arkinson, & Avery, 1991) and ex
posure to violence (Peled & Edleson, 1995). Work in the area of child sexual and
physical abuse has emphasized child and parent applications, respectively,
though much more empirical work has been done in the area of child sexual
abuse. Treatment of sexual abuse has been directed toward such diverse problems
as hypersexuality and sexual behavior problems, fear, anxiety, and depression,
dysfunctional attributions, and social or interpersonal difficulties. With the ex
ception of sexual behavior, many of the same difficulties have been targeted dur
ing treatment of these other forms of maltreatment. The long-term effects of sexual
abuse and physical abuse, in particular, support the need for intervention and fol
low-up (cf., Green, 1993; Malinosky-Rummell & Hansen, 1993).

It is important to bear in mind that the empirical literature examining treat
ment is quite limited in that many treatment outcome studies are not controlled or
carefully conducted experiments. Although most studies have reported quasi
experimental designs , a few have used experimental designs . Clearly, most reports
are descriptive in nature and may include attention to certain methodologic or em
pirical characteristics (e.g., pre/post measures, comparison or control group, fol
low-up, random assignment). Still, several findings have been described regarding
child treatment of child sexual abuse victims and parent treatment in the area of
physical abuse. Studies also have varied in several parameters , including the age
ranges of the clients (children vs. adolescents), type of treatment approach (cog
nitive-behavioral treatment, or CBT, vs. psychoeducation), and format of treatment
(group vs, individual therapy), among other treatment characteristics.

Individual Child Treatment

Given children's diverse needs and characteristics, existing direct services for
children have varied along a continuum of care ranging from minimal outpatient
visits to intensive treatment in different contexts. For example, individual child
therapy in sexual abuse has been directed toward minimizing symptoms in multi
ple areas, such as traumatic stress, dissociation and anger, depression and anxiety,
and sexual concerns (Lanktree & Briere, 1995). Level of improvement in these do
mains has actually varied with time, the latter symptoms requiring more extensive
treatment (one year) before improvements were realized. Other forms of individ
ual treatment also report improvements in children's behavior problems (Sullivan,
Scanlan, Brookhouser, & Schulte, 1992).
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Individual treatment research in physical abuse has been limited to studies of
specific behavioral and social learning procedures directed toward improving the
preschool physically abused child's peer relations and social adjustment using
peer social initiation techniques designed to encourage social overtures to peers
(Fantuzzo, Stovall, Schachtel, Goins, & Hall, 1987). This intervention has been
found superior to adult initiations in improving the children's social adjustment
and peer initiations (Davis & Fantuzzo, 1989; Fantuzzo, [urecic, Stovall, High
tower, & Goins, 1988), although both interventions were somewhat limited in
overall efficacy. Interestingly, withdrawn children responded better to peer ses
sions, whereas aggressive children showed an increase in negative behavior in
response to peers (Davis & Fantuzzo, 1989; Fantuzzo et al., 1987, 1988). These
studies would be enhanced by having follow-up assessments of program mainte
nance and an evaluation of the impact on recidivism. Greater attention to the
child's developmental competence seems warranted (Wolfe, Edwards, Manion, &
Koverola, 1988).

Group Treatment

Group therapy studies are common in the area of sexual abuse (Sinclair, Larz
clere , Paine, Jones, Graham, & Jones, 1995), but have not been done in the area of
physical abuse. With sexually abused children, group discussions of abusive ex
periences, support, and suggestions regarding prevention and protection appear to
be effective in reducing behavior problem severity (e.g., conduct problems, atten
tion problems/immaturity, anxiety, withdrawal) and both the overall intensity and
range of problem behavior, relative to controls (McGain & McKinzey, 1995). The
improvements found in externalizing problems, especially aggression, are notable,
but are qualified by the absence of repeated measures analyses. In another experi
mental study (Berliner & Saunders, 1995), structured CBT groups have resulted
in several gains (e.g., amelioration of anxiety, fear, depression, traumatic effects,
sexual behavior, internalizing symptoms), but were not improved by the addition
of a brief stress inoculation and gradual exposure component designed to mini
mize fear and anxiety. The rigor of this study deserves mention (e.g., monitoring of
treatment integrity), but it is possible that most patients' levels of fear and anxiety
were not substantial prior to treatment.

Studies of individual or group child treatment are rare in other areas (e.g.,
neglect, exposure) where such services often are incorporated in multicompo
nent or multimodal studies . An exception is the work by Jaffe and colleagues
(Jaffe, Wilson, & Wolfe, 1986, 1988; Jaffe, Wolfe , & Wilson, 1990) showing that
witnessing children may be likely to learn that violence is an appropriate form of
conflict resolution, among other studies suggesting the adverse impact of ex
posure (Fantuzzo et al., 1991). Jaffe et al . (1988) described the initial use and
benefit of a group program (the Child Witnesses of Wife Abuse [CWWA)) that
combines psychoeducation about spouse abuse and cognitive-behavioral ex
ercises designed to teach prosocial conflict resolution and appropriate atti
tudes about wife abuse. Indeed, they documented pre/post improvements show
ing that children had a better understanding of the dynamics of wife abuse and
showed improvements in safety skill development and an increase in positive
impressions of their parents following group training. However supportive, these
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findings are limited by the absence of a control or comparison group, and of
symptom measures. As reported by Peled and Edleson (1995), other changes fol
lowing training have been found in the content of participants' responses to
semistructured interviews (e.g., feelings or thoughts about the group , special ex
periences, changes noticed, home influences), among other areas targeted by the
group, such as definitions of violence, expression offeelings, sharing of personal
experiences, self-esteem.

A more recent experimental evaluation of the CWWA program with preado
lescents showed greater improvements in attitudes about and responses to anger
situations, and a sense of responsibility for parents and the violence that occurred
in their homes in treated vs. control children (Wagar & Rodway, 1995). Of course,
such results did not include ratings of child behavior or parent/family function
ing, or a follow-up assessment of the maintenance of treatment gains. Other skills
training components suggested to enhance program outcome could be easily in
cluded in this program (e.g., social skills).

Other Child Treatment Programs

In the area of physical abuse, treatments directed toward children have been
described as part of day and residential treatment programs incorporating multi
ple therapeutic activities (e.g., learning) and modalities (e.g., family counseling).
For example, intensive group-based treatment and developmental programming,
with other family services, has been associated with several improvements (e.g.,
perceived cognitive competence, peer acceptance, maternal acceptance, and de
velopmental scores on standardized measures), relative to a control group (Culp,
Little, Letts, & Lawrence, 1991). A similar program, Kempe Early Education Proj
ect Serving Abused Families (KEEPSAFE), that incorporates a therapeutic
preschool and home visitation for young sexually or physically abused children
has found improvements in general intellectual functioning and receptive lan
guage by discharge one year later (Oates, Gray, Schweitzer, Kempe, & Harmon,
1995), with several children entering regular classrooms. Other programs for
young maltreated children and their families incorporate multiple services for
children (developmental milieu) , parents (individual therapy), and families (Ghu
man, 1993). Programs to address the problem of neglect generally target parental
behavior and functioning, and, thus, infrequently describe the role of child
directed treatment strategies (see Wolfe, 1994).

Individual and Group Parent Training-Treatment

In physical abuse, parent training in positive/nonviolent child management
practices, anger-control skills, or stress management techniques is one ofthe most
common and effective treatment approaches (see National Academy of Sciences,
1993; Wolfe & Wekerle, 1993). Programs that combine these elements report im
provements in both parent (e.g., child abuse potential, parental depression) and
child (e.g., behavior problems) targets (Wolfeet al., 1988). Other cognitive-behav
ioral applications for parents conducted in a group format have reported positive
outcomes in terms of anger management, communication, and problem-solving
skills (Acton & During, 1992; Nurius, Lovell, & Edgar, 1988; Whiteman, Fanshel, &
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Grundy, 1987), although these studies suffer from certainmethodologicallimita
tions, such as the lack of a comparison group.

A related short-term group for parents of sexually abused children focused on
encouraging disclosure and understanding of guilt and anger in the context of a
supportive environment and providing educational information regarding parent
ing effectiveness and behavior modification (Winton, 1990). After participating in
the group , parents reported reductions in certain child dysfunctional behaviors
(e.g., fear, neurotic behavior, sexual behavior), but not in externalizing or social
competence problems or in level of parenting stress. Parents' subjective ratings
suggested that they learned coping skills and became more confident as parents.
The possible confound due to providing parallel treatment for the children and
the absence of a comparison group suggest the need for more rigorous evaluation
of the impact of group treatment with parents.

Parallel Child and Parent Treatment

In one of the few clinical trials with sexually abused preschoolers, Cohen and
Mannarino (1996) found that cases randomly assigned to individual child and par
ent cognitive-behavioral therapy (CBT; see Cohen & Mannarino, 1993) had fewer
problems on measures of internalizing symptoms, home problems, and sexual
behavior problems at posttreatment, with no differences in externalizing symp
toms or social competence, than those assigned to nondirective-supportive treat
ment (NST).

Fewer cases were removed from treatment in CBT (0) than NST (6). The study
is noteworthy for several positive features, such as the use of a therapist crossover
design, report of client satisfaction with both protocols, inclusion of parents and
children in parallel treatment, and application of abuse-specific measures. It also
clearly shows that younger children, like their parents , can profit from CBT and
learn self-management skills.

Novel applications in sexual abuse have also examined CBT with nonoffend
ing mothers and their abused preschool children (Stauffer & Deblinger, 1996),
where changes in parent practices and child sexual behavior have been found af
ter services and have been maintained by 3-month follow-up . There was a high
level of satisfaction with the helpfulness of treatment (95%), but also a high level
of dropout (44%).

A related study evaluated the short-term treatment of physically abused,
school-aged children and their offending parents/families (Kolko, 1996). This
study compared the outcome of 55 cases who were randomly assigned to individ
ual child and parent cognitive-behavioral therapy (CBT) or family therapy (FT)
with those who received routine community services (RCS). Measures of child,
parent, and family dysfunction and adjustment were both collected from partici
pants and supplemented with official social service records to evaluate the effi
cacy of treatment through one-year follow-up. Relative to RCS, CBT and FT were
associated with improvements in child-to-parent violence and child externaliz
ing behavior, parental distress and abuse risk, and family conflict and cohesion.
All three conditions reported several improvements across time (e.g., child de
pression, parent management). One parent participant each in CBT and FT and
three in RCS had engaged in another incident of physical maltreatment by the end
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of follow-up. No differences between CBTand FT were observed on consumer sat
isfaction or maltreatment risk ratings at termination. Such provide additional
support for the continued development and evaluation of individual and family
treatments involving child victims of physical abuse.

Multimodal Family Treatment

In sexual abuse, multimodal treatment in one agency (individual, group , par
ent/family work) has had an impact on aggression and social behavior, sexualized
behavior, and maternal and family functioning, but not on depression or self
esteem (Friedrich, Luecke, Beilke, & Place, 1992). Other forms of family treatment
have been evaluated in recent experimental comparisons with sexually abused
children. Family/network meetings dealing with multiple issues (e.g., communi
cation, protection, marital problems) with or without child/family groups (e.g., in
formation on social development, self-protection, secrecy, parental response) have
been found similarly effective on standardized measures of child outcomes Ie.g.,
children's health and behavior, child depression, self-concept), but not on chil
dren's reports of their own behavior or self-concept, or on teachers' reports of
symptoms. Clinicians' ratings following treatment reflected comparable percent
ages of cases classified with good, moderately good, or little or no improvement.
However, clinicians' ratings revealed some superiority for the combined condition
on several treatment aims (e.g., child sharing painful feelings and having more
positive self-concept, family perception of child's needs). A high percentage of
children saw group work as a positive experience (71%) and as helpful in pre
venting further abuse (78%). Although the inclusion of offenders in services is a
new practice, the absence of outcome data [i.e., means) for primary measures or
treatment integrity measures precludes clear interpretation of the findings.

In-Home, Family-Based Services-Ecological, Contextual, and Multisystemic

Several interventions directed at the more global or contextual risk factors as
sociated with abuse have been evaluated, though most do not include experimen
tal designs or measures. In-home, family-based services, such as Homebuilders ,
have reported improvements in family functioning (e.g., problem behaviors, com
munication skills), but without comparison data in some cases (Amundson, 1989;
Whittaker, Kinney, Tracy, & Booth, 1990). Indeed, some comparison data do not fa
vor family preservation services over routine services in reducing child place
ments following the termination of services (Nelson, 1990).

Brunk, Henggeler, and Whelan (1987) applied a multisystemic approach to
target problems in various systems affecting the family using services; this
approach emphasizes skills training in parent-child interaction, and parental
control strategies. Improvements were found in these domains and other areas
(child behavior) relative to parent training. In another treatment outcome study,
family casework using behavioral techniques (modeling, reinforcement) and play
therapy was conducted to alter individual behavior and family interactions
(Nicol et al ., 1988). These findings , however, were somewhat qualified by the
absence of clear targets for certain conditions (Nicol et al., 1988), follow-up in
formation (Brunk et al., 1987; Nicol et al., 1988), and minimal treatment condi-
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tions (Brunk et al., 1987). Improvements were reported in family coercion, but
not in positive behavior. Subsequent evidence suggests that improvements in
family functioning are sometimes difficult to achieve with more violent families
(Ayoub, Willett, & Robinson, 1992; Willett, Ayoub, & Robinson, 1991).

The Project 12-Ways program (Lutzker, 1990) has documented multiple gains
in various areas (e.g., interactions, child management training, social support, as
sertion training, job training, home safety, and finances training) following indi
vidualized home-based services using various skills training methods with
families in abuse or neglect. Improvements in parent-identified goals and reduced
reabuse rates relative to comparison cases have been reported (Lutzker & Rice,
1987), but maintenance of reduced rates has not always been found (Wesch &
Lutzker, 1991). Lutzker and Campbell (1994) nicely articulate the collective evi
dence supporting the use of structured assessment and training procedures to
modify individualized concerns related to abuse or neglect (e.g., environmental
hazards, child illnesses). Recent applications of Project 12-Ways highlight the
variability in family outcomes following training. One case in which multiple tar
gets reflecting diverse parenting skills and a few child behaviors (e.g., positive and
negative response, play) responded well to specialized in-home training, but an
other case was only minimally successful (Greene , Norman, Searle, Daniels, &
Lubeck, 1995). A significant asset of this approach is the use of objective behavior
measures designed to facilitate training and evaluation.

An extension of this program, Project SafeCare, provides specific services to
families with young children (birth to age 5) adjudicated or at-risk for abuse or ne
glect (e.g., health and physical care , safety and accident prevention, parent-child
relationships). Initial reports have evaluated the efficacy of using videotaped
training or in-home counselors to identify and modify environmental and health
related risks (Taub, Kessler, & Lutzker, 1995) and to promote positive parent-child
interactions (Bigelow, Kessler, & Lutzker, 1995). These programs are noteworthy
for their content validity based on questionnaires sent to and completed by ex
perts , the simplified checklist format of specific parental behaviors, and the use of
training routines that promote behavioral competence. A strong emphasis of the
program is its evaluation of the observations of both child (e.g., smiling, verbal,
imitations) and parent behavior (e.g., looking, touch, play) that are likely to en
hance the quality of family interactions. Home visiting programs may help to tar
get children's development and parental functioning and competencies (see Wasik
& Roberts , 1994; Wolfe, 1994).

Intervention studies in the area of neglect [e.g., DePanfilis, 1996) emphasize
primarily the role of parental functioning and involvement (e.g., Gaudin, 1993;
Gaudin et al., 1991). In one of the few family-based intervention studies, Gaudin
and colleagues (1991) found that case management and advocacy services (mobi
lization of informal social networks) was more effective than traditional casework
on specific (parenting attitudes) and global (worker ratings) measures, although
there was a high attrition rate. Such work has suggested the importance of using
only a few primary providers who work with the family over a long period oftime.
Only a few of these programs seemed to offer specific services to children,
primarily through therapeutic day care, with some services available in multiser
vice models (e.g., support groups, behavioral skills training), similar to Project 12
Ways (Crittenden, 1996). Day-care programs that include several child and parent
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services report improvements for most child participants upon discharge (Stehno,
1984; Miller & Whittaker, 1988).

Comments and Critique

A few conclusions seem warranted based on this brief review. It is clear that
these treatment programs have different theoretical approaches and therapeutic
foci, and incorporate diverse content. Many studies, though, emphasize training in
cognitive-behavioral skills or techniques (e.g., Berliner & Saunders, 1995; Cohen
& Mannarino, 1996). Moreover, the cases targeted both across and within treat
ment programs vary widely in age and developmental status, which may influence
the degree of improvement achieved by each child. Finally, studies vary by format
(individual, group, family), although few direct comparisons of different treat
ments have been conducted. The findings reported in recent experimental stud
ies support those of prior reports in documenting clinical improvements following
treatment and, in some cases, in follow-up.

Studies that compare alternative treatments in sexual abuse have revealed
fewer group differences beyond the effects of group GBT (Berliner & Saunders,
1995) or family/network meetings alone (Hyde et al., 1995). Besides some evi
dence for treatment differences in the area of physical abuse and neglect (Brunk et
al., 1987; Wolfe et al., 1988), few such studies have been conducted in these and
other areas . Most programs have been directed toward preschoolers (Gulp, Heide,
& Richardson, 1987; Gulp et al., 1991; Davis & Fantuzzo, 1989; Fantuzzo et al.,
1988). Studies of services provided directly to older children and adolescents are
needed to determine if the programs minimize the effects of maltreatment or risk
for another incident (Finkelhor & Berliner, 1995; Kolko, 1996a; Oates & Bross,
1995; Wolfe, 1994). In the other areas, there is little recent literature on the impact
of treatment specifically on child victims of neglect or exposure to family vio
lence, or on adult offenders; this precludes any summary of findings and implica
tions on the role of treatment for each participant. Further development of
research needed on the treatment of child abuse and neglect is discussed in the
following section.

CLINICAL CONSIDERATIONS

Comprehensive Psychosocial/Clinical Evaluation

There is increased recognition of the need to conduct an adequate clinical
evaluation in this area. Given much diversity in the symptom pictures of abused
children and their parents, an effort should be made to conduct a careful, com
prehensive, intake evaluation that incorporates multiple domains of functioning
(e.g., behavior, social) , informants (e.g., child, parent, siblings), and methods (e.g.,
interviews, checklists, observations). Various aspects of child and parent func
tioning, or competence (e.g., child symptoms, parental mood state), and the fam
ily environment (e.g., caretaking routines, stimulation, activities), including areas
of personal and family resources (Azar & Wolfe, 1989), deserve evaluation because
of their relationship to abuse or neglect. Several innovative and specialized as-
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sessment measures are available (Hansen & MacMillan, 1990). Helpful guidelines
for conducting a clinical evaluation of relevant symptoms and disorders can be
found in Chaffin , Bonner, Worley & Lawson (1996).

The evaluation has implications for the types of therapeutic problems that
need to be pursued at different levels (e.g., child, parent, family). Problems such as
excessive child misbehavior, heightened parental anger, and/or family stress may
place the child at increased risk for reabuse, interfere with successful social adjust
ment, and/or increase personal distress . Certainly, interventions aimed at both pro
moting a prosocial repertoire and minimizing the psychological sequelae of abusive
behavior can be selected only if each family 's idiosyncratic characteristics and re
lational style are considered in this formulation (Graziano & Mills, 1992).

Because diverse forms of maladjustment have been documented among
abused children and their families, a understanding of the child's and family's
strengths is an important therapeutic prerequisite. Issues for consideration in a
comprehensive clinical evaluation include the nature and extent of the child's
level of adjustment, social support and family functioning, and potential resources
or compensatory skills (Azar & Wolfe, 1989; Kolko, 1996a).

Goals and Targets

Even with the accumulation of clinical data, the development of a construc
tive formulation of the case and the identification of realistic, individualized goals
remains a complicated task. One primary consideration in articulating these goals
is how to balance the child's needs with those of the family, and how strongly to
focus on individuals or on the family system. Although children's needs and vul
nerabilities are often addressed in initial evaluations of risk status, they seem to
receive less follow-up attention once service options are reviewed. In fact, it may
seem at times that greater attention is paid to goals related to the containment (pre
vention) of reabuse than to treatment of the sequelae of abuse and improving the
quality of life (Baglow,1992). The initial emphasis on containment and protection
is understandable, but adequate intervention services that focus on environmental
risk factors and psychological reactions to abusive caretaking are equally im
portant (Graziano & Mills , 1992). Potential targets for child-focused intervention
include health promotion, social and developmental stimulation, behavior man
agement, and education (ef. , Mannarino & Cohen, 1990). Potential targets for par
ents include parent management skill; individual counseling for problems with
anger, drug abuse, depression, and self-control; developmental knowledge; and
social support. Regardless of the specific nature of the goals selected, there should
be a balance between the focus on negative or deviant behavior and that on per
sonal competencies or strengths. This dual focus seems justified, given findings
that implicate both behavioral deficiencies and excesses .

Participants, Settings, and System Linkages

Among the other parameters of treatment to be considered are the potential
participants and the settings in which services are to be delivered. There is mini
mal evidence regarding the relative advantages of certain treatment formats and
the impact of having different individuals included in treatment. Whereas some
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studies have targeted either children or parents, several have targeted children and
parents in parallel services (e.g.,Cohen & Manarino, 1996; Kolko, 1996b) or the en
tire family in coordinated services (Brunk et al., 1987; Hyde, Bentovin, & Monck,
1995; Lutzker, 1990). These considerations may influence greatly the types of ser
vices and approaches selected for use and their likelihood of success.

In addition, one must appreciate the relationship between treatment and
other aspects of the systemic response to an individual case. For example, the na
ture of the integration of the mental health service with the overall range of ser
vices (e.g., legal/criminal, social services) is often difficult to describe or evaluate.
The role of case management services and accountability are two issues that could
be emphasized in this context. Issues include system obstacles or conflicts, the re
lationship between court mandate and treatment participation, and the level of
communication among all systems. Finally, one would hope that these develop
ments occur in the context of a well-coordinated service system that can effi
ciently and sensitively help children and their families to make contact with and
profit from therapeutic resources. As outlined by Baglow (1992), a cooperative
framework is needed to facilitate cross-agency collaboration in the identification
of case management priorities, and the prevention of casework breakdown (e.g.,
therapy vs. containment, monitoring of intervention).

OPPORTUNITIES FOR CLINICAL-RESEARCH INTEGRATION

Models

In the sexual abuse area, conceptual and therapeutic models have provided
clinical guidelines for the treatment of child and adult victims that integrate treat
ment stages incorporating the concepts of trauma, treatment, and recovery (Lebo
witz, Harvey, & Herman, 1993). Clinical strategies associated with these concepts
are being developed to provide abuse-specific treatments and they deserve both
elaboration and empirical examination. This is illustrated by the work of Cohen
and Mannarino (1993) whose cognitive-behavioral approach to the parallel indi
vidual treatment of preschool sexual abuse victims and their parents targets both
the symptoms commonly observed in these participants and relevant clinical is
sues for children (e.g., safety, assertion, ambivalence) and parents (attributions,
support, child management). Group treatment models have also generated specific
techniques to enhance cohesion, coping, expression, and support (Zaidi & Gutier
rez-Kovner, 1995) and the integration of skills training (e.g., relaxation, social
skills), psychotherapy [e.g., feeling recognition, peer relations), and education
(e.g., sexuality, self-protection) with sexual abuse victims (Lindon & Nourse,
1994). Documentation of the usefulness of these methods is necessary to facilitate
their judicious application.

Developments in family therapy also require greater technical and applied
evaluation (Roesler, Savin. & Grozs, 1993), especially in terms of its hypothesized
advantages for discussing traumatic experiences and conducting systemic work
incorporating offenders (Greenspun, 1994). Indeed, other approaches have inte
grated specific procedures based on the effects of sexual abuse in children (e.g., at
tachment, behavioral and emotional regulation, self-concept) at the individual
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(e.g., play treatment), group (e.g., didactics), and family level (e.g., goal attain
ment) (Friedrich, 1996; see p.116), with methods to enhance the process of treat
ment with adolescents and their families (Chaffin et al., 1996).

In contrast, few models have been proposed to guide treatment in other areas.
For example, interventions for physical abuse based on the social-situational
model have generally emphasized parent training in the use of nonviolent disci
plinary skills, anger control and stress management, and contingency management
(Azar & Siegel, 1990; Kolka, 1996a; Wolfe & Wekerle, 1993) and other concurrent
clinical or support services (e.g., self-help groups , child development informa
tion). Such interventions may both promote a prosocial repertoire and minimize
the psychological sequelae of abusive behavior. Given the complexities inherent
in most cases of abuse, it is suggested that parent-directed methods to eliminate
abusive behavior be supplemented with evaluation, education, treatment, and fol
low-up of abused children to promote their social-psychological development
(Graziano & Mills , 1992) . Recent work using Parent-Child Interaction Training
(PCIT) has been advocated for clinical application in the treatment of physical
abuse (Urquiza & Bodiford-McNeil, 1996). PCIT may help parents develop more
positive relationships with their children and learn appropriate parenting tech
niques through ongoing coaching efforts during observed interactions in various
stages in the treatment process (e.g., assessment, training of behavioral play and
discipline skills, booster sessions).

The ecological model is an alternative approach that views physical abuse
from a systemic perspective and seeks to address various child (e.g., feelings), par
ent (e.g., poor empathy, physical punishment) and/or family issues [e.g., role re
versal), emphasizing the interrelationships among individual, family, and social
support factors (e.g., family communication, extra familial contacts; Belsky, 1993).
Multisystemic Therapy (Henggeler & Borduin, 1990) is one approach that can ad
dress several targets in different domains by providing individualized, family
based services conducted in the home and community. Recent empirical studies
support the efficacy of such applications with various adolescent offender popu
lations (Henggeler, 1994).

Models used to guide treatment applications with neglectful families have
been based on social learning and behavioral principles (Lutzker & Campbell,
1994), and the role of social support and social network development (DePanfilis,
1996; Gaudin, 1993a, b). These models generally speak to the need to target mul
tiple aspects of the family environment in an effort to enhance child, parent, and
family functioning (see Oates et al. , 1995; Wasik & Roberts , 1994). Far less work
has been conducted in the area of psychological maltreatment or neglect, although
some conceptualizations have been developed (e.g., Brassard, Germain, & Hart,
1987; Erickson, 1988). Unfortunately, few reports of treatment studies have been
made based on either of these approaches or on any other conceptual framework.

Bullying in school (American Psychological Association [APA], 1993; Far
rington, 1993; Olweus (1993a,b) and ritual abuse (Faller, 1994) are among some of
the other less well studied and understood forms of victimization for which chil
dren may receive intervention services. Efforts to minimize the extent and sever
ity of bullying have been made successfully by using a school-based program that
incorporates complementary modalities (e.g., teaching training, classroom man
agement). Specialized intervention models or treatments for ritualistic abuse have
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not yet been reported and, as a consequence, formal outcome studies have yet to
appear in this area (see Kelley, 1996).

Methods for Evaluation

Empirical Case Evaluation and Replication

The greater use of empirical designs that permit clearer understanding of the
effects of a intervention is important. Evaluation studies that address issues of in
ternal and external validity, and experimental control, and that are prospective in
format, are clearly needed. In general, experimental and statistical methods are
needed to increase confidence in our conclusions and to rule out alternative, more
parsimonious explanations of outcome. If the role of a child or parent treatment/
intervention is to be carefully evaluated, studies should use such features as mul
tiple measures, informants, and methods (multitrait-multimethod); multivariate
analyses; repeated measures; control or comparison groups; and/or formal follow
up evaluations (e.g., Berliner & Saunders, 1995; Cohen & Mannarino, 1996). Evi
dence of this nature would encourage an understanding of the key ingredients of
intervention with this population. Several helpful sources identify issues for con
sideration in psychotherapy trials and outcome studies (see Beutler, 1993; Kazdin,
1993; Pilkonis, 1993).

At the same time, the demands incurred in designing, conducting, and com
pleting an experimental study of treatment often exceed available resources, espe
cially those present in agency or private practitioner settings. Short of implementing
something as complex as a clinical trial, data collection from several individual
cases treated and assessed in a standardized manner may prove helpful. The clini
cal replication series, for example, is useful in evaluating the effectiveness and lim
itations of a given treatment when pre/post information can be obtained on several
cases receiving the treatment (see Kazdin, 1993). A set of accumulated cases pos
sessing such data will highlight the overall efficacy of a intervention approach and
variations found in individual cases.

There is little information about the comparative effectiveness of treatments
that differ in format, such as the manner in which children are integrated into
intervention (e.g., individual child, separate child and parent training, family ther
apy), clinical site (community systems vs. home vs. clinic), single vs. multicom
ponent interventions, and the timing or sequence of intervention components
(e.g., how interventions are tailored to children's developmental stages). Different
interventions should be studied in order to elaborate on findings showing that cer
tain outcomes are associated with specific parent training methods (e.g., improved
problem solving and/or parent-child relationships with family-directed therapy;
Brunk et al., 1987). Other methodologic and clinical advances are needed to eval
uate the impact of intervention on family functioning (e.g., Willet et al., 1991).

Systematic and Ongoing Assessment of Treatment Progress

Kazdin (1993) has advocated the routine and ongoing assessment ofindivid
ual cases as a means to develop more definitive observations regarding treatment
course and outcome. Systematic assessment of client response may permit opera-
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tionalization of treatment goals, enhance information-gathering, provide more op
portunities to examine change and improve client care, and facilitate accurate de
cision making. Obtained throughout treatment, such information may help
practitioners better understand a client's response to treatment and identify the
presence of clinical obstacles to improvement. Such "clinical course" measures
have the potential to flag, early in treatment, threats to a child's welfare or deteri
orating family conditions that may require alternative interventions and child pro
tection/safety plans. Systematic evaluation in clinical practice has been useful in
determining differences among violent families in their response to preventive in
tervention based on monthly therapists ' ratings of family functioning (Ayoub, Wil
lett, & Robinson, 1992 ; Willett et aI., 1991) and differences among physically
abusive families based on weekly child and parent ratings (Kolko, 1996b). Fami
lies characterized by problems of violence and high levels of distressed parenting
were least likely to improve during intervention compared to other families and
actually showed consistently negative changes that reflected a deterioration in
functioning.

Measurement and Assessment

Abuse History and Status

Progress has been made in documenting the functional context and parameters
of abusive interactions (e.g., frequency, severity, chronicity, situational context) (see
Barnett , Manly, & Cicchetti , 1993). Delineation of the reliability and validity of struc
tured case record measures and interviews deserves greater clinical attention to eval
uate the overall utility of these coding systems. For example, clinical practitioners
could evaluate the accuracy of judgments of cases perceived to be at "low" vs.
"high" risk of reabuse, especially among those cases that receive rapid closure fol
lowing intake. Other instruments , such as the Abuse Dimensions Inventory (ADI;
Chaffin, Wherry, Newlin, Crutchfield, & Dykman, 1997), Brief Assessment of Trau
matic Events (BATE; Lipovsky, 1992), and Survey of Exposure to Community Vio
lence (Richters & Saltzman, 1990) seem to capture helpful descriptive characteristics
of an abusive experience, but merit further clinical and empirical testing. Regardless
of the instrument used, development of operational criteria would encourage depic
tion of the severity of the sample and permit cross-study comparisons.

Clinical Symptoms/Status

One of the primary directions for evaluation efforts is the need to enhance the
assessment/measurement process by selecting measures with a clear tie to the con
structs of interest. When these issues are addressed, measures should possess pop
ulation sensitivity (clear tie to unique features of sample, including developmental
level) and/or therapeutic specificity (clear tie to treatment procedures), be psycho
metrically sound, and permit replication across studies (e.g., Trauma Symptom
Checklist for Children [TSC-C]; Briere, 1996). The scope of assessment and follow
up could be expanded to include more information on the effects of treatment on
child and family functioning (e.g., suicidality, aggression , peer relations), and de
velopment of psychiatric disorders, re-abuse rates , and family integrity.
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For example, measures can be suggested for the following areas that represent
common domains of clinical assessment: (1) aggression/antisocial behavior: Child
Behavior Checklist (CBCL), Interview for Antisocial Behavior (lAB; Kazdin & Es
veldt-Dawson, 1986), and Parent Daily Report (PDR; Chamberlain & Reid, 1987);
(2) family violence: Conflict Tactics Scales (CTS; Straus, 1990); (3) attributions and
distortions: Children's Negative Cognitive Error Questionnaire (CNCEQ; Leiten
berg et al., 1986), and Parent Opinion Questionnaire (PDQ; Azar et al., 1984); (4)
Stress and Anger: Parenting Stress Inventory (PSI,Form 5; Abidin, 1983); (5) Risk
for child abuse and maltreatment: Child Abuse Potential Inventory (CAPI; Milner,
1986) and Caseworker Ratings of Maltreatment Risk Status (Wolfe et al., 1988); (6)
treatment utility/acceptability: Goal Attainment Scaling (GAS; Brunk et al., 1987),
Treatment Evaluation Inventory (TEl; Kazdin et al., 1987), Child Evaluation In
ventory (CEI; Kazdin et al., 1987), and Consumer Satisfaction Questionnaire (see
Kolko, 1995). Other suggestions for clinical assessment measures in this area can
be found elsewhere (Rittner & Wodarski, 1995).

Adjustment and Functional Impairment

Measures to document the cognitive-behavioral skills (competencies) targeted
by training and prosocial or adaptive behaviors that may facilitate coping are also
needed to evaluate the overall effects of treatment, as reflected in the following do
mains: (1) child behavior management and disciplinary skills: Knowledge of Be
havioral Principles as Applied to Children (KOBPAC; O'Dell, Tarler-Benlolo, &
Flinn, 1979), Child Rearing Interview (CRI; Stouthamer-Loeber & Loeber, 1985),
and Parent Behavior Inventory-s-Child Version (PBI; Crook, Raskin, & Elliot, 1981);
(2) parent-child interaction: Structured Clinical Observation System (SCOS;
Budd, Riner, & Brockman, 1983), and (3) child/family functioning and adjustment:
Home Environment Questionnaire (HEQ; Laing & Sines, 1982).

Service Delivery and Treatment Integrity

There are other forms of intervention in which examination is of clinical rel
evance because of their potential impact on both short- and long-term outcome.
An interesting survey by Berliner and Conte (1995) interviewed child victims and
their parents regarding the effects of disclosure and intervention. The study re
ported several important findings : (1) children most often told their mothers about
the abuse (48%) and said it is good to tell (97%); (2)children's perceptions of pro
fessional treatment were generally positive; (3) adverse family experiences were
associated with the perceived level of distress experienced by the child as rated by
parents; (4) children saw as helpful counselors who showed understanding, con
cern, and sincerity. These findings suggest that children are influenced by the
ways in which they are evaluated and treated, and that they benefit from the pro
fessional contacts they receive in the aftermath of abuse. Such findings are in ac
cord with evidence showing that children who testified once in juvenile court
have shown symptom improvements relative to those who have not testified (Run
yart, Everson, Edelsohn, Hunter, & Coulter, 1988). Runyan et al. (1988) also found
that children who are placed outside the home may show higher levels of distress
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initially than those who remain in the home, but they may later exhibit compara
ble levels of improvement.

Few studies have reported information about treatment integrity, attrition
and treatment removal, but virtually all devote at least some attention to enhanc
ing engagement with the child. Treatment integrity has been established for cer
tain CBT protocols for sexual abused (Cohen & Mannarino, 1996) and physically
abused children [Kolko, 1996b). but deserves greater consideration in future re
search because of its potential impact on clinical outcome. For those studies re
porting other details , low levels of attrition and removal have been found with
sexual abuse (22% ; Cohen & Mannarino, 1996), physical abuse (23%; Kolko,
1996b), and exposed children (10%; Wagar & Rodway, 1995), which may account
for somewhat heightened consumer satisfaction. Engagement strategies have been
incorporated in some studies to promote peer cohesion in group therapy (Sinclair
et al ., 1995 ; Stauffer & Deblinger, 1996) and to enhance rapport and the thera
peutic relationship during individual or family therapy (Brunk et al. , 1987; Wolfe
et al., 1988) . Just how these methods work and which ones work best would be of
clinical import.

Monitoring of Treatment Course and Response

Families recommended for services following investigation may struggle as
much in handling the investigation experience as they do the sequelae of the
abuse incident, although the react ions to both experiences may be exacerbated by
the lack of a supportive process of referral for intervention. The presence of vari
ous problems at the individual and family level, not to mention social insularity
and limited resources, may minimize the potential to participate actively in treat
ment and benefit from intervention. This may encourage the use of methods to
monitor the family's initial reaction and response to treatment.

Clinical (high-risk) indicators. One of the few comparisons of initial re
sponse to alternative interventions that included children as participants during
treatment was recently reported by Kolka (1996b). Weekly reports of high-risk in
dicators were obtained from physically abused. school-aged children and their
parents or guardians who were randomly assigned to Individual Child and Parent
Cognitive-Behavioral Treatment (CBT) or Family Therapy (FT). The measures ,
consisting of parental anger and physical discipline/force. and family problems,
were obtained each weekly session in order to monitor the course of treatment.
These reports showed moderate stability over time and parent-child correspon
dence. The overall levels of parental anger and physical discipline/force were
found to be lower in CBTthan FT families , though each group showed a reduction
on these items from the early to late treatment sessions. Equally important, be
tween 20% and 23% of all children and their parents independently reported high
levels of physical discipline/force during the early and late phases of treatment,
although few incidents seemed to result in injuries . and an even higher percentage
of cases reported heightened parental anger and family problems. Early treatment
reports from both sets of informants predicted late period reports, but only parent
reports were related to validity measures.
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These findings suggest some benefit to routine monitoring of clinical course
during intervention, especially in the identification of cases at risk of re-abuse,
and the need to be prepared to respond to incidents of physical punishment. The
study is limited by the small number of self-report items used to reflect high-risk
behavior in the home. However, by identifying families exhibiting high levels of
coercive behavior, treatment course data may help in understanding the hetero
geneity of abusive families , document the need for individualized interventions
(Ayoub et al., 1992; Willett et al ., 1991), assist in targeting contextual problems
and guide decisions about the level of protection afforded to children or priorities
for additional services (Daro, 1993; Toth & Cicchetti, 1993), or identify predictors
of poor prognosis. Repeated assessment of high-risk clinical indicators of child
and family dysfunction may help to monitor the immediate effects of, and recep
tivity to, intervention with physically abusive families (Ayoub et al., 1992; Kazdin,
1993). As few studies have described treatment course in physical abuse or other
areas, further development of clinical measures of parent-child adjustment that
can efficiently document therapeutic response seems warranted.

Adherence and treatment process. Across all types of intervention studies,
problems with engagement, compliance, and dropout have been reported among
abusive or neglectful families (Cohn & Daro, 1987). Lower rates of clinic atten
dance have been found in maltreating than nonmaltreating families ; this may be
influenced by certain procedures (e.g., court ordering of treatment, child removal)
(Warner, Malinosky-Rummell, Ellis , & Hansen, 1990). Malinosky-Rummell et al.
(1991), for example, also reported a 38% no-show rate at home, a 66% clinic no
show rate, and a 36% dropout rate among 45 families . Physical abuse was noted
during treatment in 23% of the cases and case reopening by child protective ser
vices (CPS) workers occurred in 21% of the cases. In the general literature, high
rates of recidivism during treatment (about one-third; Cohn & Daro, 1987) and af
ter treatment (30-47%; Daro, 1988) have been reported. These and other obstacles
to successful resolution of family conflict provide a significant challenge for reso
lution to both researchers and to the practitioners.

Efforts to enhance treatment adherence are especially relevant given the low
rates of attendance found in maltreating families. In their survey of professionals,
Hansen and Warner (1994) report average rates of attendance and homework com
pletion of 84% and 64%. respectively. and several predictors of good attendance
(e.g., educational level of parent, experience treating maltreatment, home site) and
completion (e.g., education and low age of parent, home site). Certain procedures
were reported to be the most effective in improving attendance (e.g.• praise, tangi
ble rewards), while in-session practice worked best to improve homework com
pletion. These and other suggestions for enhancing participation lend themselves
to clinical testing (e.g., rapid establishment ofthe first contact, conducting certain
sessions in the family 's home. showing sensitivity to the child's developmental
level and sociocultural background). Attention to therapeutic process is also im
portant, but rarely evaluated. For example. evidence indicating that maltreated
adolescents who failed to develop positive therapeutic alliances with their thera
pists tended to show poorest outcome in a hospitalized sample should encourage
more formal assessment of initial treatment relationships (Eltz, Shirk. & Sarlin,
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1995). Certainly, greater attention to treatment participation should enhance both
acquisition and program maintenance.

Maintenance and Follow-up

Once clients complete treatment and are discharged, the assessment of fol
low-up becomes an important concern. Maintenance of treatment gains has been
reported for internalizing symptoms, avoidance, dissociation, and/or sexual be
havior in some sexually abused children [Hack, Osachuk, & De Luca, 1994; Lank
tree & Briere, 1995 ; Stauffer & Deblinger, 1996) and for child behavior problems
in physically abused children [Wolfe et al., 1988). However, other program evalu
ation findings highlight the continuity of child and family problems following ser
vices (Daro, 1988). Indeed, some intervention studies have shown limited
evidence for maintenance of gains (e.g., Lutzker, 1990; Wolfe et al., 1988). The ma
jority of treatment studies do not examine the maintenance of improvements at
follow-up (Finkelhor & Berliner, 1995; Kolko, 1996b).

Much work still needs to be done to promote the development and applica
tion of psychosocial interventions directed at multiple risk factors for abuse (Na
tional Academy of Sciences, 1993). Whether treated children continue to
experience improvements in the issues at referral and other clinical symptoms
cannot be determined at this point. Such data are necessary to document the rela
tionship between treatment outcome and both follow-up status and recidivism.
Modest rates of recidivism have been reported by follow-up studies of maltreated
children and youth referred to a inpatient assessment program (Levy, Markovic,
Chaudhry, Ahart, & Torres , 1995) or the court (16%; Jellinek et al. , 1995), high
lighting the importance of tracking children and using assessment information to
guide treatment and placement decisions. Thus, collection of follow-up informa
tion is an important aspect of evaluating the impact of services. Additional atten
tion should be paid to the collection of follow-up reports and official child abuse
records, use of repeated measures analyses and appropriate statistical tests , and
extension of alternative treatment procedures. Comparative outcome studies that
report follow-up information are clearly needed to identify the influence of treat
ment well after treatment has ended, both on measures of clinical status and ad
justment, and on risk for re-abuse (e.g., Fantuzzo et al., 1988). Follow-up services
may be a necessary extension of intervention. An examination of therapeutic
methods, then, should help promote greater stability of improvements [e.g.,
"check-ups," service calls). This consideration gains importance given that the
greatest risk of recidivism probably occurs during the first two years following
program discharge (Levy et al., 1995).

SUMMARY

This chapter has identified several areas of clinical interest and involvement in
working with abusive and neglectful families that deserve further empirical atten
tion. In general, much more work should be directed toward understanding the im
pact and role of treatment with children who have been exposed to physical or
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psychological maltreatment, domestic or family violence, and neglect, and offend
ers of the latter three categories of maltreatment, given the dearth of studies in these
areas. The clinical benefits and limitations of alternative interventions could be
evaluated using existing assessments, and examining treatment process and course,
including patient-therapist relationships and treatment credibility, clinical out
comes relating to child adjustment, and risk for re-abuse. Various services make up
a continuum of care ranging from minimal outpatient visits to intensive treatment
in different contexts or settings (community vs. home vs. clinic). These include
abuse-specific vs. general treatment programs, skills training and experiential
methods, individual vs. family therapy approaches, and special parallel or com
bined programs for children and their parents/families (Cohen & Mannarino, 1996;
Hyde et al., 1995; Kolko, 1996b). Treatment approaches would benefit from infor
mation regarding the relative impact of treating the sequelae of abuse (e.g., psycho
logical reactions to an abusive experience) and targeting environmental risk factors
(e.g., dysfunctional caretaking or family interactions) (Grazianno & Mills, 1992).

Even with the broad array of measures reported in the literature, it is impor
tant to consider collecting information from both children and parents, as well as
other sources such as teachers , clinicians, or archival records (Cohen & Mannar
ino, 1996; Hyde et al., 1995; Jaffe et al. , 1988; Kolko, 1996b; Sinclair et al. , 1995).
The development of new measures related to the sequelae of abuse and neglect
seems warranted, especially those that reflect the child's perception of the abusive
experience. Outcome measures or measures that evaluate the targets of interven
tion may help to identify children's adjustment in its developmental context (e.g.,
medical status, social and developmental stimulation, behavior management, and
education (see Mannarino & Cohen, 1990). Measures of service delivery and con
sumer satisfaction are likewise important in order to document client impressions
of abuse-specific services (Cohen & Mannarino, 1996; Friedrich et al. , 1992; Hyde
et al., 1995; Stauffer & Deblinger, 1996).

Related to these issues, more progress is needed in evaluating how treatment
obstacles and parameters may influence process and course (e.g., cognitive limita
tions, chronic stress, substance abuse, family discord, limited financial and social
resources, resistance/poor motivation, coercion, frequent attrition, positive orien
tation to treatment). High rates of recidivism are common both during (about one
third; Cohn & Daro, 1987) and after treatment (30-47%; Daro, 1988), suggesting
the importance of monitoring and modifying high-risk behaviors during treatment
related to sexual abuse (Cohen & Mannarino, 1996) and physical abuse (Kolko,
1996a). Certain variables have been found to moderate the impact of sexual abuse
(e.g., sex of victim, and that of perpetrator, relationship to victim, support follow
ing incident, parental depression); these and other variables, such as parental
functioning in cases of physical abuse (Haskett, Myers, Pirrello, & Dombalis, 1995)
may affect children's subsequent adjustment, and they deserve empirical study.
Moreover, client reactions to and progress during treatment may influence service
participation and impact. Studies are needed to determine how these variables
mediate therapeutic efficacy. The integration of research methods in the develop
ment and extension of clinical intervention is a necessary step toward enhancing
both the delivery and the effectiveness of treatment services to victims and of
fenders in child abuse and neglect.
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Parent Training with
Low-Income Families
Promoting Parental Engagement

through a Collaborative Approach

CAROLYN WEBSTER-STRAITON

Children from certain types of families are at particularly high risk for developing
conduct disorders (CD): namely, families characterized by factors such as low
income, low educational level, high levels of stress, single-parent status, lack of sup
port, and a history of ongoing depression, criminal activity, substance abuse , or psy
chiatric illness (Farrington, 1992). Children whose parents' discipline approaches
are inconsistent and erratic and who are physically abusive, highly critical, or lack
ing in warmth (Patterson, Capaldi, & Bank, 1991; Patterson, Stouthammer-Loeber,
1984; Reid, Taplin, & Loeber, 1981) are also at high risk for conduct disorder, as are
children whose parents are disengaged from their children's school experiences and
provide little instruction for prosocial behavior (for review, see Webster-Stratton,
1990). Moreover, the risk of a child developing conduct disorders seems to increase
exponentially with the child's exposure to each additional risk factor (Coie et al. ,
1993; Rutter, 1980).

Head Start is a federally funded preschool program available to children whose
parents are receiving welfare. This group of economically disadvantaged preschool
children may be characterized as having increased risk for developing conduct dis
orders because so many risk factors are present at higher than average rates in this
population. In a recent study of more than 500 Head Start families in the Seattle
area , we found that over 74% of the sample had four or more of the risk factors
noted above (Webster-Stratton, 1995). Approximately 42% of the mothers were in
the high range for harsh, critical discipline as measured by independent observers.
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Consistent with what might have been predicted from these findings, 35% of the
children were above the established cutoff point for conduct problems, falling in the
clinical range according to the Achenbach Child Behavior Checklist (Achenbach &
Edelbrock, 1991). Other larger scale investigations have also indicated that eco
nomically deprived children are at increased risk for mental health problems (Belle,
1990; Goldberg, Roghmann, Mcinerny, & Burke, 1984). Goldberg and colleagues
(1984) demonstrated that children receiving Medicaid benefits had almost twice as
many behavior problems when compared with children from more advantaged en
vironments. Unfortunately, reports indicate that fewer than 66% of disadvantaged
children who are in need ever receive services (Saxe, Cross, & Silverman, Batchelor,
& Dougherty, 1987) and only 20% receive adequate treatment.

While not all the risk factors for conduct disorders are amenable to intervention
(e.g., economic status or parental history of substance abuse), risk factors such as
lack of parenting skills, lack of support networks, and lack of school involvement
are; to reverse these risk factors is to build up protective factors which may help
buffer some of the adverse effects of poverty and its accompanying stressors . The po
tential for addressing these factors through parent training programs suggests that
parent training would be a highly useful intervention with Head Start families. How
ever, despite Head Start's founding philosophy of strong parent involvement (Zigler
& Styfco, 1993), there have been few studies examining the benefits of adding a com
prehensive parent training intervention to Head Start's child-focused program.

INTERVENTION WITH LOW-INCOME FAMILIES

The parent training literature has suggested that parent training is less effec
tive with disadvantaged parents-particularly low-income single mothers-who
have been described by Wahler (1980) as "insular" and "multiply entrapped. " It
also has been reported that recruitment rates for parent training interventions with
low-income families of children with conduct problems are low, especially if there
is an evaluation component (Spoth & Redmond, 1995). This population has often
been reported to be the most likely to drop out of treatment (Bernal, 1984; Eyberg
& Johnson, 1974), and more likely to relapse or to fail to make clinically significant
improvements following treatment or to maintain treatment effects over time (Du
mas & Wahler, 1983). Such families have been described as unmotivated, resistant,
unreliable, disengaged, chaotic, in denial, disorganized, uncaring, dysfunctional,
and unlikely candidates for this kind of treatment-in short, unreachable. How
ever, these families might well describe traditional clinic-based programs as "un
reachable." Clinical programs may be too far away from home, too expensive,
insensitive, distant, inflexible in terms of scheduling and content, foreign in terms
of language (literally or figuratively), blaming or critical of their lifestyle. A cost
benefit analysis would, in all likelihood, reveal that the costs to these clients of re
ceiving treatment far outweigh the potential benefits-even though they do
genuinely want to do what is best for their children. Perhaps this population has
been "unreachable" not because of their own characteristics, but because of the
characteristics of the interventions they have been offered.

The paradox is that while on the one hand we decry the lack of efficacy of
therapy Ii.e., parent training) with economically disadvantaged families, we also
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maintain the belief that if we could just do more therapy focusing more broadly
[i.e., on family dysfunction and parental psychopathology), we would be more ef
fective . But the problem may not lie in the focus of the therapy (i.e., parenting
skills vs. family dynamics), but, rather, in the therapeutic model or approach
namely, a traditional clinic-based model of parent training. Before abandoning
parent training as an intervention with this population, we should examine alter
native models of parenting.

PARTNERS PARENT TRAINING

Recently we conducted a randomized study wherein we examined the effec
tiveness of an established theory-based parent training program (PARTNERS) as a
selective prevention intervention (Medicine, 1994) with a sample of 210 Head Start
parents and their 4-year-old children. The programs proven effectiveness as a clin
ical intervention for young children with identified conduct problems suggested its
potential as a community-based, early prevention program designed to enhance
family protective factors by strengthening parenting competence, fostering parents'
involvement in children's Head Start preschool experiences, and promoting social
support networks. Eight Head Start centers were randomly assigned to two condi
tions: (1) an experimental condition in which parents participated in the parent
training program (PARTNERS) as well as in the Head Start program, or (2) a control
condition in which parents participated only in the regular center-based Head Start
program (controls). Baseline assessments for all eight centers included teacher and
parent reports of child behavior as well as interviews and independent observa
tions of parent-child interactions in the home and child behavior in the classroom.
Home interviews lasted 2-3 hours and were carried out by warm, friendly women
who had extensive experience working with parents. In some cases the interview
ers were Head Start mothers who had shown natural leadership and caring inter
personal qualities. These interviews were followed by the home observations;
observers asked parents to do what they would normally do and to try to ignore
their presence. Post assessments at the end of the school year included parent and
teacher reports as well as independent observations in the home. Evaluation of
parental engagement included attendance, dropout rate, consumer satisfaction, and
percentage improvement in observable parenting behaviors.

Approximately 65% of the total enrollees in the four Head Start centers par
ticipated in the study. Of those assigned to the PARTNERS group, 88% attended
more than two-thirds ofthe sessions. Only 12% attended fewer than four sessions
or dropped out after attending the first session. Results of home observations by
independent raters indicated that PARTNERS mothers made significantly fewer
critical remarks, used less physically negative discipline, and were more posi
tive, appropriate, and consistent in their discipline style when compared with
control mothers. PARTNERS mothers perceived their family service workers as
more supportive than did control mothers; furthermore, teachers reported that
PARTNERS mothers were more involved in their children's education than con
trol mothers. In turn, PARTNERS children were observed at home to exhibit sig
nificantly fewer negative behaviors, less noncompliance, more positive affect,
and more prosocial behaviors than control children. Consumer satisfaction with
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the program was high, with 89% reporting "positive" to "very positive" overall
satisfaction, 91 % reporting they expected positive results , and 95% saying they
would "highly recommend" the program to others . More than 85% ofthe parents
in the intervention condition wanted the program to be longer and to continue
into the kindergarten year.

In a second analysis we sought to determine the clinical significance of the in
tervention (Schmaling & Jacobson, 1987) and the particular characteristics of the
families from the intervention condition who did not respond to the intervention.
This question was of interest not only for the sake of evaluating our intervention,
but also in light of the current debate regarding this population. Results indicated
that for PARTNERS mothers, 71% showed a 30% reduction in critical statements,
whereas 29% were categorized as nonresponders. Of the mothers who were nonre
sponders, 40% reported a history of drug abuse as compared with 17% of mothers
categorized as responders. There was a trend (p < .06) for mother psychiatric illness
also to differentiate responders from nonresponders. Responses to the program
were not affected by educational level, minority status, depression level, number of
negative life events, amount of support or history of physical or sexual abuse.

In contrast to what the literature has reported about parent training programs
for disadvantaged families, the short-term results of this prevention program sug
gest that the intervention was successful in engaging at least two-thirds of the fam
ilies, as evidenced by the high level of recruitment, low parent dropout rate, high
percentage of families who made clinically significant improvements, and high
consumer satisfaction with training methods and content. Why did this program
succeed where others have failed? Because the content of this program is similar
to many others, we hypothesize that it was other aspects of the intervention-our
training model, our methods, our leadership style. or specific strategies-that con
tributed to the high level of parental engagement. To look at it a little differently,
rather than characteristics of the families being the reason for the failure of previ
ous interventions with low-income parents, we hypothesize that interventions
with this population (or any population) may fail when they lack certain critical
intervention characteristics that enable a family to remain engaged in a parent
training program and thereby benefit from it.

The remainder of this chapter will focus on a closer examination of what we
consider to be the critical features of the PARTNERS program by which we pro
moted parental engagement with this intervention program for this low-income
group of families . More details regarding the research results of the intervention
can be found elsewhere (Webster-Stratton, 1995).

Initial Steps to Promote Parental Engagement

Involving School Personnel and Parents in Planning

In launching the program. one key to attracting parents was the participation
of administrators, teachers, and Head Start staff who were committed to the pro
gram's goals and methods. Because the actual staff (teachers and family service
workers) at the Head Start centers were employed by school districts (although ad
ministered by Head Start), we felt that all levels of administrative support would
be essential to the ultimate success of the project.
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We began by developing an advisory steering committee consisting of Head
Start administrators, parent policy council representatives, teachers , family ser
vice workers, and parents. This committee's function was to provide advice con
cerning recruitment of families, assessment procedures , and relevant content for
the intervention. The committee also assisted in the important job of informing
and soliciting input from the principals and superintendents of the five school
districts where the Head Start centers were located. Shared participation in the
process of designing the recruitment, training and evaluation strategies would, we
believed, lead to shared ownership of the program and a commitment to its even
tual success.

The advisory committee conducted a series of focus groups with the separate
groups ofteachers, family service workers, and parents in order to define and pri
oritize their needs and goals, as well as to develop a recruitment plan, select sites
for the intervention, and agree upon a schedule and time line. In the first year, we
conducted a pilot parent group to evaluate the program's relevance and accept
ability to parents. This was followed by a series of workshops in which we pre
sented the pilot group's findings and showed how the PARTNERS program
meshed with their administrative and family goals and needs. Teachers and fam
ily service workers participated in mock parent groups so as to become familiar
with the program content, process, and methods. As a result, they were able to
serve as knowledgeable and enthusiastic recruiters for the program among Head
Start parents.

We chose to train the family service workers within the Head Start organiza
tion to be the parent group trainers because of their ongoing involvement with fam
ilies in the preschool setting during the week. About 30% of them had social work
degrees and the others had baccalaureate degrees in psychology or some other help
ing profession. Some of them had been Head Start parents themselves and had first
hand knowledge of what it is like to live on welfare. Since we felt it was important
for the group trainers to be as similar as possible to the parents in their cultural and
linguistic background, in the second year of the project we selected representative
parents to be trained as co-trainers to work alongside the family service workers.
We felt that if parents perceived the group trainers and co-leaders as similar to
themselves, their engagement with the program would be enhanced.

Encouraging Every Parent's Participation

The next step was to advertise the parenting program to all of the parents en
rolled in the Head Start centers that had been randomly chosen for the intervention
trial. We began this process in the spring when parents first indicated an interest in
Head Start. The family service workers and teachers described Head Start as a pro
gram not just for children, but also for parents. The PARTNERS program was de
scribed as part of the Head Start curriculum, and flyers were handed out describing
the content of PARTNERS. In the fall when families actually enrolled in Head Start,
further discussion of the parenting program took place during orientation meetings.
Parents who had participated in the pilot parent group attended these meetings and
told parents about their positive experiences with the PARTNERS program. They
also called parents who were reluctant to sign up and told them of their own initial
reluctance, reiterating the program's possible benefits .
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The program was offered in the centers as a "universal" intervention (i.e.• of
fered to all parents) because we felt that singling out parents on the basis of either
their increased risk factors or their child's negative behaviors would have a stig
matizing effect and therefore result in a low turnout. Although our ultimate goal
was to reduce conduct problems, we advertised the program in terms of school
success, for our focus groups had indicated that the majority of parents were in
terested in learning ways to promote their children's academic success.

Accessibility and Feasibility ofIntervention

Quality child care is essential in order for parents to be able to attend parent
training. In this case, child care was provided during the sessions for all children
of participating parents (not just the Head Start child) , organized largely by Head
Start teachers and parents who had been trained in our program. This was per
ceived as an added bonus of participating in the program because it gave parents
a much-appreciated break from child care. Where needed, we also provided fami
lies with transportation to and from parent groups.

Our goal was to offer the program in highly accessible locations (i.e., as close
as possible to where the parents were living and working) at convenient times.
Many of the Head Start centers did not have enough space to accommodate both a
parent training group and the accompanying child care for 10 to 40 children at a
time . We ended up holding sessions in schools, churches, and housing units.

Incentives

In addition to appealing to parents ' intrinsic motives , we also offered some
tangible benefits for participating in the program. Because baseline assessments
involved a considerable time commitment from parents-a 2- to 3-hour home in
terview and completion of many questionnaires-we offered a $30 payment (often
in the form of a voucher at a large department store) for completion of baseline as
sessments. In addition, if parents completed post-assessments at the end of the
year and had attended at least two-thirds of the sessions, we paid them an addi
tional $70. For each session missed, $10 was deducted from the final amount. Ini
tially, we used raffles and lotteries as motivators, but we stopped these when
feedback from parents indicated they felt it devalued their commitment to the
goals of the program. Instead, we substituted periodic surprise celebrations of par
ents' efforts as a group and for individuals mastering a particularly difficult skill.

Food at group meetings was an additional incentive-and not only as refresh
ment or a snack. For many parents it made the difference between attending or not
attending an evening group. For example, if a mother was picking up children
from day care at 5 P.M., she could not feed them and herself and make it to a 6 P.M.

meeting. By offering dinner at the meeting, we enabled them to come directly to
the meeting. Furthermore, husbands and partners were more likely to attend when
dinner was available. Thus offering dinner amounted to making the intervention
more feasible for these parents . Well-balanced dinners were offered to parents as
well as to their children. Parents participated in planning menus for groups and,
in some groups, a different parent took responsibility each week for purchasing
the food for the subsequent session (with funds provided). This rotation of re-
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sponsibility resulted in a pleasant variety in the type of food provided. Afternoon
sessions included substantial snacks of fruit, vegetables, and desserts.

At the end of the year we asked parents what motivated them to participate in
the program in the first place. Approximately 80% of the parents said they at
tended because they wanted "to learn more about parenting"; 26% of these were
concerned about particular behavior problems in their children and 17% said they
felt "out of control as a parent." Of the total group , 22% said they participated
specifically because they wanted to make new friends with other parents. Only
9.4% said they signed up because of the financial incentive. Ofthe parents , 95 .8%
said they would have participated even if they had not been given the financial
incentives.

Training Model

Parent Training as Collaborative

There are many competing parent intervention models , each with different
sets of assumptions about the cause of family problems, the role of the therapist
and the nature of the relationship between parent and therapist, and the level of
responsibility assumed by the parent and the therapist. In many-perhaps most
parent training programs, the model is hierarchical:The trainer's role is that of an
expert who is responsible for uncovering and interpreting past experiences and
family dynamics to the family. In such a model the parent's role is that of a rela
tively passive recipient of the trainer's knowledge and advice. In other models,
parents are to blame for their children's behavior; misbehavior is evidence that the
parent is unable to display effective parent skills and the trainer's role is to diag
nose and repair the parent's deficit.

Our training model for working with families is collaborative. In a collaborative
relationship, the trainer does not set him- or herself up as an "expert" dispensing ad
vice to parents about how they should parent more effectively. With a root meaning
of "to labor together," collaboration implies a reciprocal relationship based on util
izing equally the trainer's and the parent's knowledge, strengths, and perspectives.
A collaborative model of parent training is non-blaming and non-hierarchical.

As professionals, we have considerable expertise in our fields . Does the col
laborative trainer have to renounce this expertise? Hardly. The collaborative train
ing model acknowledges that expertise is not the sole property of the therapist or
trainer: The parents function as experts concerning their child, their particular
family, and their community, and the trainer functions as expert concerning child
development, family dynamics in general, behavior management principles, and
so on . The collaborative trainer labors with parents by actively soliciting their
ideas and feelings , understanding their cultural context, and involving them in the
therapeutic process by inviting them to share their experiences, discuss their
ideas, and engage in problem solving. Collaboration implies that parents actively
participate in setting goals and the intervention agenda. It also implies that parents
evaluate each session and the trainer is responsible for adapting the intervention
so that it meets the families ' needs.

Another aspect of the collaborative trainer's labor is working with parents to
adapt concepts and skills to the particular circumstances of those parents and the
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particular temperament of their child. For example, a parent who lives in a one
room trailer will not have an empty room for time-out and will have difficulty even
finding a suitable spot to put a time-out chair. A parent living in an apartment,
where walls usually are not soundproofed, will be acutely sensitive to the possible
reactions of neighbors when she or he tries to ignore the screaming child; with good
reason, that parent may resist using the ignore technique. These parents may raise
objections-apparently unrelated from the therapists' point of view-to the use of
time-out or ignoring. In traditional (hierarchical) therapy, these would be seen as
instances of resistance, and the therapist/trainer would try to overcome the parents'
resistance. In contrast, the collaborative therapist/trainer would operate from the
assumption that the parent had legitimate grounds for resisting this aspect of the
training, would attempt to understand the living situation and other circumstances
of each family, and would involve the parents in problem solving to adapt the con
cepts to their particular situation. To take another example, a highly active, impul
sive child will not be able to sit quietly and play attentively with his parents for
long periods of time. Such children will also have more difficulty sitting in time
out than will less active children. As another example , some children are not par
ticularly responsive to tangible reward programs. The trainer needs to be sensitive
to these differences in child temperament so that she or he can begin to collaborate
with parents in defining the approaches that will work for them and their child.

A noncollaborative approach is didactic and nonparticipative-the trainer
lectures, the parents listen. The noncollaborative trainer presents principles and
skills to parents in terms of "prescriptions" for successful ways of dealing with
their children. Homework assignments are rigid. given without regard for the par
ticular circumstances of an individual family. We reject this approach because, for
one thing. it is unsuccessful: It is likely to lead to higher attrition rates and poor
long-term maintenance. Furthermore, it is ethically dubious to impose goals on
parents which may not be congruent with their goals, values , and lifestyles and
which are not adapted to the temperament of their child. This is particularly im
portant when there are cultural or class differences between the trainer and the
group; assumptions arising from the trainer's own background or training simply
may not apply. The collaborative model implies that, insofar as possible, the
trainer stimulates the parents to generate solutions based on their experience with
their child, and based on their family's cultural, class. and individual background.
When parents come up with solutions they view as appropriate, the trainer can
then reinforce and expand on these ideas.

A collaborative style of trainership is demonstrated by open communication
patterns within the group and the trainer's attitude of acceptance toward all the
families in the program. By building a relationship based not on authority but on
rapport with the group , the trainer creates a climate of trust, making the group a
safe place for parents to reveal their problems and to risk new approaches. The
collaborative leader is a careful listener. She or he uses open-ended questions
when exploring issues, for they are more likely to generate discussion and collab
oration, and she or he encourages debate and alternative viewpoints, treating all
viewpoints with respect. The trainer's empathic understanding is conveyed by the
extent to which she or he actively reaches out to the parents, elicits their ideas.
and attempts to understand rather than analyze (see Webster-Stratton & Herbert,
1994, for a more comprehensive discussion of collaborative model).



PARENf TRAINING WTI1I LOW-INCOME FAMllJES 191

Parent Training as Empowerment

This partnership between parents and group trainer has the effect of giving
back dignity, respect and self-control to parents who. because of their problems,
including poverty, may be in a vulnerable time of low self-confidence and intense
feelings of guilt and self-blame (Spitzer, Webster-Stratton, & Hollinsworth. 1991).
It is our hypothesis that a collaborative approach is more likely to increase parents '
confidence and perceived self-efficacy than all other therapeutic approaches. The
essential goal of collaborative intervention is to empower parents so that they feel
confident about their parenting skills and about their ability to respond to new
situations that may arise when the therapist is not there to help them. Bandura
(1977) has called this strategy strengthening the client's "efficacy expectations"
that is, parents' conviction that they can successfully change their own and their
child's behaviors. Bandura (1982, 1989) has suggested that self-efficacy is the me
diating variable between knowledge and behavior. Therefore, parents with high
self-efficacy will tend to persist at tasks until they succeed. The literature also in
dicates that people who have determined their own priorities and goals are more
likely to persist in the face of difficulties and less likely to show debilitating ef
fects of stress (e.g., Dweck. 1975; Seligman, 1975).

Moreover, this model is likely to increase parents ' engagement in the inter
vention. Research (Backeland & Lundwall, 1975; Janis & Mann, 1977; Meichen
baum & Turk , 1987) suggests that the collaborative process has the multiple
advantages ofreducing attrition rates, increasing motivation and commitment, re
ducing resistance, increasing temporal and situational generalization, and giving
parents and the therapist a joint stake in the outcome of the intervention. On the
other hand, controlling or hierarchical modes of therapy, in which the trainer an
alyzes, interprets, and makes decisions for parents without incorporating their in
put. may result in a low level of commitment, dependency, low self-efficacy, and
increased resistance (Janis & Mann, 1977; Patterson & Forgatch, 1985), as well as
resentment of professionals. In fact, if parents are not given appropriate ways to
participate, they may see no alternative but to drop out or resist the intervention
as a means of asserting their control over the therapeutic process.

In short, the net result of collaborative parent training is to empower parents
by strengthening their knowledge and skill base , their self-confidence. and their
autonomy, instead of perpetuating a sense of inadequacy and creating dependence
on the therapist or trainer. There is a further reason for this model: Because we
want parents to adopt a participative. collaborative. empowering approach with
their own children, it is important to use this approach with the parents in the
program-that is. to model with them the relationship style we wish them to use
with their children. This form of training leads to greater internalization of learn
ing in children (and very likely adults) (Herbert . 1987).

Parent Training Groups as Support Systems

It is debatable whether there are clearly differentiated criteria for choosing
between one-on-one intervention and group training. Our own research with
clinic families has shown that group training utilizing videotape modeling is at
least as therapeutically effective as one-on-one intervention and certainly more
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cost-effective (Webster-Stratton, 1984, 1985b). But aside from the obvious eco
nomic benefits, there is another benefit to the group format: greater parental en
gagement with the program, a particularly compelling benefit in the case of
low-income single mothers, who have been reported by Wahler (1980) and others
to be "insular"-that is, socially isolated, with little support and few friendships .
"Insular" parents frequently report feeling criticized and otherwise rejected in
their relationships with relatives, professionals, case workers, spouses, and girl- or
boyfriends. Parent groups can become an empowering environment for these par
ents, decreasing their insularity and giving them new sources of support.

Many of the parents in our studies initially were reluctant to participate in
groups, preferring the privacy of individual counseling. However, after comple
tion ofthe training, 87.7% reported that group discussion was a very useful train
ing method-ranking second to books in terms of effectiveness as a training
method. After having had a successful group experience, many parents were for
the first time willing to consider serving on PTA boards or participating in other
school and community-related group functions.

In the parent group, parents learned how to collaborate in problem solving,
how to express their appreciation for each other, and how to cheer each other's
successes in tackling difficult problems. They also learned to share their feelings
of guilt, anger and depression, as well as experiences that involve mistakes on
their part or misbehaviors from their children. These discussions served as a pow
erful source of support. Through this sharing of feelings and experiences, com
monality was discovered. Feelings of isolation decreased, and parents were
empowered by the knowledge that they are not alone in their problems and that
many of their problems are normal. And this sense of group support and kinship
increased parents' engagement with the program. For instance, the following com
ments were made in one of our groups:

FATHER: You know when this program is finished, I will always think about
this group in spirit.

MOTHER: This group is all sharing-it's people who aren't judging me, who are
also taking risks and saying, "Have you tried this?" or "Have you consid
ered you might be off track?"

One of the ways we helped our groups become support systems was by as
signing everyone a parent "buddy" in the second session. Buddies were asked to
call each other during the week to share how the homework assignment (e.g.,
praising, limit setting) was going. Parents were initially hesitant about making
these calls , but as they experienced the sense of support they received from these
phone conversations, they expressed a desire to continue them. Frequently, fa
thers voiced that this was the first time they had ever talked to another father
about parenting. This assignment was carried out four times during the program,
with different "buddies" each time.

Building Parent Support outside the Group

Parents often reported conflicts with partners and grandparents over how to
handle the child's problems, resulting in stressed relationships and stressed indi
viduals. Therefore, in addition to building the support system within the parent
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group, the program also emphasized building support within the family and home
life. The program encouraged every parent to have a spouse, partner, close friend,
or family member (such as a grandparent) in the program with them to provide
mutual support. (Our own follow-up studies as well as others ' have indicated that
the greatest likelihood of relapse occurs in families in which only one person was
involved in the intervention [Herbert, 1987; Webster-Stratton , 1985c)). During par
ent groups, partners were helped to define ways they could support each other
when one was feeling discouraged, tired, or unable to cope.

Frequently, the energy required to care for children, coupled with financial
constraints, leaves parents feeling exhausted, too tired to make plans to spend
time with each other or with adult friends, let alone interact with them. Yet time
away from the child with a partner or a friend can help parents feel supported and
energized. It helps them gain perspective so they are better able to cope with par
enting. Wahler 's (1980) research has indicated that single mothers who have con
tact with other people outside the home fare much better in their parenting than
do mothers without such contacts, while maternal insularity or social isolation re
sults in the probability of intervention failure (Dumas & Wahler, 1983). In our
group, sometimes parents almost seemed to have forgotten their identity as indi
viduals other than as parents. One of the home assignments was to do some self
care activity so that parents learned how to take "caring moments" in which they
do something nice for themselves. Emphasis was placed on inexpensive activities
such as taking a walk or a hot bath, reading a book, listening to music, meeting a
friend for coffee, and so forth . Paradoxically, the result of spending some time
away in self-care activities was often a feeling of support and understanding from
one's partner or the other adult who made it possible.

Training Content

There is a rather large body of literature describing the content of parent train
ing programs. Commonly taught behavior management strategies such as time-out,
praise, effective limit setting, differential attention, response cost, and so on, along
with the behavioral principles that underlie them, have been described in detail in
many parent training programs (e.g., Barkely, 1987; Forehand & McMahon, 1981;
Patterson, 1982; Webster-Stratton, 1992a). The behavioral content of the PART
NERS program was presented under the following eight topics, which provided
the focus for the eight weekly sessions: (1) How to Play with Your Child, (2) How
to Help Your Child Learn, (3)Effective Praise and Encouragement, (4)How to Mo
tivate Your Child, (5) Effective Limit Setting, (6) How to Follow Through with
Limits and Rules, (7) Handling Common Misbehaviors, and (8) Problem Solving.
These topics were selected based on information from parents and teachers as well
as our own beliefs about which behavioral strategies were most important for the
4-year-old child.

The behavioral components of the program were intertwined with cognitive
components, because several studies have shown that parents who learn the prin
ciples underlying the behavioral strategies are better able to generalize strategies
to new situations and are more satisfied with their program [McMahon & Fore 
hand, 1984; Glogower & Sloop, 1976). Consequently, we felt parental engagement
would be enhanced by what we called principle training in which we sought to
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help parents determine which principle was operative in a given situation or
might be used to influence a particular child behavior. For example, the modeling
principle was important for parents to grasp so that they could understand why
modeling a particular behavior (e.g., respect, self-control) would have long-term
benefits for them in improving their child's behavior. Or, to take another example,
a parent might come to the group with questions about her child's refusal to get
dressed in the morning; the trainer would ask the parent to think about what prin
ciple might be operating to maintain the child's dawdling and refusal to dress (i.e.,
attention). In addition, parents were helped to conceptualize the strategies they
had learned. For example, the trainer might say, "Now you have learned to praise
your child and ignore misbehavior and you know how to do it, but what makes it
hard to do at dinner time?" or "What are the times of the day or situations when
you find it most difficult to stay positive?" Once these difficult situations or cir
cumstances were identified, the group would discuss strategies the parent might
use to minimize the impact of the situation on their parenting.

Group leaders also attempted to explain the rationale for particular behavioral
strategies in terms of parents' stated goals. For example, when providing the ra
tionale for doing child-directed play, the trainer would explain how this approach
fosters the child's self-esteem, social competence, and success in school, at the
same time decreasing the child's need to obtain control over parents through neg
ative behaviors. In this example, the rationale was important not only because par
ents might not immediately have seen the connection between playing with their
children more and helping their child be successful in school, but also because
this rationale established a strong link between this new element in the training
and the parents' original reason for agreeing to participate (i.e., to promote their
child's academic success) . Without this rationale, parents might not be motivated
to do the play sessions. To take another example :

FATHER: He hit her and hurt her. I have talked to him over and over about how
he's making other children feel bad . I get so frustrated with him. He does
n't seem to have any guilt.

TRAINER: It is frustrating . But it looks like you're doing a nice of job of begin
ning to help him understand the perspective of others in a situation. You
know, the development of empathy in children-that is, the ability of a
child to understand another person's point of view-takes years. Not until
adulthood is this aspect of development fully matured. Young children are
at the very beginning steps of gaining this ability. The paradox of this is that
one of the best ways you can help your son learn to be sensitive to the feel
ings of others is for you to model your understanding of him. Children need
to feel understood and valued by their parents before they can value others.

In this example, the trainer restates or echoes the parent's frustration with his
son, shows empathy about it, reinforces the parent's efforts to promote empathy,
brings up the behavioral principle of modeling, and explains some points of child
development. In doing so, the trainer is collaborating with the parent's goal, yet
suggesting a new method for pursuing this goal.

In the interest of promoting engagement (as well as for therapeutic reasons), it
was also important to explore parents' affective responses to the training in gen
eral and to particular strategies they were learning. Trainers would acknowledge
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in the groups that some parents might be feeling resentful, critical, angry, and
hopeless about their relationships with their children, their life situation, and
their ability to alter the future. When these feelings are acknowledged, they lose
some of their power to disrupt the parent's engagement with the training. The
trainer was then able to help parents learn how to recognize and cope with feel
ings that might prevent them from engaging with their children. Discussing dis 
tressing thoughts in a parent group is also very reassuring for parents because it
helps to "normalize" thoughts which they may previously have considered ab
normal or crazy. As parents discover that other parents have the same kinds of
"crazy" thoughts and reactions, they stop blaming themselves.

Many low-income parents experience quite understandable feelings of pow
erlessness, which are sometimes expressed in terms of feeling victimized by their
children or by fate-"Why me?" The feeling of helplessness typically is accompa
nied by intense anger and a fear of losing control of themselves when trying to dis
cipline their children. Parents ' anger toward their children is likely to cause them
to blame themselves and to then feel depressed in reaction to their guilt. Further
more, they feel depressed about their interactions with their children, seeing
themselves as causal factors in their children's problems. More than 50% of the
parents in our Head Start study were in the clinical range for depression on the
CES-D inventory (Rodloff, 1977).

As with the behavioral component, the affective dimension of parents' experi
ence was addressed through a cognitive approach. Parents were helped to under
stand the factors-family dynamics, past experiences , the legacy of their families of
origin, current life stressors, and so on-that might be disrupting their parenting.
The parent program addressed parents' depression by focusing on helping them
stop their spiraling negative self-talk and , more generally, to modify their negative
thoughts. We tried to help them learn how to give themselves a psychological "pat
on the back." Parents were encouraged to look at their strengths and think about
how effectively they handled a difficult situation. We asked them to express their
positive feelings about their relationship with their child and to remember good
times before this stressful period. We taught parents to actively formulate positive
statements about themselves such as, "1had a good day today with Billy; 1handled
that situation well," or, 'T was able to stay in control; that was good." For example,
a parent might say, "It's all my fault, I'm a terrible parent. This is more than 1can
cope with; everything'S out of control." The trainer would then help the parent
learn how to stop this kind of powerless, self-defeating train of thought and to sub
stitute calmer, coping self-statements such as, "Stop worrying. These thoughts are
not helping me. I'm doing the best 1can. He's just testing my limits. All parents get
discouraged at times. I'm going to be able to cope with this."

Parents were asked to keep records of their thoughts in response to extremely
stressful situations with their children at home. We then invited them to share
some of this record with the group. As the group discussed these thoughts, unre
alistic expectations and irrational beliefs were challenged and became modified
through discussion. These strategies are in accordance with the cognitive restruc
turing strategies described by Beck (1979). The process of learning to recognize
angry, helpless, self-critical, blaming, catastrophizing thoughts, and to substitute
more adaptive and positive thoughts, empowers parents by showing them they
can cope with their thought patterns as well as their behaviors.
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Training Methods

CAROLYN WEBSTER·STRATTON

Videotape Modeling

Verbal training methods such as lectures and written handouts about parent
ing are inexpensive and can be widely disseminated; however, such methods
have been shown to be relatively ineffective for changing actual parenting be
haviors . In particular, those parents with a poor educational background show
low satisfaction and poor engagement with such verbal training methods, per
haps because of associated low reading abilities or because they are not verbal
learners (Chilman, 1973). Performance training approaches such as videotape
feedback, role play and rehearsal, on the other hand, have been shown to be very
effective for improving parenting behaviors. Our own research indicated that
therapist-led group discussion based on videotape modeling was superior to ther
apist-led group discussion without videotapes. Even self-administered videotape
modeling resulted in significant changes in parenting skills and fewer dropouts
when compared to group discussion without videotape (Webster-Stratton, Kolpa
coff, & Hollinsworth, 1988; Webster-Stratton, Hollinsworth, & Kolpacoff, 1989).
Regardless of educational background, families showed more significant im
provements if they were trained by videotape modeling rather than methods us
ing no videotapes (Webster-Stratton, 1984).

The PARTNERS program relied heavily on videotape modeling. The series of
videotape programs shows parents of different sexes, ages, cultures, socioeco
nomic backgrounds, and temperament styles interacting with their children in
natural situations-during mealtime, getting children dressed in the morning, toi
let training, handling child disobedience, playing together, and so forth. The 130
vignettes include scenes in which parents are "doing it right" and "doing it wrong."
The intent in showing negative as well as positive examples was to demystify the
notion that there is "perfect parenting" and to illustrate how parents can learn
from their mistakes (Webster-Stratton, 1992b).

The videotapes were designed to be used in a collaborative way-as a catalyst
for group discussion and problem solving, not as a device that renders the parents
passive observers . After a videotape vignette was shown, the trainer would pause
the tape to give parents a chance to react and discuss what they had observed. The
trainer often would ask open-ended questions such as, "Do you think that was the
best way to handle that situation?" or, "How would you feel if your child did
that?" The goal was to have parents become actively engaged in problem solving
and sharing ideas about the vignette . Trainers would also facilitate learning by ask
ing the parents how the concepts illustrated in the vignettes applied or did not ap
ply to their own situations. For example, a mother made the following comment
after watching a few of the play vignettes :

MOTHER: I don 't have any toys at home. I can't afford toys like those shown on
the tapes-I'm living on a welfare check.

TRAINER: Youknow, even ifyou had the money it is not important to have fancy
toys. In fact, some of the best toys for children are things like pots and pans,
empty cereal boxes, dry macaroni and string. Why don't we brainstorm some
ideas for inexpensive things you could use to play with your child at home?
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Role-Playing and Rehearsal

Role-playing and modeling of newly acquired behaviors are one of the most
common components of parent training programs; they have been shown to be
quite effective in producing behavioral changes (Eisler, Hersen, & Agras , 1973;
Twentyman & McFall , 1975). Role-play helps to evoke sequences in behavior, en
abling parents to anticipate situations more clearly. However, some parents may
feel reluctant to participate in role-playing, particularly if they feel inadequate re
garding their own behavior as parents. Use of this method can lead to disengage
ment with therapy, and even dropout, if it is not handled well.

The PARTNERS program included two to three suggested role-plays for each
session. Besides presenting a clear rationale for the role-play, the trainer would of
ten do the first role-play in order to reduce parents ' self-consciousness and anxi
ety. If the trainer could make the role-play humorous through exaggeration, so
much the better. For example, the trainer (role-playing the parent) would go out of
the room and shout from a distance (e.g., kitchen) for the child (role-played by the
parent) to put away the toys. This usually raised chuckles of recognition-there is
no way for the parent to know whether the child registers the command or re
sponds in any way. We believe that the trainer should take on the roles of ineffec
tive parent or a misbehaving child, but not a competent parent; if the trainer
demonstrates a high level of skill . parents may be reluctant to volunteer for fear of
not measuring up to the trainer's example.

After the trainer had done the first role-plays, we then broke the parent group
into pairs to practice particular skills. Later on, as groups became comfortable
with each other, parents role-played a situation in front of the whole group-for
example, role-playing the use oftime-out with a "difficult child." In this case, one
parent played the child and another parent the child's parent. The remainder of
the group would act as coaches for the parent who was in the parent role. Some
times it is helpful to "freeze frame" the role-play and then ask the group to brain
storm, "Now what should she do?" or, "What is the child trying to communicate
or achieve by behaving like that?" Reluctant role players may be cast as a coach
or partner to the parent who is doing the actual role-playing so that they can offer
advice is needed but are not seen as central.

The content for the role-plays came from the parents themselves. For exam
ple, if a parent came to the group after a week of trying to ignore her son's whining
and said. "I can't ignore him-it's much worse than anything you showed us on
videotape," the trainer might respond, "Okay, you be your whining son, and Sally,
why don't you demonstrate how you would try to ignore this." This role-play has
the added advantage of helping the parent experience the strategy from the child's
perspective-the withdrawal of attention, the refusal to engage in a struggle-in
order to experience its effectiveness.

Home Assignments and Self-Management

A home assignment was given for every weekly group session. This usually
involved asking parents to do some observing and recording of behaviors or
thoughts at home and/or experimenting with a particular strategy. For example,
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one assignment asked parents to play one-on-one with their child each day for 15
minutes; another assignment was to record how often they praised between 5 and
6 P.M. for 2 days, and then to double their base rate for the remainder of the week .
Another was for parents to keep track of their thoughts in response to a conflict sit
uation with their child on two occasions. We regarded assignments as critical be
cause they conveyed at least two important messages : namely, that participation
in the group was not "magic moon dust" and that change was not the trainer's re
sponsibility; parents had to collaborate with the trainer by working at home to
make changes. The home assignments helped to translate theory (what is talked
about in group session) into real life. They also provided a powerful stimulus for
discussion at the subsequent session.

Parents will naturally resist these assignments, seeing them as one more stress
in their lives, so it was essential to make a case for the usefulness of the assign
ments. Homework was presented to parents as an integral part of the learning
process. When a parent failed to complete an assignment from the previous ses
sion, the reasons for this were explored. A collaborative approach involves ques
tions such as "What made it hard for you to do the assignment?" "How have you
overcome this problem in the past?" "What advice would you give to someone
else who has this problem?" "Do you think it is just as hard for your child to learn
to change as it is for you to change?" "What can you do to make it easier for you
to complete the assignment this week?" "Do you think there is another assignment
that might be more useful for you?" Often these questions were explored as a
group discussion topic.

It is important to explore reasons why some parents might be having difficulty
doing their home assignments; otherwise, parents may conclude that the trainer is
not really committed to the assignments, or does not really want to understand
their particular situation. The process of talking about the assignments and rene
gotiating assignments if parents feel they are too difficult or unrealistic (without
making them feel a failure) is a key to motivating parents' engagement with the
program.

In order to facilitate the self-management and home activity portion of the
program we gave each parent a personal folder. Each week the trainer put the new
assignment in the folder and reviewed the parents' assignment from the prior
week. Trainers commented in writing on these assignments in the folder, some
times giving a sticker or prize and discussing with the group a strategy that a par
ent has discovered. For shy group members, these folders became a private way
to communicate with the trainer; the trainer was able to give personalized feed
back by writing in the folders . Often a folder resulted in the leader discovering
how engaged a nonverbal parent really was. Another benefit of the folders was that
they were the one place where parents could tell the trainer private comments
they might not want to share with the whole group. On the inside cover of the
folder was a checklist where parents were asked to check off whether or not they
did the weekly assignment. When the trainer reviewed a weekly folder she or he
would call parents who had missed two consecutive weekly assignments. In our
Head Start final program evaluation 83% of the parents reported the home assign
ments to be "useful" to "very useful" and fewer than 1% reported them to be
"somewhat useless" to "very useless."
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Readings and Tapes

Although we have noted that verbal training methods are less effective than
performance-based methods, this does not mean that we eliminated all books and
written materials. In fact, since people have varied learning styles, we believe that
effective programs should utilize many different learning methods. In the PART
NERS program every parent received a copy of the author's The Incredible Years:
A Trouble-Shooting Guide for Parents ofChildren (ages 3-8 years) (Webster-Strat
ton, 1992a) (or audiotapes for nonreaders) and were given a weekly reading as
signment which dovetailed with the videotapes shown that week. For many
parents this was the only parenting book they had ever read, and for the first time
they saw the possibility of using books as a resource for parenting. There were
times when parents came to sessions having read "ahead" and having tried out
strategies not yet presented in class. Final evaluations indicated that 88.9% found
the book to be a "very useful" learning method.

Ttainer's Strategies

Many low-income parents have had primarily negative experiences with pro
fessionals (caseworkers , social service agency staff, teachers, therapists) in the
past, and came to the PARTNERS program with some skepticism and even mis
trust of the therapists and group leaders. Bearing this in mind, we theorized that
there would be better parental engagement with the program if the trainers saw
their role within the context of a "friendship relationship." A collaborative trainer
was conceptualized as the kind of friend who listens, asks for clarification, is re
flective and nonjudgmental, tries to understand what the parent is saying through
empathy, helps problem solve and does not command, instruct, or tell parents
how to do their job.

One of the ways the PARTNERS trainers showed their commitment to the fam
ily was through follow-up calls made during the week. Trainers "checked in" with
a friendly call each week, asking how things were going and whether parents were
having any difficulty with the home assignments. In the final evaluations of the
training, parents commented that they were genuinely touched that a trainer "just
called to see how I was doing. " (These calls also aided the trainer by revealing how
well parents were assimilating the material presented in group so that the trainer
could attempt to clarify any misperceptions.) These calls allowed trainers and par
ents to get to know one another outside the group-particularly useful in the case
of the quiet or reluctant parents-and promoted engagement with the program.

Self-Disclosure

As discussed earlier, the collaborative trainer renounces the role of an "expert"
who has all the answers, an expert who stands apart from the families' problems.
The trainer must be not only empathic, respectful and kind, but also genuine.
These core conditions (as described by Carl Rogers, 1951) are the necessary under
pinnings for the cognitive-behavioral methodology. One expression of genuineness
is the trainer's willingness to be known-to share personal experiences, feelings
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and problems of his or her own. Trainers and therapists always have a rich array of
stories, either from their own families or from work with other families, which they
can draw upon at will.

Self-disclosure concerning one 's personal issues and experience was, how
ever, planned strategically. It cannot be overemphasized that the purpose of self
disclosure was not for clients to learn about the trainer's feelings and problems;
rather, the purpose of self-disclosure was identical to the purpose of the training:
to help parents learn to function more effectively in their role as parents. By shar
ing some personal experiences , the trainer could help families understand that
parenting is , for everyone, a process of learning to cope and to profit from mis 
takes; it is not a process of achieving perfection. Thus the trainer's personal exam
ples helped discredit the notion that there are perfect parents. They also served to
normalize the parents' reactions and to give them permission to make mistakes.
Moreover, this genuineness on the part of the trainers was designed to enhance the
trainer's relationship with the group members, introducing openness and a degree
of intimacy, and fueling the collaborative process.

Humor

Humor has value as a coping strategy and a training strategy. Trainers made
deliberate use of humor to help parents relax and to defuse anger, anxiety, and cyn
icism. Parents need to be able to laugh at their mistakes; this is part of the process
of self-acceptance. Humor helps them gain some perspective on their stressful sit
uation, which otherwise can become debilitating. Some of the videotape scenes
in our program were actually chosen more for their humor value than for their
content value. Our trainers used humorous personal examples in the discussions,
distributed humorous cartoons of parents and children (which are found in abun
dance in newspapers and magazines), and role-played situations in which they
did everything wrong-that is, with lots of criticisms directed at the child, nega
tive self-talk, and so on. Laughter helped build group spirit, strengthening parents'
engagement.

Rejraming

Therapeutic change depends on providing explanatory "stories," alternative
explanations which help parents to reshape their perceptions of and their beliefs
about the nature of their problems. Retraining by the trainer or therapist (cognitive
restructuring) is a powerful interpretive tool for helping parents understand their
experiences, thereby promoting change in their behaviors. It involves altering the
parent's emotional and/or conceptual view of an experience by placing the expe
rience in another "frame" which fits the facts of the situation well, thereby alter
ing its meaning.

One common strategy in PARTNERS groups was for the trainer to help par
ents see the developmental needs represented by the child's behavior. Retraining
a difficult child's behavior in terms of a psychological or emotional drive such as
testing the security of limits, or reacting to the loss of the important parent, or
moving toward independence, helps the parents see the behavior as appropriate or
normal-in some cases even positive. Seen in this light, problematic behaviors are
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the expression of normal emotions and developmental stages . Viewing situations
this way, parents can feel that they are participating in a process of growth for the
child. This attitude enhances coping and decreases feelings of anger and helpless
ness. Understood in terms of children's needs to test the security of their envi
ronment or to test the love of their parents, parent-child conflicts become less
overwhelming and parents are more able to remain committed to the hard work
of being parents.

Positive Expectations

Parents are often skeptical about their ability to change, especially if they see
in their behavior a family pattern, for patterns often seem fixed and irreversible.
Thus another function of the trainer is to counter that skepticism with positive ex
pectations for change. For example, one parent said, "My mother beat me, now I
beat my children." In response, the trainer expressed her confidence in the par
ent's ability to break the family cycle. Each small step toward change-even the
step of coming to a parent training program in the first place-can be pointed to as
evidence that the problem is not fixed or irreversible.

PARTNERS trainers tried to convey optimism about the parents' ability to suc
cessfully carry out the strategies required to produce positive changes in the
child's behaviors. According to Bandura (1977) , efficacy expectations are thought
to be the most important component. Thus , successful treatment depends on the
ability of the trainer to strengthen parents' expectations of personal efficacy ("I am
able to do it"). Citing examples of the success of other parents in similar situations
proved to be a useful strategy.

Positive Reinforcement

Trainers tried to validate and reinforce parents whenever possible by noticing
and commenting upon their use of effective strategies and their insights. One fa
ther reported the following incident:

FATHER: I was just so frustrated with him! He wouldn't get dressed and was
dawdling-I was going to be late for work. I got angrier and angrier. Finally, I
went into his bedroom and shook him by the shoulders and yelled, "You
want negative attention, you 're going to get negative attention!" Then sud
denly I thought, What am I doing? Where is this getting me? and walked out
of the room.

TRAINER: So, you were able to stop yourself in the middle of an angry tantrum.
Good for you! That's remarkable. It sounds like your ability to stand back
from the situation, to be objective and think about your goals, really helped
you stop what you were doing. Is that true? What do you usually find helps
you keep control of your anger? How would you replay the situation if it hap
pens again?

In this example, the trainers reinforced the father's insight and drew attention to
his coping skills during the conflict situation. The trainer also helped the father
learn from the experience by rehearsing how he might respond in the future.
These parents need to be reinforced through positive feedback for each change in



202 CAROLYN WEBSTER-STRATION

their behavior, whether or not it results in improvement in their child's behavior.
This affirming process helps parents gain confidence in their ability to sort out
problems and to learn from their mistakes (Brown & Harris, 1978). The develop
mental literature suggests that mothers who have confidence in their child-rearing
and who feel they have broad community support actually do better at parenting
(Behrens, 1954; Herbert, 1987).

Because in most groups there are varying levels of educational background and
communication skills, it is important for parents' engagement and for group cohe
sion that the trainer reinforce every parent for sharing his or her ideas regardless of
the trainer's opinion of those ideas. Furthermore, PARTNERS trainers attempted to
clarify for the group any unfocused or confusing statements made by parents so that
they would not be ridiculed, ignored, or criticized because of something they had
said. We called this "finding the kernel of truth" in what a parent has said: under
scoring its value by showing how it contributes to the group's understanding of the
topic under discussion. In our experience, if the trainer does not clarify and vali
date these statements, the parent who makes them is at risk for dropping out-and
so might other parents who become disillusioned with the experience.

Other Strategies for Promoting Engagement

Identifying Goals ofGroup

At the initial parent group meeting, parents were asked to share some of their
personal experiences with their children, as well as their goals for the training pro
gram. The goals for each parent were posted on the wall so that they could be referred
to throughout the program. This initial discussion often produced immediate group
rapport as parents realized they had similar difficulties and were working toward
similar goals. Throughout the training, parents were given home assignments to write
down the child behaviors they wanted to see increase or decrease. These targeted be
haviors (e.g., go to bed at 8 P.M., not interrupt when on phone) became the focus of
principle training. Several times during the program the trainer drew up a composite
list of behaviors parents were working on so that group members could see the simi
larities among their issues. This promoted ongoing group cohesion, as well as atten
tion to individual goals, thereby increasing parents' commitment to the program.

Ensuring Group Safety and Sufficient Structure

One of the most difficult aspects of the trainer's role is to prevent the group
experience from becoming negative. If this should happen, dropout is a certainty.
Therefore, during the first meeting we asked group members to generate rules that
would help them feel safe, comfortable, and accepted in the group. These rules
were kept posted on the wall to be added to or referred to if necessary during
weekly sessions. Examples included (1) only one person may talk at a time, (2)
everyone's ideas are respected, (3) anyone has a right to pass, (4) no "put downs"
are allowed, and (5) confidentiality within the room.

For groups that were very verbal and tended to get sidetracked, it was helpful at
the beginning of each session to select a parent to act as a co-trainer. The job of this
parent co-trainer was to be a timekeeper, to make sure all vignettes were covered, to
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help identify participants who were sidetracking the discussion, and to keep the
group focused on the main topics for the session. Our evaluations indicated that par
ents became frustrated and disengaged if the discussion wandered, and they appre
ciated having enough structure imposed to keep the discussion moving along. By
rotating the job of co-trainer, the task of monitoring the group discussion became
everyone's responsibility; everyone was committed to the group's functioning well .

The group process can also be disrupted by a participant who challenges the
trainer's knowledge or advocates inappropriate child-rearing practices. It is impor
tant that the trainer not seem critical or frustrated with this person's comments, for
this is the "coercion trap" many parents have experienced in the past. Instead, the
trainer looked for the relevant points in what the person had said and reinforced
them for the group. By conveying acceptance and warmth, even toward a parent
who is an obviously difficult group member, trainers modeled acceptance and
helped group members see that the goal was to understand and respect everyone.

Weekly Evaluations

Each week the parents were asked to evaluate the group session. This imme
diate feedback about how each parent was responding to the trainer's style, the
group discussions, and the content presented in the session brought to light any
engagement problems as the program was in progress-the parent who was dis
satisfied with the group, the parent who was resisting a concept, the parent who
did not see the relevance of a particular concept to his or her own situation, the
parent who wanted more or less group discussion. Between sessions, trainers
would call any parent who indicated a neutral to negative weekly evaluation on
more than one occasion to discuss their concerns about the program. Sometimes
the trainer would meet with parents individually to resolve these issues. If several
participants were having difficulty understanding a particular concept, the trainer
would bring it up in a subsequent session with the whole group. By responding
to parents' evaluations with actions, trainers validated the collaborative nature of
the program and fostered parental engagement. After the last session, the entire
program was evaluated. This information was useful not only in planning future
parent groups, but also in identifying parents who needed further help.

Managing Disengagement and Resistance

When a parent is resisting a basic concept or disengaging from the program,
the trainer faces a dilemma. Should the trainer confront and challenge the parent
regarding this, or just let it go in the interest of fostering collaboration and offering
support? The trainer may be worried that confrontation will jeopardize the col
laborative relationship. Yet this failure to address the issue really constitutes a
kind of collusion with parents regarding their parenting practices. Therefore, how
this resistance is handled by the trainer is crucial not only to the parents ' level of
engagement with the program, but also to the effectiveness of the training.

Resistance takes a variety of forms-failure to do homework, arriving late for
group sessions, blaming the trainer, blaming the child or life circumstances, nega
tively evaluating the sessions , or challenging the material presented. Clients say
such things as:
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MOTHER: I feel I just can't absorb it all and I'm getting behind at home. I just
can't do all this play stuff, there isn't anytime.

FATHER: Yeah, I go out ofthis group charged up, but when I get home I lose it.
I don't start thinking about applying all this stuff until right before our group
is to meet again.

To some extent, resistance is a necessary part of the change process for which
trainers (and clients) need to be prepared. Patterson and Forgatch (1985) indicate
that considerable resistance will peak midway through the intervention process.
Resistance may be part of the parent's efforts to maintain self-efficacy and self-con
trol in the face of changing family dynamics-in effect, the parent is "putting on
the brakes." Or parents may resist out of discouragement-unrealistic expecta
tions for change and lack of preparation for the long, hard work involved.

But in other cases, resistance is the client's legitimate and understandable
response to aspects of the intervention or the trainership that are inappropriate,
ill-conceived, or ineffective. Too often we refuse to entertain the possibility
that client resistance or disengagement are evidence of flaws in our approach.
Freudian tradition, of course, discourages us from doing so, viewing resistance as
an element in the therapeutic relationship. Certainly this view of resistance has
supported the prevalent skepticism about working with disadvantaged clients, the
tendency to see them as unreachable due to their own circumstances rather than
due to aspects of the training model, the training format , the trainer's role, and so
on. Whatever the source of the resistance, the first task for the trainer is to put
aside any notion that the resistance is a sign that the parent is noncompliant or un
motivated-a "difficult person." Perhaps the parent is resisting because his or her
stressful life circumstances make it difficult to find the time to do the assignments.
Perhaps the parent is disengaged because she or he perceives the trainer as pa
tronizing or thinks the trainer is presenting "pat" answers and solutions without
really understanding his or her situation. Or perhaps the trainer shows no sensi
tivity to the parents' culture, is using unfair language or foreign examples, or uses
humor that makes the parent uncomfortable.

One aspect of PARTNERS that frequently inspired resistance was the use of
time-out as an alternative to spanking.

FATHER: Well, all this time-out stuff is well and good, but in the final analysis
I think spanking is what you really need to do. Especially when something
bad happens, like a broken window.

TRAINER: So you really see spanking as the final "big gun"?
FATHER: I do. You know, I was spanked by my father and it didn't do me any

psychological harm.

A collaborative trainer deals with resistance by starting from the premise that
the parent's views are legitimate-in this case, respecting the parent's preference
for spanking as legitimate. She then would explore this viewpoint with nonjudg
mental questions such as, "Tell me how spanking works for you. How often do
you use it?" "How do you feel afterwards?" "How does your child feel about it?"
"How does it affect your relationship?" "Do you ever feel you lose control when
you spank?" "What do you see as the advantages of spanking?" "Are there any dis
advantages?" "How did it affect your relationship with your parent when you



PARENT TRAINING WITH LOW-INCOME FAMILIES 205

were spanked as a child?" Similar questions mightthen be asked about time-out.
"Let's look at an alternative approach. What are the difficulties with time-out?"
"What don't you like about it?" "What are its disadvantages?" "Are there any
advantages?"

In our parent groups this kind of discussion between the trainer and a re
sistant parent tended to draw group members into the discussion, whereas a
judgmental or authoritarian response would tend to result in silence. Direct con
frontation is likely to increase the parent's defensiveness (Birchler, 1988). Fur
thermore, it devalues the parent in front of the other group members. In fact , in
one of the few studies to do a microanalytic analysis of therapist-client interac
tions, Patterson and Forgatch (1985) found that resistance met by direct con
frontation or teaching on the part of the therapist actually increased parents'
noncompliance.

One technique we used for handling resistance to a behavioral strategy was
to list the advantages and disadvantages, short-term and long-term consequences
for the child and for the parent, on a blackboard. At the end of this discussion,
the trainer summarized the ideas that were generated, clarified concepts, and
added his or her own ideas if they had not already been raised. This group prob
lem solving served to move people away from "absolutist" positions , opening
them up to new ideas which they might not have considered previously, thus re
ducing resistance. This process of exploring the reasons behind (and not the psy
chological reasons for) the resistance, followed by the exercise of looking at the
advantages and disadvantages of particular parenting strategies, is a kind of val
ues clarification and problem-solving exercise which helped clarify feelings and
experiences surrounding the issue. This strategy serves to join people rather than
alienate them. It is more likely than direct confrontation to result in a gradual
change in parents ' perceptions and behaviors , especially if conducted in the con
text of a supportive relationship. On the other hand, a noncollaborative ap
proach, in which the trainer directly confronted the parents' ideas , would create
a conflict wherein trainer and parent each have to defend their own position in
order to protect their integrity.

Another strategy for moving the parent from resistance to engagement is to in
vite the parent to consider a short experimental period.

TRAINER: I understand your viewpoint regarding time-out and that you think
children should be spanked for misbehaving. At the same time, TImmy
seems to have been having more and more problems with being aggressive
with his peers and at school and I know you are eager to help him with this
problem. I'd like to suggest that we do an experiment. I'd like you to give it
a try and act as if it will work . I'd like you to try doing time-out for a month
and keep records, and then at the end of a month let's evaluate how it looks.
You see, if it doesn't work , you can always go back to the way you have been
doing things and won 't have lost anything. What do you think about that?

In this example, the trainer does not attack the resistance by confronting it di
rectly or repeating the reasons she or he thinks time-out is right (and why the par
ent is wrong to use spanking). Rather, the trainer engages in a process of gentle
persuasion. Although she does not confront the resistance itself directly, she con
fronts the difference of opinion directly.
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A collaborative response to resistance can reveal instances where the inter
vention needs to be adapted to the client. Once the trainer understands the rea
son for the resistance, then she or he can then modify the approach as necessary
so that the treatment objectives are still foremost and the parent can cooperate
with the intervention. For example, one parent said she could not put the child in
a time-out room because she felt it would create bad feelings about the child's
room and, more importantly, the child would feel abandoned. Further exploration
by the trainer uncovered the fact that as a child this parent had been locked for
hours in her bedroom by her own parents! As a result of this discussion, the
trainer and parent devised a "calm-down" strategy using a chair in the corner of
the living room rather than the bedroom. Over the course of future sessions, the
trainer helped the parent understand that short time-outs , in which the parent
reestablishes control, help children to feel more secure in their relationships with
their parents, and that children whose behavior is not controlled by their parents
actually may come to feel psychologically abandoned. By accepting the parent's
objection, joining with her in coming up with an appropriate strategy, and then re
framing the concept so that the parent perceived time-outs as a way of promoting
security (rather than as abandonment), the trainer enabled the parent ultimately to
accept the strategy for herself and her child.

Predicting resistance early in the training may also be helpful.

TRAINER: Be prepared to feel awkward when you do this kind of play. Be pre
pared for yourself to resist wanting to do it because it does feel awkward. And
be prepared for your child not to like it at first. Whenever someone learns a
new behavior, there is a natural tendency for family members to resist this
new behavior and to revert back to the status quo . In fact, some family mem
bers might actually try to pressure you to return to the old way of doing things.

OR,
You will probably feel awkward praising at first , especially if you

haven't done much of this in the past. You may even feel your praise
sounds phony. So don't wait for yourself to feel warmth toward your child
in order to praise. Just get the words out, even if they are kind of flat. The
feelings and genuineness will come later. The more you practice, the more
natural it will become.

OR,
Lots of parents don't like time-out at first. Compared to spanking it's

more time-consuming, it is harder to keep the self-control you need (espe
cially if you want "revenge" with your child), and it feels awkward. But with
practice it will become automatic and your child will learn exactly what to
do. You will feel good because you are teaching your child a nonviolent ap
proach to dealing with conflict.

When parents are prepared for resistance in advance, they are more able to re
main engaged with the intervention, for they can reframe their reactions as part of
the change process.

FATHER: My wife made me come. The first night I couldn't wait for it to be
over. I was real skeptical of 90% of the things they said in the class at first.
I had never even heard of time-out. Before taking this class my idea of dis
cipline was to spank and yell a lot-you know-hit first and ask later. I con-
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centrated on the negative and that was the way I was brought up. Then
about halfway through the classes I did a 360 degree turnabout-now I feel
more in control, more confident, much happier as a parent now than I did
before. I used to come home and think, God, what kind of trouble did they
get into today? or What am I going to have to punish them for tonight? Now
I appreciate them a lot more and can stand back and think, Well, jeez, they
are pretty good kids. I like myself better now than I did before.

CONCLUSION

It has been stated that because low-income parents are "multiply entrapped"
they will be unlikely to show up for parent groups, will most likely drop out of
parent training programs, and/or will fail to show significant improvements in
their parenting. In this chapter, we presented the notion that it is the characteris
tics of the intervention, not of the client, that determine the success of parent
training with this population. We believe that successful parent training programs
need to be community-based and to involve parents in planning, recruitment, co
leading groups, and setting priorities for program content. At the end of the school
year we again asked the parents if they were interested in any other kinds of pro
grams in the future. More than 70% said they wanted to continue the parent pro
gram throughout the kindergarten year. Forty percent wanted additional social
skills training for their children during the summer months; 45% wanted training
in anger management; 35%, training in enhancing partner relationships; and 35%,
in controlling depression. Thus it would seem that, having had a successful expe
rience with a parent program, these parents are ready for and interested in broad
ening the focus to other family issues that they see as needs for themselves.

Successful programs need not only to involve parents in determining priori
ties for the content but also need to be accessible and realistic given the practical
constraints of parents living on welfare or the "working poor"-that means pro
viding child care, transportation, food , and evening groups as well as daytime
groups. The training program needs to be delivered in a collaborative way so that
parents are given responsibility for developing solutions alongside the trained
trainer. The training methods need to be responsive to a variety of learning styles
and to utilize performance-based training methods such as videotape modeling,
role-playing, and home assignments. Program content needs to be relevant and
sensitive to individual parent needs and family circumstances. The group format
not only is more cost-effective, but enhances support networks both within the
family and within the community, ultimately leading to greater parent empower
ment. We believe that these elements of an intervention lead to a higher level
of parental engagement, and this involvement will result in parents gaining the
knowledge, control, and competence they need to effectively cope with the stresses
of parenting under conditions of poverty.

FATHER: Like I said, I was spanked as a child and I felt pretty worthless but
still I yelled and hit my own kids a lot. There was no communication other
than yelling. Now I see my children differently-as human beings you
know not just kids. I see them as having their own personality traits and
their own sense of who they are and what they want to do-rather than just
kids who must do what I want them to do. I see them differently.
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Part III

Treatment

This part offers a number of approaches to CAN across a number of areas: a train
ing program for preschool children, multifaceted broad-scale service programs, in
jury prevention, youth violence prevention, teen parent programs, parent training
for parents who have disabilities , and issues of treatment adherence.

A preschool socialization training program is described by Fantuzzo, Weiss ,
and Coolahan in Chapter 9. These authors address the importance of having the
community participate in every level of service and research. The inner-city
African-American community served by their work helped develop the assess
ment tools based on skills rather than on deviance, in contrast to most assess
ments. Further, they detail how to have community members recruit, be involved
in treatment, and support each other. This chapter can be seen as a model for com
munity involvement in CAN research and service whatever that community's eth 
nic or racial makeup.

Fantuzzo and his colleagues note that victims of CAN in poor communities
are at high risk for psychopathology. Thus, teaching social skills as is done
through the "Play Buddy" program may help prevenf some of the psychological
sequelae associated with poverty and CAN.

Large-scale, multifaceted services are the focus of chapters by Lutzker,
Bigelow. Doctor, Gershater, and Greene and by Striefel, Robinson, and Truhn . Proj
ects 12-Ways and SafeCare are described by Lutzker and associates. Project 12
Ways has been ongoing since 1979, offering ecobehavioral treatment to CAN
families in rural southern Illinois. The term "ecobehavioral" means that families
are seen as social ecologies in which CAN occurs as a function of multiple deter
minants within these ecologies. Thus, through direct treatment/training strategies
(primarily through direct behavioral assessment) , families receive several services,
for example, parent training, stress reduction, problem solving, and home safety.

Project SafeCare is a systematic replication of Project 12-Ways, offering ser
vice to CAN and high-risk families in urban Los Angeles. Three salient services
from Project 12-Ways (parent-child training, home safety, and child health care)
are offered in a 15-week package. Project SafeCare has assessed video and found it
useful for training these skills.

Striefel and his colleagues describe another multifaceted service known as a
wraparound program, the Community Family Partnership Program (CFP). Like Proj
ects 12-Ways and SafeCare, the CFP offers 10 services such as nutrition training,
child care, prenatal care , and others and , like the program described by Fantuzzo
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et al., tries to empower the participating families through the families' active in
volvement in problem solving and helping each other in the CFP.

That "accident" is not a useful term in unintentional (or intentional) child
hood injury is an important theme of Chapter 12, by Peterson and Gable. Injuries
cause more deaths in children than all diseases combined. Thus, understanding
risks and trying to prevent them is critically important for children's safety. Peter
son and Gable explore these risks and note that many injuries are a result of CAN.
They go on to suggest a number of strategies for reducing these risks for children.

Programs aimed at the prevention of youth violence make up Chapter 13, by
Yung and Hammond, and Chapter 14, by Pittman, Wolfe, and Wekerle. In their
chapter on preventing youth violence in African-American junior high school stu
dents, Yung and Hammond note that African Americans are overrepresented
among the overall population as victims and perpetrators of violence. Thus, there
is a compelling need for programs aimed at prevention. Described in this chapter
is PACT, Positive Adolescent Choices Training Program, a hands-on, culturally
sensitive program for seventh and eighth graders. PACT teaches social skills and
anger management and provides education about violence. It is empirically
driven, collecting important program evaluation data . In research comparing
PACT adolescents with matched controls who were not involved in the program,
the PACT adolescents displayed less verbal and physical aggression and other
"misbehavior" in school.

Canadian adolescents are the subjects of the Youth Relationships Program
(YRP) described by Pittman, Wolfe, and Wekerle . This program is aimed at ado 
lescents who have experienced violence. Like the PACT, the YRP uses hands-on
practice to teach nonviolent interpersonal skills.

Teenage mothers, whose numbers are increasing, are at particularly high risk
for CAN. In Chapter 15 , Budd, Stockman, and Miller report the results of surveys
from service providers on how to engage teens in programs. In Chapter 16, Pink
ston and Smith review several aspects of parent training, particularly for young,
single parents.

Parents with developmental disabilities make up a higher proportion of CAN
reports than their representation in the population, yet they receive very little at
tention in the CAN literature. Feldman describes his parent training program for
parents with developmental disabilities in Chapter 17. His project makes use of
developmentally appropriate materials for the parents that help the parents assist
the children in gaining skills. In Chapter 18, Tymchuk addresses this issue in his
description of the UCLA Parent/Child Health and Wellness Project. The project
utilizes special assessment and training procedures adapted to the parents' read
ing levels and addresses their other skill deficits. As other authors here have
suggested, Tymchuk favors direct behavioral assessment over more standard
paper-and-pencil measures in assessing parents with developmental disabilities.
The UCLA Project uses a specific parenting plan that incorporates parents' needs,
as well as lesson plans and other very direct procedures.

Finally, Lundquist and Hansen note in Chapter 19 that the best treatment
plans are only as good as the families' adherence to them. They detail the barriers
to treatment adherence and suggest a number of strategies for improving it.



9

Community-Based
Partnership-Directed

Research
Actualizing Community Strengths to

Treat Child Victims of
Physical Abuse and Neglect

JOHN FANTUZZO, ANDREA DELGAUDIO WEISS,
and KATHLEEN COYLE COOLAHAN

During the last two decades of the 20th century, the number of children reported
abused or neglected has risen steadily. Nearly 3 million children were involved in
maltreatment reports in 1993 (U.S. Department of Health and Human Services,
1995). Demographic data indicate that the likelihood of victimization is not equal
for all children. The child victims of maltreatment are disproportionately young
and from low-income households [Wolfner & Gelles, 1993). Fifty-one percent of
the children reported abused or neglected in 1993 were 7 years old or younger,
and almost one-third were between the ages of 3 and 7 [U.S. Department of Health
and Human Services, 1995). Repeatedly, national incidence studies have indi
cated a strong relationship between low-income levels and a higher-than-average
risk of child maltreatment (Pelton, 1994).

The maltreatment suffered by these young, vulnerable children places them at
extremely high risk for developmental psychopathology (Cicchetti & Lynch, 1993).
The research literature indicates that physical abuse and neglect disrupt mastery
of the most important developmental task for preschool children-becoming
competent in social relations with peers (Cicchetti & Carlson, 1989). Maltreated
preschool children show significant difficulties in social functioning and peer
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relationships relative to nonmaltreated children. Compared to control children,
they display fewer socially competent behaviors in interactions with peers (Howes
& Espinosa, 1984; Wolfe & Mosk, 1983), initiate fewer positive interactions with
peers (Haskett & Kistner, 1991; Hoffman-Plotkin & Twentyman, 1984), and display
more inappropriate responses to peers, such as aggression and withdrawal (Howes,
1987; Klimes-Dougan & Kistner, 1990).

Maltreated preschool children also display higher levels of problematic be
haviors , which may increase the likelihood of being rejected or neglected by peers
(Dodge, 1983) and perpetuate a cycle of social isolation. Victims of abuse and ne
glect show greater rates of externalizing problem behaviors, such as aggression,
noncompliance, and impulsivity (Alessandri, 1991; Bousha & Twentyman, 1984;
Hoffman-Plotkin & Twentyman, 1984). These children also experience increased
levels of internalizing problems, such as social withdrawal, depression, anxiety,
and avoidance (Egeland, 1991; Jaffe, Wolfe, Wilson, & Zak, 1986; Klimes-Dougan
& Kistner, 1990). These findings indicate the negative impact of maltreatment on
the social development of preschool victims.

In addition, maltreatment is associated with detrimental aspects of the child's
larger ecology which may compound developmental risk. At the family level,
there is a prevalence of stress indicators including young and single parenthood
(Wolfner & Gelles, 1993), parental stress and social isolation (Garbarino, 1985),
and domestic violence (McCloskey, Figueredo, & Koss, 1995). At the community
level, there is an association between maltreatment and urban social disadvantage
and disorganization, such as poverty (Pelton, 1994), unemployment (Wolfner &
Gelles, 1993), juvenile delinquency, drug trafficking (Coulton, Korbin, Su, & Chow,
1995), and community violence (Osofsky, 1995).

Together, these findings make evident the complex, multidimensional nature
of child abuse and neglect and the importance of designing and investigating treat
ment strategies for low-income preschool children living in socially and eco
nomically distressed communities (Garbarino & Kostelny, 1992). Developing
comprehensive intervention strategies for multiple problems in a context of mini
mal resources raises serious questions about what methods can be used to treat
large numbers of maltreated children. The development of these methods must in
clude careful consideration of where treatment should take place and who should
serve as the primary therapeutic agents.

Unfortunately, the response of the current mental health delivery system to
these questions has been woefully limited in scope, resulting in services that are
inadequate to meet the developmental and mental health needs of vulnerable chil
dren in these high-risk environments (U.S. Department of Health and Human Ser
vices, 1990). This inadequacy is due primarily to a dearth of tested mental health
services available to children and families in impoverished urban settings (Chil
dren's Defense Fund, 1995; Kazdin, 1993). Little treatment outcome research is
available to direct the design of treatment services for young victims of physical
abuse and neglect (Cicchetti , Toth, & Bush, 1988; Kazdin, 1993; National Research
Council, 1993). In a comprehensive review of the treatment literature, Wolfe and
Wekerle (1993) found only five experimental studies oftreatment interventions
specifically developed for physically maltreated children, thus leaving profes
sionals with a lack of empirically tested, effective strategies with which to address
the developmental needs of child victims.
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The inadequacy of the current treatment delivery system also stems from the
unfortunate reality that the few services that do exist are often inappropriate and
irrelevant to the life conditions offamilies in these settings (Crittenden, 1991; Fan
tuzzo, 1990). Traditional treatment approaches consist mainly of a narrow range of
therapeutic strategies that are based primarily on the singular implementation of
expert-directed intervention. This expert-directed approach is characterized by as
sessment strategies that focus primarily on deficiency and pathology and thera
peutic practices that focus solely on providing services to individuals in clinic or
office settings. Focusing on the individual without attending to the surrounding
context implies that problems and their solutions lie solely within the individual
(Rhodes & Englund, 1993). Energies are therefore directed at changing the indi
vidual without addressing precipitating conditions in the environment (Ryan,
1971). In all , these traditional treatment approaches suffer from a constriction of
vision, a conceptual myopia, that severely limits the degree to which problems
can be successfully identified, understood, and treated with this most vulnerable
group of children and families.

A review of the community psychology literature reveals substantial support
for these criticisms as well as recommendations for reforming the provision of
treatment services with respect to complex social problems such as child mal 
treatment. First, treatment researchers are called to adopt a strengths or compe
tence perspective (Duffy& Wong, 1996; Glenwick & Jason, 1993). This perspective
asserts that mental health assessment and treatment practices should emphasize
the identification and further cultivation of competence rather than focusing on
deficiency and pathology (Weissberg, Caplan, & Harwood, 1991). Competence is
defined as the ability to transact effectively with the environment, that is, coping
with stressors and challenges in one's setting and maximizing opportunities. In
tervention programs designed to enhance and capitalize upon these competencies
are increasingly advocated as necessary alternatives to programs aimed merely at
fixing problems (Zimmerman & Arunkumar, 1994).

Adopting a strengths perspective necessitates moving beyond a focus on in
dividuals as the primary unit of analysis and considering the ecology in which in
dividuals transact (Glenwick, Heller, Linney, & Pargament, 1990; Rappaport, 1990;
Sarason, 1981; Trickett & Birman, 1989). An ecological perspective attends to per
son-environment transactions on multiple levels (Bronfenbrenner, 1977). The
treatment of problems is conceptualized not as a process of altering the individual,
but as a process of optimizing the fit between individuals and the multiple con
texts in which they exist (Duffy & Wong, 1996).

Lastly, in place of unidimensional, expert-directed treatment methods that
target individuals out of context (Tyler, Pargament, & Gatz, 1983), community
based researchers espouse the pursuit of comprehensive, divergent, multilevel
strategies that are congruent with the complexity of social problems such as child
abuse and neglect (Cowen, 1991; Kelly, 1990). To be ecologically valid and to mo
bilize community resources, such strategies should be used in natural settings and
should be designed to engage natural helpers in the development of intervention
strategies (Glenwick & Jason, 1993). This collaboration is characterized by a bi
directional flow of influence between researchers and natural helpers (both pro
fessionals and nonprofessionals), with both parties seen as having something to
contribute and to learn (Tyler et al., 1983). In addition, treatment strategies must
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be much more comprehensive in scope than conventional individual-focused, ex
pert-directed approaches. Interventions must be designed to address the most
salient causes and consequences of child abuse and neglect that interact among
various systems levels , including the individual, the family, the community, and
the larger culture (Cicchetti & Toth, 1995; National Research Council, 1993).

The purpose of this chapter is to outline and illustrate a community-based ap
proach for developing interventions for maltreated preschool children and their
families. This strategy involves accessing and activating the capabilities of com
petent individuals who are natural participants in the multiple environmental
systems that shape the development of young children. Designed to fit the cir
cumstances of vulnerable participants and their high-risk natural surroundings,
this approach calls for researchers to form a collaborative research team with re
silient community members to plan, implement, and evaluate intervention meth
ods at various system levels for maltreating families. In the following pages, we
will (1) describe the process involved in developing community-based , partner
ship-directed intervention and (2) detail an application ofthis process designed to
enhance the social functioning of low-income child victims and maltreating par
ents living in a large urban center.

DEVELOPING COMMUNITY-BASED
PARTNERSHIP-DIRECTED INTERVENTION STRATEGIES

The process of generating and implementing community-based, partnership
directed intervention methods consists of four major stages. In the following de
scriptions of these stages, the reader will note their recursive nature and the
continuous, ongoing nature of the overall process that undergirds successful col
laborations between researchers and community partners.

Stage 1: Forming Linkages with Community-Based Agencies
Serving Vulnerable Families with Young Children

The first stage involves strategically identifying appropriate agencies or in
stitutions within the community that provide services to vulnerable families with
young children and then forming working relationships with the administrators
of these agencies. Well-established agencies that are located community-wide
and are mandated to provide services to large numbers of families in the commu
nity are strategic sites for researchers to target. Specifically, the local Child Pro
tective Services agency is an essential institution with which maltreatment
researchers must form connections. Mandated by public law to identify and pro
vide services to maltreated children, this agency has both the greatest responsi
bility to maltreating families and the greatest access to them. By working in
concert with Child Protective Services staff, researchers can target intervention
areas of a community that show evidence of the greatest incidence and most se
vere levels of child maltreatment. Other established community institutions that
provide services to large numbers of families with young children include public
schools and early intervention programs. Early intervention preschool programs
typically offer a broad array of services to young children and families and can
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serve as attractive community-based sites for maltreatment prevention and treat
ment efforts.

For their part, researchers can bring to community-based treatment research
enterprises a number of unique assets. First , they bring to the collaboration their ex
pertise in research practices and methods. Most community agencies serving chil
dren and families lack the resources to conduct research and could profit greatly
from empirically derived knowledge about the needs of their client base and the ef
fectiveness of their services. Second, researchers can lend to the collaborative en
terprise access to university or corporate technical, educational, and personnel
resources. Third, researchers can spearhead efforts to procure external sources of
finding to support maltreatment intervention development and research.

Stage 2: Partnering with Resistance

Unfortunately, wide cultural, socioeconomic, and political gaps often separate
researchers, practitioners, and citizens. These gaps can be sources of mistrust and
tension that may impede or block the conduct of research in community settings,
as well as the use of research findings by members of the nonscientific commu
nity. This reality is most acute in the economically disadvantaged, politically dis 
enfranchised pockets of society where the highest incidence of child maltreatment
occurs. The greater the gaps are between researchers and other stakeholders, the
higher the likelihood is that the efforts from "outside" investigators and "helpers"
(researchers) will be mistrusted and rejected.

Against this backdrop of resistance, researchers must work to establish a foun
dation of trust upon which collaborative treatment research efforts can be built.
Genuine partnership is possible only when a basis of trust has been established
among all of the stakeholders in the partnership process-researchers , adminis
trators, front-line staff [i.e. , teachers and caseworkers), the recipients of services
[i.e. , parents), and concerned members of the community at large. Stakeholders'
resistance should be viewed not as a bane or threat to the partnership process, but
as a valuable and appropriate manifestation of their commitment to protecting the
interests of their particular group. The partnership process should be grounded
in an exchange of information and influence which allows each group of stake
holders to voice their needs, fears , and expectations with respect to the prospec
tive collaboration. Rather than trying to avoid or squelch resistance, researchers
should attempt to understand it from the perspective of the resisting party and re
spond to it by incorporating expressed concerns into the partnership agenda. The
objective of this process is for the partnering groups to articulate and form a shared
commitment to a constructive plan of action that addresses each group's concerns
and therefore has a greater likelihood of being implemented successfully.

Stage 3: Creating a Multisystems Level Intervention Strategy

After addressing initial sources ofresistance, researchers and community part
ners next engage in dialogue about the needs of vulnerable families and the com
munity resources and strengths that can be marshaled to support these families.
This dialogue is characterized by a two-way exchange of information designed
to set the agenda for partnership activity. Together, researchers and community



218 JOHN FANTUZZO et al.

partners articulate common objectives for intervening with maltreating families on
multiple levels and co-construct research methods to achieve these objectives. Be
cause the risk factors for child physical abuse exist and interact at the individual,
family, and community levels, researchers and community partners must create a
comprehensive plan to intervene strategically at various system levels . Isolated
treatment methods that target single systems are likely to be ineffective. Further
more, effective interventions must be nested in therapeutic systems that support
and sustain their existence.

Stage 4: Co-Implementation and Co-Evaluation

Following the co-construction of the research agenda and methods by re
searchers and community partners, the next stage in conducting community
based, partnership-directed treatment research is the co-implementation and
co-evaluation ofthe partnership's research activities. Community partners are em
powered to be researchers working in the interest of the community to investigate
the implementation and efficacy of partnership-generated research methods. This
empowerment derives from a recognition of their authority as "experts" on the
conditions, culture, and politics of the community. Community partners can par
ticipate directly in research activities by assisting with data collection, acting as
treatment agents, and helping the partnership team interpret the meaning of re
search findings. A consideration of the effectiveness of the strategies provides the
team with an opportunity to come back together to refine treatment methods and
reaffirm their partnership commitments.

In summary. the process described above consists of a series of continuous,
cyclical stages that empower natural helpers to make substantial contributions to
vulnerable members of their community. First , partners must honestly share fears
and expectations of their prospective collaboration. This sharing should include
disclosure of needs and feelings of mistrust. Out of this dialogue should come a
recognition of the strengths that each partner brings to the collaboration and a
commitment to cultivate these strengths. Second, there must be a genuine two
way flow of information to enable partners to learn the value of each other's
unique perspectives and knowledge related to their joint venture. Partners must
then translate their trust and knowledge base into useful assessment, intervention.
and evaluation strategies. Finally, evaluation feedback informs a rethinking of the
partnership's research objectives and strategies .

APPLICATION OF THE COMMUNITY-BASED
PARTNERSIllP·DIRECTED APPROACH

This section describes the application of the community-based. partnership
directed approach to intervention research for low-income, preschool victims of
physical abuse and neglect and their families living in a large urban setting. This
account describes the fruit of an intensive collaboration among the University of
Pennsylvania, the Philadelphia Department of Human Services (DHS), the school
district of the Philadelphia Prekindergarten Head Start Program. and Head Start
parents. The following description includes an account of intervention develop-
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ment across a 4-year period and a brief summary of research findings at each stage
of the process.

Forming Linkages with Community-Based Agencies to
Establish a Context for Intervention

As stated, a critical community institution with which child abuse re
searchers must form a working partnership is the agency charged with identify
ing and providing services to child victims of abuse and neglect. We met with
administrators of the Philadelphia Department of Human Service 's (DHS) Office of
Children, Youth, and Families and explained to them our interest in setting up
and evaluating the effectiveness of three complementary types of maltreatment in
terventions . In these meetings, we presented a community-based, partnership
directed approach as our preferred modus operandi. We shared our belief that
Head Start centers might be ideal sites for the interventions, since they are located
throughout the poverty-stricken areas of the city and provide a wide range of com
prehensive services for young children and families. Because we wanted to target
the city communities that were most severely affected by child maltreatment, we
worked with DHS administrators to identify regions in Philadelphia that con 
tained the greatest number of indicated cases of physical abuse of preschool chil
dren. Not surprisingly, these were the regions with the highest concentration of
vulnerable families (i.e., minority, single-female-headed households).

Next , we approached administrators of the largest Head Start grantee in the
city, the school district of Philadelphia's Prekindergarten Head Start program. We
expressed our desire to work collaboratively with them, the school district, and
DHS to develop and test the effectiveness of community-based, partnership
directed intervention methods for maltreated Head Start children and their parents.
As researchers, we brought to the partnership table a number of assets . First, we
had done several preliminary studies showing the value of the Play Buddy Inter
vention (PBI) for enhancing the social functioning of maltreated preschool children
(Fantuzzo & Holland, 1992). This line of research constituted the bulk of studies in
the research literature on intervention methods for maltreated preschool children.
Because the PBI had been tested only in clinic settings, we were eager to test its ap
plication to a natural setting such as Head Start. Fortunately, we were awarded
grants from the National Center for Child Abuse and Neglect (NCCAN) and Head
Start to conduct this investigation. We therefore were able to bring to the collabo
ration fiscal resources and a team of trained researchers to support the development
and evaluation of the intervention, at no cost to our collaborators. The Head Start
administrators decided to move forward with us, granting us a strategic commu
nity-based context in which to carry out the research. Based on the information
from DHS, we chose 10 Head Start centers located in public school buildings in the
highest-risk neighborhoods for child abuse , and began the critical entry process.

Partnering with Resistance

As outsiders to the highly stressed neighborhoods we had targeted, we were
not initially welcomed by members of the community. Through the eyes of mem
bers of the low-income, African-American communities we were entering, we
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were white, middle-class scientists coming in to study them and document their
deficiencies. Their considerable mistrust of our motives and methods made the
process of physical and psychological entry a tremendous challenge at every level.

From the beginning, we encountered intense resistance from parents and
community groups. The research team set up meetings with a committee of par
ents appointed by the Head Start Parent Policy Council to review our research
objectives and methods. The first task for this community was to review the mea
sures we would be asking parents to complete. The committee had very strong
negative reactions to a number of the measures, and refused to permit several mea
sures that are commonly used in maltreatment research-the Conflict Tactic
Scales, Child Abuse Potential Inventory, Beck Depression Inventory, and Child Be
havior Checklist-to be used. They found these measures to be overly negative,
depicting the African-American family in a stereotypic way that emphasizes vio
lence and deficiencies, but ignores strengths. Committee members informed us
that in neighborhoods where residents have seen the Department of Human Ser
vices remove children from homes, people would not honestly answer questions
posed by strangers about matters of family functioning. Instead, they would refuse
to participate at all or would provide us with misinformation by giving what they
perceived to be socially desirable responses. This airing of committee members'
negative feelings about the measures led to a broader discussion of their many
negative feelings and misunderstandings about the goals and objectives of the re
search project.

It soon became apparent that the prevailing sentiments in the community to
ward research, as it has typically been conducted in African-American communi
ties, were extremely negative. Parents and community advocates described past
experiences as research "subjects" whereby researchers pillaged the community for
data but offered nothing in return except judgments of community members as de
viant or degenerate. These outsiders, the parents explained, had no appreciation of
the challenges they faced nor the resilience they demonstrated in the face of those
challenges. Their opinions of research were so negative and the resistance they ex
pressed was so intense that the survival of our research plan was in jeopardy.

Although the committee members' fierce protestations were somewhat daunt
ing, we recognized that the intensity of the feelings they were expressing was an
indication of the depth of their concern for the children and families in their com
munity. We saw potential in this passion and chose to move toward the resistance
rather than retreat from it. We validated the feelings of frustration and fear they
were expressing, and conveyed to them that our primary commitment was not to
a preconceived research agenda, but to working with them to co-construct and im
plement a shared agenda for intervening with vulnerable and isolated maltreating
families. As an initial demonstration of this commitment, we offered to throw out
any measures or procedures they found objectionable, and asked them to work
with us to identify or develop more acceptable ones.

These early meetings served as the proving ground for an emerging re
searcher-citizen partnership. Through their resistance, members of the commu
nity adroitly tested our motives, methods, and values. Retreat on our part would
have indicated that our allegiance was to enacting a preset agenda, not to the fam
ilies living in the most high-risk, vulnerable communities. Standing our ground,
we listened to the concerns of our community counterparts and responded by
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inviting them to work with us as research partners, not subjects. Empowering the
community members to be partners transformed the threat they originally resisted
into an opportunity for the community. The raw emotion underlying their resis
tance could now serve as a motive force fueling their active participation in the
subsequent phases of the partnership process, that is, designing, implementing,
and evaluating the effectiveness of various intervention strategies.

Creating a Multisystems Level Intervention Strategy

Creating a strategy to understand and treat child abuse requires researchers to
attend to both the developmental status of child victims and adult perpetrators
and the social ecology in which maltreatment occurs. Across ecological settings
and developmental stages, child maltreatment is associated with a lack of social
connectedness and support (Daro, 1988; Thompson, 1995). The ideal combination
of intervention strategies should, therefore, function at multiple system levels to
move individuals from social isolation to community. With this general goal in
mind, the partnership team set out to identify community strengths and resources
that could be cultivated, as well as potential obstacles. Assessment methods were
developed to gather this essential information. Next, the data that were generated
were used by the team to design three distinct, yet complementary, intervention
strategies designed to reduce social isolation at the community, parent, and child
levels.

At the community level, high levels of maltreatment have been found in so
cially disorganized neighborhood settings characterized by a breakdown of commu
nity and social cohesion (Barry, 1994; Coulton et al., 1995; Garbarino & Kostelny,
1994). We, therefore , sought an intervention strategy that would bring the most vul
nerable families in these high-risk neighborhoods into Head Start, a nonstigmatiz
ing, community-based setting in which children and parents could potentially be
integrated into supportive social networks . We knew, however, that bringing these
families into Head Start would not be sufficient; further effort would be necessary to
pull them in from their likely positions on the social periphery and formally involve
them in socially supportive networks . We created a second intervention strategy that
would bring maltreating parents into consistent contact with resilient natural
helpers and would provide moral support, information, and instrumental aid. Fi
nally, we sought an effective strategy for intervening with the child victims of mal
treatment. The research literature tells us that a major consequence of maltreatment
at preschool age is an impaired ability to master the developmentally salient task of
forming positive relationships with peers (George & Main, 1979; Hoffman-Plotkin &
Twentyman, 1984). Developmentally appropriate interventions for children at this
age should therefore target the strengthening of peer social skills and integrate chil
dren into supportive peer networks (Thompson , 1995).

These three intervention strategies are outlined in the following discussion.
The first, the Reach Out Intervention, involved using natural helpers (Head Start
parents) to recruit as many maltreating families as possible into the Head Start
setting. This effort would allow us to offer community-based intervention ser
vices to greater numbers ofthe most needy families . The other two interventions,
Community Outreach through Parent Empowerment (COPE) and Play Buddy,
were designed to employ natural helpers to enhance the social connectedness of
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Figure 1. Multisystems level intervention .

maltreating parents and their children, respectively. These interventions repre
sent co-constructed strategies for linking vulnerable parents and children to sup
portive social networks in Head Start.

Implementation and Evaluation of the Multisystems Level Intervention

Subsequent to drafting a comprehensive research plan, the partnership team
activated this plan by carrying out the following sequence of research activities.
These activities were aimed at enrolling vulnerable isolated children and families
in Head Start, assessing the needs and strengths of the Head Start community, and
developing viable parent and child intervention strategies to enhance the social
functioning of both parents and children.

Reach Out

Initially, we discovered that there was a very small number of maltreated chil
dren in Head Start, even though the targeted centers were located in neighbor
hoods with the highest density of preschool physical abuse and neglect. We
learned from our community partners that there were many more children in these
neighborhoods who were eligible for Head Start than there were available open
ings. Therefore, the families most capable of completing all the steps in the Head
Start enrollment process were the ones who were first to be enrolled. Typically,
these families were the ones with the best social networks and the most adequate
family support systems. Parents in Head Start alerted their friends when there
were openings and helped them with entry procedures and politics [i.e., attending
all the required appointments , filling out all the forms , getting medical exami
nations, and navigating the interviews with the social service staff), As a result,
socially isolated maltreating families facing many stressors were at a distinct dis
advantage in competing for the limited number of slots.
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Therefore. our first intervention activity (at the community level) was to cre
ate a pipeline to Head Start centers for socially isolated maltreating parents and
to enroll child victims and families in Head Start. We created a community liai
son research position for a former Head Start parent with extensive experience in
Head Start parent leadership and parent advocacy groups in the community.
This team member helped us arrange focus groups to develop the Reach Out in
tervention, a strategy for bringing isolated. maltreating families into Head Start.
There were two major aspects to the Reach Out intervention: (1) developing
methods to contact isolated maltreating parents with children eligible for Head
Start and to offer them Head Start enrollment, and (2) helping vulnerable parents
complete the multistep enrollment process. To accomplish the first objective. our
team had a number of meetings with parents' rights groups in the community
and DHS leadership to develop sensitive contact procedures that offered enroll
ment opportunities to parents while protecting their confidentiality. Names and
phone numbers of highly vulnerable families who were eligible for enrollment
and interested in receiving information were given to our team. Small groups of
very capable parents from targeted Head Start centers and doctoral level psy
chology graduate students were hired for a short-term job to participate in a
"Head Start recruitment drive." The partnership team developed a simple phone
contact strategy and trained the participating Head Start parents and the students
to carry it out. To test the hypothesis that the Head Start parents would be more
effective in establishing contact than the graduate students, phone contact num
bers were randomly assigned to either Head Start parents or graduate student
staff (N =200 for each) . In order to protect the confidentiality of these families ,
and to ensure that staff were blind to abuse status . staff were informed that the
contact telephone numbers were obtained from Head Start for recruitment pur
poses. Forty-two percent of the targeted parents were successfully contacted (191
of 400); of these parents, 48.2% said they were interested in Head Start for their
children (92 of 191). Ultimately, 43% of the interested parents enrolled their
children in Head Start (40 of 92)-10% of the total population of abused pre
schoolers (40 of 400). Not surprisingly, parents were significantly more success
ful at contacting other parents (n =127 for parents and n =64 for graduate students,
chi square = 5.5, P < .05).

To help vulnerable families complete the enrollment process, we worked with
groups of Head Start parents and Head Start social service staff to study the
process and identify potential obstacles and possible solutions. Three major ob
stacles included getting medical and dental screenings in a timely manner, com
pleting all the paperwork, and attending an interview with Head Start social
service staff. Our team approached the dental and medical schools at the Univer
sity of Pennsylvania and identified pro bono services they provided that met Head
Start's screening requirements. Additionally, during the second year of the Reach
Out intervention, parent team members who were trained to make telephone
contacts helped parents complete forms and accompanied parents to their Head
Start interview. With these additional resources and experience, parent team
members were able to contact 73% of identified families (397 of 540). of whom
60% were interested in enrolling their child in Head start (243 of 397); of this
number, 42% were enrolled in Head Start (101 of 243). This was 19% of the iden
tified cases, an increase of 153% from the efforts in the first year. The proportion
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of abused children in the Head Start centers we targeted increased from a baseline
of 5% (4 of 80 children) to 20% in a two-year period (16 of 80 children).

Assessment

As discussed above, the parent leadership in Head Start, in conjunction with
other community parent advocacy groups, summarily rejected many of the defi
ciency- or pathology-oriented measures that are typically used in clinic, hospital,
or university-based child maltreatment research. Therefore, we worked with our
Head Start and community partners to identify acceptable parent, family, and
preschool social competency measures and, where needed, developed and tested
measures for use with this population. This productive research effort yielded
many useful assessment measures (Fantuzzo & Atkins, 1995). The first set of mea
sures that was developed related to our initial partnership commitment to connect
isolated child victims and maltreating parents to existing child and parent social
communities in Head Start.

To accomplish this task, we needed assessment methods that would identify
social needs and strengths in Head Start children and families . For the children,
we focused on interactive peer play for two basic reasons: (1) becoming compe
tent in social relations with peers is one of the most important developmental
tasks for preschool children, and (2) during the preschool years, peer social in 
teractive skills are developed primarily in the context of peer play. Initially, chil
dren identified by observation and teacher report who displayed the "highest"
and "lowest" levels of interactive play across a representative sample of 800 Head
Start children were Videotaped during classroom free-play sessions. In conjunc
tion with parents and teachers, we studied the videotapes of more than 25 of the
highest-rated and 25 of the lowest-rated children. We used this process to de
velop an observational coding system for peer play interactions (Peer Social In
teractions Observational Coding System; Fantuzzo & Atkins, 1995) and a teacher
rating scale (Penn Interactive Peer Play Scale; Fantuzzo, Sutton-Smith, Coolahan,
Manz, Canning, & Debnam, 1995). We also tested the Social Skills Rating Scale
(SSRS; Gresham & Elliott, 1990), a teacher rating measure of preschool social
competency, for use with this population. We found that the SSRS yielded three
useful overall social skills scales (Interpersonal Skills, Self-Control, and Verbal
Assertion) and two global problem behavior scales (Internalizing and Externaliz
ing problem behaviors) .

For the parents , we created life events scales that indicated "Blessings" (i.e.,
events that were uplifting, hopeful, and supportive to the parent and family) and
"Burdens" such as stressful events that were discouraging and taxed parental re
sources (Fantuzzo & Atkins, 1995). To ensure that events reflected the realities of
this population of parents , items for these scales were derived from surveys con
ducted with representative groups of Head Start parents. We also developed a con
text-specific method of assessing the degree to which a parent was an active
participant in the social network of parents in their Head Start center (Parent Head
Start Social Network; Fantuzzo & Atkins , 1995). This measure involved parents
rating each parent at their center (approximately 80 parents) on the degree to
which they talked to the parent, participated in Head Start activities with the par
ent, and participated in social activities outside of Head Start with the parent.
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Thus far, the partnership team had successfully expanded the number of mal
treated children and families attending Head Start and had identified and tested a
number of social competence assessment strategies for use with this population.
We next set out to use these measures to learn about the unique needs of child vic
tims and maltreating parents and the strengths evident in these high-risk environ
ments. This information would be used by the team to help design the parent and
child interventions.

Large-scale assessment studies comparing child and parent peer social func
tioning in maltreating and nonmaltreating families were conducted with teachers,
parents, and research assistants blind to maltreatment status. The child study
involved 54 children with a history of maltreatment and 54 demographically
matched nonmaltreated children. Comparisons between the two groups revealed
that, compared to the nonmaltreated children, the maltreated children exhibited
significantly less self-control in social interactions and significantly more inter
nalizing adjustment problems and disconnection in peer play. An additional com
parison was made between the levels of interactive peer play displayed by
maltreated and nonmaltreated children who were referred by teachers (blind to
maltreatment status) as candidates for intervention because they exhibited poor
interactive peer play skills. This comparison revealed that the maltreated children
showed significantly lower levels of interactive peer play and significantly more
isolated play behaviors than the nonmaltreated children who were referred for in
tervention. The assessment also identified a group of resilient children who dis
played high levels of interactive play despite being exposed to the same high-risk
environment as their classmates. As rated by teachers, these children were leaders
who directed other children without being bossy, contributed creative play ideas,
encouraged others to join in play, and helped settle peer conflicts.

The parent assessment study involved 116 African-American Head Start
patents. Seventy-six participants were identified by Head Start staff as isolated
and vulnerable, as evidenced by the nature of their contact with Head Start. The
remaining 40 participants were parents with a history of maltreatment involving
their Head Start child (these parents registered their child in Head Start as a result
of our Reach Out intervention). Parent assessments revealed that the maltreating
parents were identified by their peers (who were blind to maltreatment status) as
being among the most socially isolated parents in Head Start. For example, on av
erage more than 85% of the parents at the center reported that they had never spo
ken to the maltreating parents. The maltreating parents also reported significantly
lower levels of social support and higher levels of stress than nonmaltreating par
ents. The assessment also identified parents with incredible social resources and
skill, evidenced by extensive peer networks in Head Start.

Parent Intervention

Being a parent of young children is a very challenging part of adult develop
ment (Duvall, 1977; Olson & Lavee, 1989). Adults with children in the infancy and
early childhood years have been found to report higher levels of familial and mar
ital conflict and lower levels of well-being than have adults with older children or
with no children (Belsky & Rovine, 1990). In addition, research has shown that
low levels of social support are associated with problematic parenting. Socially
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isolated parents have been found to exhibit dysfunctional parenting behaviors
such as restrictiveness and punitiveness. In contrast, parents with high levels of
social support have been found to display nurturant, responsive parenting behav
iors (Jennings, Stagg, & Connors , 1991; Webster-Stratton, 1990), which are asso
ciated with positive social outcomes for children (McLoyd, 1990; Travillion &
Snyder, 1993). Social support may ease the stresses of parenting young children by
providing a forum for information exchange and emotional support (Cohen &
Wills, 1985).

Parents commonly receive social support from naturally existing social net
works, primarily extended kin (Gunnarsson & Cochran, 1990). For many families,
however, non-kin, neighborhood-based relationships may be more prominent
sources of social interaction, particularly if family relations are strained. For fam
ilies at risk of child maltreatment, the U.S. Advisory Board on Child Abuse and
Neglect has recommended strengthening these neighborhood supports (1991 ,
1993). Due to the often transient and unreliable nature of neighborhood contacts
(Belle, 1982), social connections should be provided through settings with consis
tent daily contact with other parents (Thompson, 1995). Schools and early inter
vention programs such as Head Start represent ideal contexts for building social
networks for isolated families.

For these reasons, the parent intervention was designed for implementation
in a natural community setting: Head Start . It was intended to offset parents ' social
isolation, to build natural community-based supportive networks, and to provide
culturally relevant information regarding parent management strategies. There
were three main steps in the development of the parent intervention: (1) co
construction of the intervention with parents, (2) piloting the intervention stra
tegies and content, and (3) large-scale implementation and evaluation of the
intervention.

Co-construction of the intervention was accomplished through collaborative
relationships in which parents were active participants in designing and format
ting the intervention. It was our hypothesis that community-based and culturally
relevant activities would be more respected, more acceptable, and more useful in
improving parental psychological and societal adjustment than more traditional
parent training interventions. An especially important component of co-construc
tion was to identify content that was relevant to parents and a format that encour
aged active participation. Our parent intervention was given the acronym COPE
(Community Outreach through Parent Empowerment).

The first step was to develop and test the COPE intervention. Prior to plan
ning the intervention, considerable effort was made to identify additional parents
referred from the Philadelphia Department of Human Services for physical abuse
and to enroll these children in Head Start. Subsequently, parents' needs were ex
plored through focus group discussions. The first planning groups were held at
two Head Start centers also participating in the child intervention. Assisted by
parents who had contributed to our Head Start recruitment (Reach Out) , we held
brief parent support groups which were available to all parents with children at
those centers. At the initial meeting, the rationale for the intervention was de 
scribed as "connecting parents with other Head Start parents" and identifying ef
fective strategies that parents can use to manage their daily stressors. At the
recommendation of parent leaders , we began the meetings with short skits depict-
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ing difficult parenting situations. The specific content of the skits (e.g., dropping
a child off at preschool, grocery shopping with a young child) was suggested by
parents in each group . These dramatizations appeared to be effective in engaging
parents and encouraging active discussion.

These brief parenting groups provided us with important information for the
second stage of the intervention, running a year-long pilot implementation of par
ent groups for eight Head Start classes. Based on focus group discussions with
project staff and Head Start parents, several key elements were identified for con
ducting the groups: (1) the use of parents as co-facilitators , (2) the use of culturally
expressive presentation styles (e.g., role-plays) , (3) an emphasis on team-building
and empowerment activities, (4) the purposeful inclusion of topics related to spe
cific neighborhood issues (e.g., violence and trauma), and (5) the building of peer
support relationships through Head Start . These five elements formed the basis of
the intervention format.

Next, we integrated what we learned about parents' needs from the focus
groups into an intervention curriculum that would fit the above format. We be
lieved that it was important to address self-development issues before parent roles
or community relationships could be explored. The curriculum involved three
major interdependent topics that were sequenced according to a hierarchy of
needs and skills: Parent as Change Agent for Self, Parent as Change Agent in the
Child's Presence, and Parent as Change Agent in School/Community Contexts.
Discussions on the first topic involved building trust and addressing mistrust be
tween parents and facilitators and identifying personal strengths and weaknesses,
stressors and coping mechanisms, and goals and barriers to reaching those goals.
Partnership at this stage was defined as helping the individual (in collaboration
with others) to identify personal life issues that contribute to stress and to identify
personal assets that can be mobilized to combat the hassles of daily life. Topics of
discussion included relationships with family and friends , race, poverty, gender
issues, social isolation, stress, physical health, and emotional well-being. Particu
lar emphasis was placed on how to develop friendships and community with
other isolated parents. Parent-parent collaborations were especially encouraged.

The second topic area, Parent as Change Agent in the Child's Presence, fo
cused more directly on the role of parenting, relationship with the child, parental
competence, and intimacy. Here, empowerment was identified as understanding
how one's responses to stress when children are present contribute to the exacer
bation of that stress , how parent-ehild relationships contribute to educational fail
ure or low motivation in young children, and how children's behavior can be
managed effectively. Supportive parent-child interactions were encouraged.

The third topic area, Parent as Change Agent in School/Community Contexts ,
informed parents on how to transact effectively with school systems and other
community agencies , with a specific focus on increasing parents' involvement in
their child's education. Empowerment was defined as the active engagement of
the parent in the contexts of school and community. Topics included the politics
of advocacy for children's education, understanding the world of the teacher, and
learning negotiation and conflict resolution skills. Parent-teacher collaborations
were encouraged and developed in this module.

After the initial stages of planning and piloting, the COPE parent interven
tion was implemented on a large scale. First, support groups were set up by two
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intervention teams consisting of a Head Start parent leader and a graduate student.
These teams identified eight Head Start classrooms that contained pilot partici
pants and then randomly assigned them to intervention and control conditions.
Next, these teams spent volunteer time in classrooms to become familiar with the
staff and parents. Once the teams were accepted by the staff and parents, they set
up a room in the Head Start center, with refreshments, two mornings a week and
invited targeted parents to drop in . These meetings provided an informal link for
isolated parents who may have been initially unwilling or unable to attend more
intensive parent training sessions, and supplied a context for participation in the
COPE sessions.

Evaluation of the COPE intervention showed that the first module, "Parent as
Change Agent for Self," was very well received. More than 100 Head Start par
ents participated in the intervention: 76 isolated and vulnerable families and 40
families with a history of maltreatment (32 of which were enrolled in Head Start
through our Reach Out efforts). It was especially encouraging that the DHS
referred parents showed high participation; for the most vulnerable parents , we
achieved attendance rates approaching 67% . This figure exceeds those for other
published parent interventions for maltreating parents by as much as 50%.

We learned a great deal from implementing the COPE intervention. To assess
its effectiveness in increasing parents ' levels of positive social contact with other
Head Start parents and reducing daily stress levels, maltreating and nonmaltreat
ing parents in both intervention and control groups were assessed posttreatment.
The results of our assessments with respect to parental supports and stressors in
dicated significantly lower levels of perceived stressors and higher levels of per
ceived parental supports in the treatment group. Differences were also found with
respect to parent ratings of isolation and social support. Parents in the treatment
group were rated significantly higher by other Head Start parents as being a parent
who talks with other parents in Head Start, engages with others in Head Start ac
tivities, and has social contact with other Head Start parents outside of Head Start
than were parents in the control group. In short, the COPEintervention was found
to be effective as a strategy for offsetting parents' social isolation and providing
culturally relevant information regarding parent management strategies.

Play Buddy Intervention

In the preschool years, acquiring social competencies to participate fully in
play activity with peers and to be accepted by them is a primary developmental
task. Child maltreatment can disrupt the acquisition of these competencies (Aber
& Cicchetti, 1984; Main & George, 1985). Our own assessment data indicate that,
compared to their nonmaltreated counterparts, maltreated children exhibit signif
icantly more adjustment problems, general social competence difficulties, and
problems in peer play interactions. These data comport with similar findings in
the research literature and highlight the importance of targeting playas a natural
and developmentally salient context for intervention with maltreated preschool
aged children.

Our strategy for intervening involved extending the development of a peer
mediated intervention called the Play Buddy Intervention (PBI). Guided by a de
velopmental-ecological model, this intervention is designed to capitalize on the
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natural potency of peers as treatment agents and to utilize playas a context for en
hancing the social competence of preschool child victims. At the heart of this
strategy is the Play Buddy, a resilient peer who displays exceptionally high levels
of positive play interactions even though he or she comes from the same high-risk
environment as the child victim (Fantuzzo & Holland, 1992).

PBI was developed and tested in a university-based lab school for maltreated
preschool children. Studies were conducted to determine the effectiveness of this
treatment strategy for socially withdrawn maltreated preschool children. The first
study was a small-scale investigation involving four withdrawn, maltreated chil
dren and two peers who displayed high levels of prosocial behavior (Fantuzzo,
Stovall, Schachtel, Goins , & Hall , 1987). Dyadic play sessions were conducted,
which involved providing a maltreated child with opportunities to play with a so
cially competent child ("Play Buddy") in a supportive and safe context. The social
behavior of the withdrawn children was recorded during these play sessions and
during free-play time in the children's classrooms. The PBI resulted in increases
in positive social behavior in both treatment (playroom) and generalization (class
room) settings. Next, a larger-scale replication study was conducted to assess the
relative effects of resilient peers versus familiar adults as treatment agents (Fan
tuzzo et al., 1988). In this study, 36 withdrawn, maltreated preschoolers were ran
domly assigned to one of three experimental groups : peer-treatment (PBI),
adult-treatment, or control conditions. The PBI condition involved training high
functioning, maltreated peers to involve socially withdrawn participants in their
play activity. The adult-treatment condition substituted a familiar adult for the
competent child. Findings indicated that children in the PBI condition showed
significant increases in positive social behaviors in treatment and generalization
settings, whereas children in the adult-treatment group displayed a significant de
crease in social behavior in both contexts after treatment. Furthermore, the chil
dren in the PBI condition showed decreases in problem behavior from pre- to
posttreatment assessment on indices of psychological adjustment, whereas partic
ipants in the adult-treatment and control conditions actually evidenced significant
increases in these behaviors over time.

These initial studies demonstrated the therapeutic potential of the PBI, but
fell short of establishing its ecological validity. Three factors qualified its general
izability: (1) because PBIwas studied in a university lab, its applicability to a real
world, community-based agency such as Head Start was unknown; (2) parents,
teachers, and other members of the community were not involved in the design
and implementation of the intervention; and (3) PBI was not implemented in the
natural classroom setting, but was conducted as a "pull-out" intervention where
children were removed from their classroom and supervised by university re
search assistants. A primary objective of the partnership team was to adapt the PBI
for use in Head Start classrooms and to conduct multisite randomized field tests
to determine its effectiveness. Efforts to enhance ecological validity included
modifying the PBI for use in Head Start centers, conducting the intervention in the
natural classroom, and training natural helpers (Head Start staff and parents) to
conduct the intervention.

To adapt PBI for use in Head Start classrooms and maximize its effectiveness,
the research team worked closely with Head Start staff and parent leaders. First,
assessment instruments were developed, as described previously, to improve our
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ability to identify children who were particularly effective in promoting play in 
teraction with ineffective players. Second, a substantial amount of time was spent
working with Head Start teachers to conceptualize how the PBI could take place
concurrently with natural free-play activities in the classroom. Third, a specific
role was created for a parent volunteer, the Play Supporter, who was responsible
for the daily implementation of the dyad ic play sessions in the classroom. These
parents were trained to support the Play Buddy's attempts to draw the Play Part
ner into play by praising his efforts at the end of the play session.

The adapted form of the PBI session included the following steps. First, the
play supporter entered the classroom and set up the Play Comer (an area of the
classroom designated for the dyadic play sessions) . Next, the play supporter talked
individually with the play buddy in preparation for the 20-minute play session
with the play partner. During this conversation, the play supporter concretely iden
tified the play activities that the play buddy had previously engaged in with the
play partner that resulted in positive play interactions. During the play sessions,
the play supporter observed the play interactions from outside the play comer. At
the session's end, the play supporter made supportive comments to the play part
ner and the play buddy about their interactive play. The intervention involved, on
the average, 20 play sessions spread over an 8-week period (three sessions/week).

Two studies were conducted to test the effectiveness of this adapted version
of the PBI for increasing the level of interactive play engaged in by socially with
drawn maltreated and nonmaltreated Head Start children. The initial study in
volved 46 socially withdrawn African-American Head Start children, 24 of whom
had a documented history of physical abuse, ranging from minor to moderate
physical injuries (Fantuzzo et al., 1996). These children were identified as socially
isolated by teacher ratings and direct observation of free-play sessions. Each of the
46 children was randomly assigned to either the PBI or Attention Control condi
tion. Designed to control for the extra attention of being paired with a peer and
spending time with this peer in a special play corner under the supervision
of a parent volunteer, the control condition involved pairing a target child with a
classmate of average interactive playability (rather than an exceptionally compe
tent play buddy). Children in the control condition met in the same play comers
with the same set of toys for the same number of dyadic play sessions. Their play
conditions were identical to the children in the PBI condition except that they
were not paired with a play buddy and the play supporter only supervised their
play and did not prompt or encourage interactive peer play between dyad mem
bers . During a 2-week period before and after the series of intervention sessions,
videotapes were made of the participants during regular play sessions. Raters,
blind to group assignments and abuse status, used the Peer Social Interactions Ob
servational Coding procedure to rate the play sessions. Two months posttreatment,
the social functioning of the children was rated by teachers using the Social Skills
Scales and the Problem Behavior Scales of the Social Skills Rating System.

Results from this first treatment outcome evaluation supported the effective
ness of the PBI. Controlling for pretreatment levels of play, both maltreated and
nonmaltreated socially withdrawn Head Start children showed a significant in
crease in positive interactive peer play behavior and a decrease in solitary play
behavior as a result of the PBI. In addition, treatment gains in observed social in
teractions were validated by teacher ratings of classroom social functioning on the
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SSRS two months following treatment. Maltreated and nonmaltreated children
who received the PBI were found to exhibit significantly higher Self-Control and
Interpersonal Skills and lower Internalizing and Externalizing problem behaviors
than children in the control condition. Furthermore, a 91 % treatment integrity
evaluation (i.e., treatment carried out as planned), a 100% rate of cooperation from
participating Head Start staff, and an 89% rate of successful PBI play session at
tempts are testimony to the value of our partnership base and efforts to increase
the ecological validity of the intervention.

The second treatment outcome study involved 82 socially ineffective Head
Start children, 37 of whom had a documented history of abuse or neglect. The
findings of the first study were replicated. A post-only comparison of the peer in
teraction behavior children randomly assigned to either the treatment or attention
control condition revealed that treatment children showed significantly higher
levels of observed peer play interaction and significantly lower levels of solitary
play than children in the control group. In addition, teacher ratings of social skills
and interactive play were significantly greater for children in the treatment group.
Treatment children also showed significantly lower incidence of behavior prob
lems. These findings strongly support the effectiveness of the PHIas a strategy for
increasing the level of interactive play of socially withdrawn maltreated and non
maltreated Head Start children.

Coming Back Together

After this 4-year research effortwas completed, the research team worked with
the leadership in Head Start and the Department of Human Services to explore how
these productive efforts could lead to improved services . 1Wo major initiatives
stemmed from these efforts: First, Head Start created a position on their advisory
board for a representative from Child Protective Services . This created a formal
channel of communication between the two community agencies and increased the
possibility of future collaborations. Currently, they are considering ways to share
information and reach out to more vulnerable families in these high-risk neighbor
hoods to prevent maltreatment and to enhance children's and families' well-being.
Second, the University of Pennsylvania researchers in conjunction with the Head
Start administration wrote a grant proposal to seek funds to further develop the
partnership-directed model and institute it across the entire 3,OOO-family Head
Start program. The team successfully competed for a 5-year Head Start Teaching
Center demonstration grant to incorporate the research model into the program
wide training model to improve child and family services. Partnering strategies and
specific intervention and assessment methods resulting from the above research
have already been incorporated successfully into this large-scale training effort
(Fantuzzo et al., 1996).

CONCLUSIONS

After over three decades of investigating child abuse and neglect, researchers
and practitioners are faced with enormous challenges. These challenges are a di
rect function of both the major accomplishments of research enterprises and the
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realities of translating research findings into achievable treatment and prevention
strategies. On the one hand, researchers and practitioners have sensitized the pub
lic to this problem, resulting in mandatory reporting laws and government sys
tems to identify and investigate maltreatment. This progress has provided an
avenue for identifying research participants and has made possible hundreds of
empirical studies examining causes and consequences of various forms of mal
treatment. These research efforts have expanded our understanding of the multi
dimensional nature of this problem, and have produced intricate and more refined
models for explaining how traumatic events affect various pathways of child de
velopment and how parental and environmental characteristics mitigate or poten
tiate ill effects (Cicchetti & Toth, 1995). Furthermore, researchers have scrutinized
their own work and , having identified substantial flaws, have prescribed more rig
orous and precise scientific methods.

On the other hand, it is widely recognized that a relatively small amount of
this research has found its way into the neighborhoods of our most vulnerable
families. Despite the development of intricate, multifaceted models, little treat
ment outcome research is available that demonstrates the translation of these
models into comprehensive interventions and tests their effectiveness with young,
low-income, minority children victimized by child physical abuse and neglect
(Kazdin, 1993; Wolfe & Wekerle, 1993). This unfortunate situation is aggravated by
the systematic dismantling of federally funded research specifically targeting
child abuse and neglect. Since 1981, funding for research and demonstration proj
ects through the National Center on Child Abuse and Neglect (NCCAN) has de
creased 44% (Thompson & Wilcox , 1995), and currently there is no funding for
field-initiated research through NCCAN.

Researchers addressing this complex, life-threatening national problem are
thus faced with the predicament of having to expand the scope, sophistication,
and precision of treatment and prevention research while working with fewer re
sources. The purpose of this chapter was to present and demonstrate a commu
nity-based, partnership-directed research approach to child physical abuse and
neglect that is designed to maximize the strength of natural resources that exist
within high-risk environments. The overall message that we hope the chapter im
parts is that attending to the "Where," "Who," and "How" of treatment (where
treatment takes place, who participates in the design and implementation oftreat
ment, and how treatment research is conducted) is critical to translating heuistic
models of child maltreatment into effective research and to developing a sustain
able research process that will generate a more precise and authentic knowledge
base. Highlighted in the remaining paragraphs are the "Where," "Who," and
"How" factors that we believe hold great promise for large-scale treatment and
prevention research.

Where

Head Start is an ideal natural national laboratory for conducting child abuse
and neglect treatment and prevention research (National Research Council, 1993).
Without question, it is the largest and most far-reaching program serving low
income families with young children. In 1993, Head Start served approximately
721,000 children and their families in more than 35,000 classrooms, in all 50
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states, the District of Columbia, U.S. territories, and in nearly 150 Tribal Nations
(U.S. Department of Health and Human Services , 1993). Across the nation, Head
Start is charged with serving even greater numbers of children and families with
a set of comprehensive services that are more responsive to their needs. Further
more, Head Start has expanded its mission to include a 0-3-year-old program
(Early Start) and to fund transition projects that create programmatic links be
tween Head Start and public elementary schools (U.S. Department of Health and
Human Services, 1993).

In addition to its size and expansiveness, a number of other factors make
Head Start a strategic location for maltreatment intervention research. First, the
program's overall philosophy emphasizes the significance of the parent-child re
lationship in children's development and encourages direct parental involvement
in program activities and decision making. Second, Head Start's relative success
has won it continued (and at times expanded) fiscal support. Unlike NCCAN,
Head Start has weathered periods of governmental belt-tightening and enjoys a fa
vorable prognosis for future funding. Finally, the architects of Head Start's future
recognize that, in order to respond to the varied needs of increasing numbers of
families, the program must forge partnerships with key community institutions to
provide effective , coordinated services. Research that spurs the formation of such
partnerships and evaluates the effectiveness of resulting services for children and
families is an urgent priority for Head Start. We have demonstrated that re
searchers can form linkages between Head Start and Child Protective Services and
create research opportunities that benefit child victims and maltreating parents.

Who

Treatment outcome research efforts should identify resilient individuals who
are indigenous to early childhood classrooms and community settings and capi
talize on their talents. Resilient children and parents are those who display high
levels of adaptive social functioning in challenging, high-risk environments.
These individuals can serve as excellent models for child victims and maltreating
parents. Social learning theory underscores the important role that competent
peers play in learning new behaviors (Bandura, 1977). Research in social learning
shows that being exposed to familiar, successful models in the natural setting and
having opportunities for practice, feedback, and social reinforcement maximize
learners' performance of new skills (Kanfer & Goldstein, 1991). We have demon
strated that, within a supportive community-based agency (Head Start), re
searchers can successfully identify resilient peers and develop a therapeutic
context that promotes peer learning opportunities for vulnerable peers .

How

Research should be conducted in genuine partnership with community-based
agencies and natural helpers from the community. We have learned from the re
search efforts detailed above that genuine partnership is realized as researchers
face the mistrust of practitioners and participants, co-construct assessment and
intervention strategies with these community partners, and co-implement and
co-evaluate these strategies. In other words, partnering is happening when re-
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searchers are understanding their community partners' passions (pro and con)
about research and "outside helpers," eliciting ideas from community partners
about problems and possible solutions, and engaging in conjoint research actions.
Overall, this entire process is designed to shift from an exclusively expert-directed
approach to intervention research to a partnership-directed learning process. Ac
cordingly, the emphasis changes from what we do to whom to how we do what
with whom.
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HISTORY

The term ecobehavioral was coined in the 1970s when a dialogue was published in
the Journal ofApplied Behavior Analysis between ecological psychologists and ap
plied behavior analysts. The ecological psychologists suggested that while behav
ioral psychology had much to offer in the way of empirically based treatments,
especially with children and their families, the field at that point had ignored social
ecological factors between treatment and outcome (Willems,1974). That is, although
behavioral psychology had prided itself on direct observation methodologies of as
sessment and treatment, as opposed to reliance on indirect measures, observations
tended to be narrow in focus, restricted in environments, and temporally proximate.
Thus, in examining parent-child interactions, the behavior analyst of the time might
have observed mother-child interactions in a clinic setting and drawn conclusions
about the parent-child relationship based upon the behavioral antecedents and con
sequences to each molecular interaction in that setting. A more ecological approach
would be to observe the mother and child in a more natural and treatment-specific
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setting such as the home. Further, it was suggested that if treatment in some form
was applied to parent-child interactions, data should be collected on how that
treatment may have affected other aspects of the parent-child relationship.

Thus, the "eco" in ecobehavioral stems from a notion that the family social
ecology must be considered in any examination of parent-child relationships and
in developing effective behavioral intervention treatment strategies.

The "behavioral" piece of ecobehavioral comes from the methodology of ap
plied behavior analysis. That is, to be behavioral is to operationalize behavior such
that it can be observed reliably and that observation and treatment can be described
in a manner sufficient for replication. Treatment strategies therefore are direct, rel
evant, and based on data collection methods that will generate appropriate and ef
fective results. In a retort to the concerns expressed by the ecological psychologists
during this early dialogue, it was suggested that comprehensive social ecological
assessment in the absence of directive treatment strategies would be irresponsible
(Baer, 1974). Thus, ecobehavioral approaches were born from this tentative (at the
time) marriage of ideas between ecological and behavioral psychology.

Applying an ecobehavioral approach to the prevention and treatment of child
abuse and neglect seemed a practical and logical tack when Project 12-Ways (de
scribed later) was created. When the contract to create Project 12-Ways was writ
ten in 1979, the treatment literature contained only a few case studies using either
simple behavioral parent training or behavioral stress reduction techniques for
parents involved in child abuse and neglect. Although each approach seemed to
have merit, the newly developing ecological theories of child abuse and neglect
(Belsky,1980) suggested that a broader-based conceptualization and treatment ap
proach might be more effective. That is, in looking at the child maltreatment phe
nomenon, a number of questions arose. First, although parent training seemed a
reasonable strategy, researchers questioned whether poor parenting strategies
alone were responsible for child abuse and neglect. This question is especially rel
evant given that many parents may lack good behavior management skills, but
they do not harm or neglect their children.

Another question was whether child maltreatment was exacerbated by stress
that the parent could not manage. Again, although this seemed logical, there were
countless parents able to cope with serious stressors without harming their chil
dren. Finally, the emerging sociological theories about child abuse and neglect
suggested that variables such as poverty, joblessness, social isolation, and skill
deficits of the children (child factors) were risk factors. Thus, it also seemed to fol
low that a truly comprehensive ecobehavioral approach should provide multifac
eted comprehensive assessment and treatment. It was from this perspective that
Project 12-Ways was created .

PROJECf 12·WAYS

Project 12-Ways has continually provided services in rural southern Illinois
since 1979 (Lutzker, Frame, & Rice, 1982). Referrals to Project 12-Ways come from
the Illinois Department of Children and Family Services and recently from private
agencies with whom the Department has contracted to manage services. Typically,
the parents have been reported for child abuse and neglect or are considered at risk
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of perpetrating such harm. Services are delivered in situ, mostly in the families'
homes, but also in other community and educational settings. The unusual name
for the project came from the 12 services that were described in the original pro
posal: parent-child training, stress reduction for parents, basic skill training for the
children, money management training, social support, home safety training, mul
tiple setting behavior management (in situ services) , health and nutrition, problem
solving, marital counseling, alcohol abuse referral, and single mother services.

Originally, it was thought that staff would be specialists in one or two services
and that families would receive services from an appropriate combination of these
specialists. It was immediately apparent, however, that this was completely imprac
tical because families expressed discomfort at having several specialists serve as
interventionists. Therefore, each staff member was trained in each service compo
nent and became a generalist. Almost all of the staff members have been graduate
students in the Behavior Analysis and Therapy Program in the Rehabilitation Insti
tute of Southern Illinois University at Carbondale. Accordingly, they are steeped in
academic coursework and practical, supervised training in behavioral psychology,
with an emphasis on behavioral assessment, single-case research design, behavioral
principles, and treatment strategies as they pertain to children and families .

The primary reasons for in situ services are (1) the belief that in situ delivery
of services increases the likelihood of generalization of newly learned skills across
behaviors, settings, and time, and (2) the fact that families involved in child abuse
and neglect, or young, single mothers, are not likely to find their way to a univer
sity clinic for services. Thus, the Project 12-Ways services described here typically
are not delivered in a clinic or office setting.

Data from single-case research designs have documented the effectiveness of
the ecobehavioral approach to child maltreatment by showing skill development in
parent training (Dachman, Halasz, Bickett , & Lutzker, 1984), stress reduction
(Campbell , O'Brien, Bickett, & Lutzker, 1983), marital counseling (Campbell et al.,
1983), home safety assessment and hazard reduction (Tertinger, Greene, & Lutzker,
1984 ; Barone, Greene, & Lutzker, 1986), infant stimulation and health care skills
(S. Z. Lutzker, J. R. Lutzker, Braunling-McMorrow, & Eddleman, 1987; Delgado &
Lutzker, 1988), affect training (Lutzker, Megson, Webb, & Dachman, 1985) , home
cleanliness, and nutrition (Sarber, Halasz, Messmer, Bickett, & Lutzker, 1983). Pro
gram evaluation data have consistently shown that when compared to a matched
comparison group in the same region , families who receive services from Project
12-Ways are significantly less likely to be reported again for child abuse and neglect
up to 4 years after services (Lutzker & Rice, 1984). Also, in one evaluation, it was
determined that Project 12-Ways families were more severe than comparison fami
lies prior to treatment. This was independently confirmed by workers through
anecdotal reports.

It seems clear that the ecobehavioral model, with its multifaceted assessment
and treatment techniques, is effective in treating and preventing child maltreat
ment. Less clear is whether this model could be replicated with other populations.
There have been at least two attempts to replicate; however, in each case, the ser
vices provided in the replications were provided by graduate assistants. Thus, al
though child abuse and neglect was successfully treated and prevented in these
replications, researchers question whether other ways to present the model and
to deliver services more efficiently would also be effective. With those issues in
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mind, two replications have evolved: Project Ecosystems, aimed at families who
have children with developmental disabilities, and Project SafeCare, aimed at pro
viding more efficient services, using persons other than graduate assistants.

PROJECT ECOSYSTEMS

Project Ecosystems was created to systematically replicate Project 12-Ways by
asking whether the ecobehavioral model could be applied to families who have
children with developmental disabilities, in an urban setting, and using graduate
assistants who were not so steeped in behavior analysis and therapy as is the staff
from Project 12-Ways. That is, the staff for Project Ecosystems are recruited from
several universities around southern California (Lutzker & Campbell, 1994). Chil
dren with developmental disabilities are at high risk for child abuse and neglect
and for placement into more restrictive living arrangements. The children served
by Project Ecosystems are at particular risk because of their severe behavioral ex
cesses or deficits.

The in situ services provided by Project Ecosystems are parent-child training,
stress reduction for parents and children, basic skill training for the children,
problem-solving training for the parents, and behavioral pediatrics. The parent
child training takes the form of planned activities training (PAT), which focuses on
preventing challenging child behavior by teaching parents to plan and structure
activities for their children, to state the rules and expectations of activities (which
include not only "fun" activities, but everyday activities such as getting ready to
go to school and to prepare for mealtimes), and to use incidental teaching, feed
back, and consequences (Huynen, Lutzker, Bigelow, Touchette, & Campbell, 1996).

Stress reduction in the form of behavioral relaxation training (BRT) (Poppen,
1988) teaches parents or children to assume 10 postures known to produce relax
ation. Practice in this technique allows the individual to relax quickly in stress
related situations in the natural environment. For parents, this is useful when they
are about to embark on PATor when attempting to be patient during an incident of
challenging behavior by the child. BRThas also been successfully used with chil
dren who have developmental disabilities. For example, Kiesel, Lutzker and Camp
bell (1989) used it to reduce seizures and their antecedents (hyperventilation) in
a child with severe mental retardation.

Basic skill training involves teaching the children directly or teaching the par
ents to teach skills such as functional communication, simple hygiene, or feeding
skills . Problem-solving strategies are systematically taught by using a model de
scribed by Borck and Fawcett (1982). These skills have been used by parents to
help them receive better services for their children and to arrange respite care for
themselves (Lutzker & Campbell, 1994). Behavioral pediatrics is the provision of
services as adjuncts to medical issues. For example, Lutzker and Campbell (1994)
described a child with Down's syndrome who displayed phobic behavior related
to medical stimuli. She was successfully treated through symbolic modeling in the
form of specially tailored and personalized stories containing increasingly de
scriptive medical situations. Lutzker and Campbell (1994) also described the case
of a child who feared going to the dentist. This child was successfully treated with
simple modeling and reinforcement procedures.
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Clearly, the ecobehavioral model has been successfully replicated and ex
tended with families who have children with developmental disabilities. Case
studies, single-case experiments (Bigelow, Huynen, & Lutzker, 1993), and program
evaluation data have attested to the success of this model. The California State
Council on Developmental Disabilities conducted an evaluation that determined
that families who received services from Project Ecosystems required fewer col
lateral services from other agencies and thus the project was less costly than other
services.

PROJECT SAFECARE

Project SafeCare was proposed and designed to validate three new interven
tion components with identified abusive , neglectful, and at-risk parents that were
patterned after three critical areas and strategies of intervention from Project 12
Ways. Project SafeCare examined the issues of (1) efficiency of treatment, (2)
medium of parent training, (3) types of trainers, (4) possible individual difference
variables associated with maltreatment, and (5) potential cultural differences on
all of these factors .

More specifically, Project 12-Ways found that not all 12 intervention strategies
and areas of intervention were equally critical in preventing child abuse . In Proj
ect SafeCare we extracted three salient means of intervention in parental behav
ioral deficiencies associated with abuse. These three areas of emphasis were (1)
infant and child health care, (2) home safety, and (3) stimulation/bonding or par
ent-child interaction. New intervention programs patterned after similar compo
nents in Project 12-Ways were developed and tested on the Project SafeCare parent
population. The ultimate goals are reduction of recidivism (in the case of abusive
and neglectful parents) and prevention (for at-risk parents). Current program eval
uation is ongoing for this information. Although randomized, because of the real
ities of providing service, all three components were presented to each parent and
were therefore nested within subjects' population. Consequently, it was not possi
ble to separate components and study their particular effects on abuse. We can,
however, look at the effectiveness of training within components and can study
the combined effect of all three components on abuse .

A second major question raised by Project SafeCare was whether intervention
could be streamlined to 15 sessions for all components together without losing the
level of effectiveness found by Project 12-Ways. In other words, can parents be
trained to criterion on each component in five sessions for each component (15 for
all three components) without loss of effectiveness on critical targets, particularly
subsequent abuse?

A third consideration in Project SafeCare had to do with the provider of ser
vice or training. Almost all behavioral intervention studies with abusive or at-risk
parents utilized graduate students as sources of training. But how effective might
other types of trainers be with child abuse and neglect families? This represents an
issue of dissemination. Project SafeCare examined and compared graduate student
interventionists with child care protective service workers, nurses, and video pro
grams for effectiveness of training to performance criteria and affect on subsequent
abusive behavior.
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Finally, it was possible within the research design to examine several impor
tant issues and questions from the child abuse literature that could be derived
from the richness of contact, follow-up and sample sizes available in Project Safe
Care populations. For example, each parent was given an extensive array of self
report measures to correlate with abuse, neglect and at-risk group membership
and with training success and abuse reports. In addition, because Project SafeCare
had an extensive Latina population referred for services, it was possible to com
pare Spanish-only speakers with English speakers on all variables, but particularly
the self-report scores , training effectiveness, and mode of training on abuse.

As an additional note regarding design and research issues, we should em
phasize that our populations were divided into "abusive" and "neglectful" parents
with nonoverlapping criteria. It was therefore possible to independently study
abuse and neglect populations on all independent and dependent variables. In
many respects, such comparisons between neglect and abuse allows us to develop
differential measures for assessment of these categories and to test intervention re
sults on these subpopulations. There is considerable evidence that parents in
volved in abuse and those involved in neglect are quite separate populations, but
are often lumped together as "abusive" parents in research studies (Lutzker, 1990).
Analysis of differences could prove to be a valuable first step in fully separating
these populations for empirical study. The at-risk group served as a comparison
population to determine the predictive validity of any differential selection crite
ria and the effects of treatment on prevention of abuse and neglect.

Indirect and Direct Measures

Infant and Child Health Care

Project SafeCare's infant and child health care component was designed to
teach parents to prevent illness, identify symptoms, and provide appropriate treat
ment (Delgado & Lutzker, 1988). Parents' knowledge of basic health care informa
tion was assessed using a 10-item true/false quiz. Because parents' knowledge of
health care information may not necessarily reflect their actual behavior when
treating children's symptoms, parent behavior was also assessed during a role-play
situation. A validated task analysis of the steps required when identifying and
treating symptoms was used to evaluate parent behavior.

Prior to training, parents were given a written scenario (Spanish versions
were also available) that described a child with symptoms of a particular illness.
This was read aloud to parents with limited reading ability. The parent was then
asked to tell the counselor what she believed the problem was, and show the
counselor what she would do to treat the symptoms. The task analysis involved
steps such as identifying symptoms correctly, consulting medical reference mate
rials, reading instructions on medications, checking symptoms again, and ending
treatment when appropriate.

Following assessment, parents were provided with a validated health manual
and symptom guide which provided information on how to use the manual, plan
ning and prevention, caring for children at home, calling the physician, and ur
gent care. The symptom guide presented information specific to each illness, such
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as whether the illness required urgent care, what the parent should do to treat the
illness, and what the physician might do if consulted. Parents were also provided
with basic health supplies, such as a mercury thermometer, a medicine dropper,
and antibiotic ointment.

Health training involved instructions, modeling, parent practice, and feed
back, with positive practice of those steps completed incorrectly. Following a
discussion of the steps of the task analysis and their rationales , the counselor
modeled each step of the task analysis while treating an illness depicted on a
role-play scenario card, and then asked the parent to practice the same steps.
Feedback was then provided, and parents were asked to practice the steps com
pleted incorrectly again until demonstrated correctly. During each session, par
ents practiced using their health materials while role-playing the treatment of a
variety of symptoms requiring either treatment at home, calling the physician, or
urgent care. Following training in the use of the task analysis during the first
four sessions, the counselor and parent discussed information presented in the
health manual. Specific activities such as record keeping, taking a temperature,
and administering medication were taught. When possible and appropriate, the
child was involved in these activities and the health care scenarios. Dolls were
used when it was inappropriate to involve the child, such as when administer
ing medication.

During the fifth training session, parents were provided with several opportu
nities to meet the 100% training criterion in health role-play scenarios involving
self-treatment, calling the physician, and seeking emergency treatment. Following
training, a social validation questionnaire was administered to determine parents'
opinions about the training program and their skills following training.

Home Safety

The home safety component was designed to teach parents to identify and
eliminate accessible hazards within their home . The number of accessible hazards
in the living room, kitchen, bathroom, and child's bedroom was measured using
the Home Accident Prevention Inventory-Revised [HAPI-R), a revalidated version
of the Home Accident Prevention Inventory [Tertinger et al. , 1984, 1988). The
HAPI-Ris a safety checklist that includes the following hazards: fire and electrical
hazards, suffocation by mechanical means, suffocation by ingested objects, guns,
poisonings by solids and liquids, falling hazards, and drowning hazards. After ob
taining consent from the parent, the observers looked through the home for haz
ards falling into these categories, in order to obtain the number of accessible
hazards. An accessible hazard was one within the reach of the tallest child while
standing on the floor, or on a surface to which the child could climb .

For families demonstrating a need for cleanliness training, home cleanliness
was assessed using the Checklist for Living Environments to Assess Neglect
(CLEAN; Watson-Perczel, Lutzker, Greene, & McGimpsey, 1988). Each room was
divided into item areas, and a score assigned to each area rating the cleanliness,
number of items of clothing or linen not belonging, and the number of other ob
jects belonging. The scores for each area were summed and divided by the number
of item areas , yielding a percentage clean score for each room. Most families have
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not demonstrated a need for this component. All counselors , however, were
trained to assess home cleanliness and conduct clean training.

Home safety training involved instructions, counselor modeling, parent prac
tice, and feedback. Parents were also provided with drawer and cupboard latches
and outlet covers, and were taught to install these safety devices throughout their
home. Training began in the room with the greatest number of hazards, and sub
sequent sessions focused on each of the remaining rooms in turn. During each ses
sion, feedback on remaining hazards in previously trained rooms was provided to
the parent, with instructions to make any remaining hazards inaccessible.

Some families participated in video home safety training. Four videos ad
dressing home safety in the living room, kitchen, bathroom, and bedroom pre
sented examples of hazards common to those rooms , and provided descriptions
and demonstrations of parents identifying hazards and making them inaccessible.
During each training session, the Project SafeCare counselor asked the parents to
watch one video, accompanied by a written supplement describing the hazards
common to each room and ways to make the hazards inaccessible. Parents partic
ipating in video training also received home safety supplies. Following training,
parents were asked to complete a social validation questionnaire which assessed
parents' opinions of the training program and their skills in making their homes
safe following training.

Bonding

The bonding component is comprised of two distinct training protocols: par
ent-child interactions training (children 8-10 months to age 5), and parent-infant
interactions training (birth to 8-10 months). Both were designed to increase posi
tive interactions between parent and children.

Parent-child interactions training primarily consisted of Planned Activities
Training (PAT; Sanders & Dadds, 1982; Lutzker, Huynen, & Bigelow, 1998). PATin
volves planning activities in advance, explaining rules and activities, engaging
children in activities, and providing feedback in order to increase positive interac
tions and prevent challenging child behavior. Parent-child interaction skills were
assessed using a la-second observe , 5-second record partial-interval time-sampling
procedure. The behaviors assessed were found by 11 child development specialists
(teachers, child care directors, clinicians, and researchers) to be important to assess
when measuring the parent-child relationship, and included parent leveling (posi
tioning oneself at the physical level of the child) , touch, attending, verbalizations,
and instructions. The child behaviors consisted of verbalizations, affect, aggression,
and following instructions. Composite scores of appropriate and inappropriate par
ent and child behavior were obtained from these observations. A checklist was
used to assess parent use of Planned Activities Training. These behaviors included
preparing for activities in advance, explaining activities, explaining rules, using in
cidental teaching, and providing feedback and consequences.

Training was conducted over five sessions, and consisted of discussion of the
steps involved in PAT and their rationale, modeling, parent practice, and feed
back. During the discussion of PAT, the counselor and the parent filled in the PAT
checklist with information specific to the activity at hand. For example, when dis-
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cussing playtime, parents were asked to describe their specific concerns about
their child's behavior, or to give examples of play activities their children particu
larly enjoy. This information was added to their PAT checklist, so that the materi
als were tailored to their own needs . Training took place during play activities as
well as activities such as getting dressed , bath time, and mealtime.

Parents were also provided with a set of play activity cards which depicted a
variety of stimulating play activities in which parents and children could engage.
These activity cards were incorporated into PAT; counselors modeled and parents
practiced PATduring activities depicted on the activity cards . Assignments pro
vided to parents at each session involved asking parents to use PAT, positive in
teraction skills, and activity cards to provide more engaging activities for their
children.

Parent-infant interactions training was designed for parents of children from
birth to 8-10 months, and involved teaching parents to plan and engage in stimu
lating play activities and use appropriate interaction skills with their infants . Par
ent and infant behaviors were also found by 11 child development specialists to be
important to assess when evaluating parent-infant interactions. A partial-interval
time-sampling procedure was used to assess parent and child behaviors during
play and other daily living activities . The parent behaviors included smiling , look
ing, verbalizations, touch, play, and imitation. The infant behaviors included smil
ing, looking, verbalizations, touch, play, imitation, and crying. Composite scores for
appropriate and inappropriate parent and child behavior were obtained from these
observations.

Each parent-infant interaction training session focused on a specific set of
skills . These included physical interactions, verbal interactions, guided play, and
PAT. These skills and their rationales were discussed, and then the counselor
modeled the target behaviors in play or other activities with the child. The parent
was then asked to practice these skills with the child. Feedback was provided by
the counselor, and then additional practice in the skills needing improvement was
conducted.

Parents participating in this component also received a set of activity cards
depicting a variety of play and daily living activities. These cards provided par
ents with suggestions and served as prompts to engage in planned activities with
their children, and they were incorporated into training; target behaviors were
modeled and practiced during activities depicted on the cards . Assignments in
volved asking parents to use the newly practiced interaction skills and activity
cards during their daily interactions with their child.

Video Training

Home safety, parent-child interactions, and parent-infant interactions train
ing videos were designed and filmed by Project SafeCare. These videos were also
translated into Spanish. Initially, videos were to be presented as the primary mode
of training for parents designated to participate in video training. Some parents'
performances improved to criterion; some improvements were less dramatic. In
cases in which video training did not result in criterion level performance, re
search assistants provided additional training and feedback.
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Indirect Measures

Although direct observation of the parent and child behavior involved in
health, safety, and parent-ehild interactions is the optimal method for evaluating
changes in parent behavior following treatment, indirect measures may provide a
secondary measure of the effects of treatment.

Project SafeCare uses seven questionnaires to assess a host of parent and child
characteristics. These questionnaires are administered to all participating mothers
and fathers, and are completed prior to training, following the completion of train
ing , and at six-month follow-up intervals. Their primary purpose is to provide
standardized descriptive information about Project SafeCare families, and to eval
uate change in parent-reported information following the completion of Project
SafeCare services.

All parents complete the Child Abuse Potential Inventory (CAP;Milner 1986,
1994), the Parenting Stress Index (PSI; Abidin, 1990), and the Beck Depression In
ventory (BDI; Beck & Steer, 1993). The CAP Inventory has been used as a screen
ing device to assess risk for physical child abuse. A Spanish translation of the CAP
Inventory is available for research purposes, but no data are currently available
demonstrating the ability of the Spanish version to screen for physical child abuse
in this population. Because a majority of the families served on Project SafeCare
speak Spanish, the CAP Inventory has not been used by Project SafeCare to clas 
sify parents.

The PSI (Abidin, 1990) assesses stressors associated with parent characteris
tics and child characteristics, and other stressors within the parenting role . It has
been used to assess stress levels among parents who are at risk for or reported for
child abuse, among other populations. While research has not independently
demonstrated the validity of PSI-Short Form, it is likely that it is as valid as the
full-length version because it is a direct derivation of the longer form . The BDI
(Beck & Steer, 1993) assesses the presence of depressive symptoms in the parent,
and is also used to evaluate change in parents' reports of depression following
treatment.

In addition to these measures, four devices are used with parents with older
children. The Parent Behavior Checklist (Fox, 1994) is used to assess parental dis
cipline, nurturing, and expectations in parents of children age birth to 4 years of
age. The Eyberg Child Behavior Inventory (Eyberg & Colvin , 1994) provides a mea
sure of parent-reported child behavior problems. This measure assesses disruptive
behaviors in children ages 2 to 16 on an Intensity Scale, which indicates the fre
quency of the problem, and a Problem Scale, which identifies the specific behav
iors that are current problems for the parent. The Conners ' Ratings Scale (Conners,
1989) is used to characterize patterns of problem behavior in children 3 to 17 years
of age. It includes scales for conduct disorder, anxious-shy behavior, restless
disorganized behavior, learning problems, psychosomatic symptoms, obsessive
compulsive behavior, antisocial behavior, and hyperactive-immature behavior. It
also includes a 10-item hyperactivity index which measures the extent to which
the child displays behaviors indicative of Attention-Deficit/Hyperactivity Disor
der (ADHD). The Parental Anger Inventory (PAl; DeRoma & Hansen, 1994) was de
signed to assess anger experienced by abusing parents in response to challenging
child behavior. Parents are asked to rate child-related situations as problematic or



AN ECOBEHAVIORAL MODEL FOR PREVENTION AND TREATMENT 249

nonproblematic and then indicate the magnitude of anger elicited in each situa
tion using a 5-point scale.

These self-report measures are conducted with all parents when appropriate,
and are used primarily to assess parent and child behavior and to provide a
pre/post measurement of the intervention's effectiveness. The data collected from
these measures are secondary to direct observation data, however, in that self
report data may be influenced by a variety of factors . Direct observation data pro
vide the most accurate measure of parent and child behavior.

Outcome

Changes ofPlans

Before active training began on Project SafeCare, several modifications were
made to the original design. One primary research question asked, "What is the
best means of delivering these services?" Training was to be provided by research
assistants, caseworkers, nurses, and in a video format to equal numbers of families
across the first three years of the project. During the first year of Project SafeCare,
the funding that was to have been provided for public-health nurses was lost by
the agency that was to provide the nurses to Project SafeCare. Consequently,
nurses, who would have been paid by the agency, were not available to provide
training to Project SafeCare families . In order to examine the question as to
whether a nurse could effectively provide Project SafeCare services, a recent nurs
ing-school graduate was hired, and successfully provided training in the health
component to two families. Additional funds were not available, however, to hire
more nurses, or nurses with several years of experience. Because of this departure
from the original design, the 36 families originally designated to be involved in the
nurse training condition were reassigned to either the caseworker, research assis 
tant, or video training condition.

Similarly, deviations from the original plan were made in the caseworker
training condition. As part of the agreement between Project SafeCare and DCFS,
three caseworkers were provided with reduced caseloads in return for conduct
ing training with 36 Project SafeCare families . Two of these caseworkers were sup
posed to conduct training, and one was to be an alternate. During the months
following their training in how to conduct parent training in the three compo
nents, it became clear that even with reduced caseloads, it was not possible to
have caseworkers provide weekly training sessions in a consistent manner to fam
ilies. Although their caseloads had been reduced, the number of children for
whom the caseworkers were responsible was still more than optimal according to
DCFS standards. With the court appearances, home visits, and on-call time re
quired of caseworkers, their availability for training sessions with PS families was
significantly limited. In fact, there were many instances in which the casework
ers cancelled their scheduled appointments with PS families because of these re
sponsibilities. This was a substantial obstacle; nonetheless, several families were
able to complete training in the health component conducted by a caseworker.

Only months later, however, both caseworkers took leaves . Families initially
assigned to this condition were reassigned to other modes of training. While one
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of the original caseworkers returned to conduct additional training, another of
fered his resignation. With only one caseworker available to conduct training, fam
ilies were no longer assigned to the caseworker condition. In an effort to resolve
this ongoing problem, DCFS supervisors provided Project SafeCare with a full
time caseworker to conduct training. This caseworker no longer had a caseload,
but was employed by the department. Although she met the training criteria for
each component, when conducting training with parents, she did not demonstrate
training skills in the appropriate manner. These deficits in her training skills re
sulted in parents not meeting training criteria.

Following a change in the supervision of the department, this specially as
signed caseworker was transferred, and one unit of caseworker trainees was des
ignated to work with Project SafeCare. Although it had been stipulated that the
caseworkers' caseloads would be reduced, their caseloads remained equivalent to
that of other caseworkers. Again, their primary responsibilities impeded their abil
ity to consistently meet with Project SafeCare families. Thus, the caseworker train
ing condition was also omitted from the original design, and these families were
reassigned to either a "partially trained by a caseworker" condition, or to the re
search assistant or video condition.

Although the effectiveness of training conducted by caseworkers was not
clearly demonstrated, it was apparent that their responsibilities prevented them
from having the consistent contact and involvement with Project SafeCare families
necessary to effectively complete training. Reduced caseloads were supposed to be
provided, but any reduction they did receive failed to provide them with the flexi
bility needed to attend weekly sessions with families. The caseworkers' availability
was further limited by their responsibility to be available for emergency situations.

In some cases, the training provided by a caseworker did not meet the neces
sary standards. This appeared, however, to be a specific problem with only one
caseworker. The original design required that 36 families receive nurse training,
and 36 required caseworker training. These two goals were not met.

The original program design called for evaluating the effectiveness of four dif
ferent modes of training with a specified number of families over four years. The
aim was to reach more families, in the most direct and efficient manner. Presum
ably, many families already receiving services provided by social workers or
nurses would benefit from additional training provided by these types of profes
sionals. Based upon these findings, however, it was determined that the compet
ing responsibilities of the caseworkers prevented a thorough evaluation of this
mode of presentation.

Attrition also became an obstacle that, while expected, was much greater than
anticipated. Parents in the at-risk group were voluntary, making the attrition in
this group higher than that in the abuse group. While attrition among at-risk fam
ilies who agreed to participate in the program was high, a large number of parents
declined to participate in the project before signing the initial informed-consent
form. This can be attributed to the nature of families involved in, or at risk for,
child abuse and neglect, but it may also be related to characteristics of the pro
gram. It appeared that the considerable assessment conducted with families prior
to, as well as during training, may have resulted in some families dropping out of
the program. Future research should continue to evaluate the factors that are nec
essary to engage families in services.
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Parents' attendance at scheduled sessions was addressed by implementing an
appointment calendar system involving reminders and gold stars for attendance.
A slight improvement in some parents' attendance was observed upon the imple
mentation of the calendars, but this increase was not statistically significant. From
attendance and attrition patterns seen in Project SafeCare, it is apparent that mak
ing participation more engaging and rewarding to families and reducing the bur
den placed on them may reduce attrition.

Other departures from the originally planned protocol involved discarding case
worker social validation of the effects of training . From an original sample of social
validation forms mailed to caseworkers following the completion of training with
families they had referred, none were returned completed. Only a few caseworkers
returned the forms, and all of these included notes from the caseworker indicating
that the family was no longer in their caseload or that the case had been closed.

Throughout the project, several of the original objectives necessarily had to be
revised in order to adjust to the natural circumstances of the agencies and families
who participated. Some of these circumstances required more extensive adjust
ments than others; obstacles such as these must be met with flexibility and the
ability to adapt to changing circumstances in the community.

Group Data

Despite the adjustments and revisions made to the originally proposed proj
ect, group outcome data have clearly answered most of the proposed research
questions. The first question was , "Can the three services most often provided by
Project 12-Ways be made more efficient and be more effectively provided in 15
sessions?" When provided in five sessions by research assistants, these services
have been effectively delivered. In the bonding component, parents' use of PAT
has improved from 43% to 86% (Figure 1). Observations of the validated parent
and child interaction skills indicated that the number of intervals in which ap
propriate parent behavior was observed increased from 64% to 70% following
training. The instructions provided by the parents to the children were also as
sessed. The percentage of instructions that were stated appropriately increased
from 89% to 95%. Further, among a smaller group of parents who participated
in follow-up observations, appropriate parent interaction skills increased from
the baseline of 64% to 74% and appropriate instructions increased to 99%. Thus,
parents who have participated in research assistant training have demonstrated
substantial improvements in their parent interaction skills and their use of
Planned Activities Training. Further, parent interaction skills and instructions
improved from posttraining to follow-up observations. Corresponding improve
ments in child behavior have also been observed (Figure 2). In the research as
sistant training group, appropriate child behavior increased from 71% of
intervals to 79% , posttraining. Instruction following increased from 65% of in
structions to 82% at posttraining. As with parents, child behavior also improved
from posttraining to follow-up. Data collected during activities in which training
was not conducted indicate that the improvements in parent (Figure 3) and child
behavior (Figure 4) generalized to novel activities.

Similar improvements were observed among four parents who participated
in video PAT (Figure 5). Their use of PAT increased from 61% to 94%, and the



252

(5 100
.~ 90
.I::- 80Ql
co 70E
~ 60
ell 50a.
0 40
Ql 30Cl
ell 20E
Ql 10!:?
Ql 0a.

PAT
Checklist

Appropriate
Parent

Behavior

Appropriate
Instructions

JOHN R. LUTZKERet al,

c:1 Baseline

Training

B Foliow-up
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percentage of intervals in which appropriate interaction skills were demon
strated increased from 67% to 82% . The percentage of instructions that were
stated appropriately increased from 83% to 100%. Appropriate child behavior
increased from 73% of intervals to 86%, posttraining. Instruction following in
creased from 55% to 100% (Figure 6). Thus, PAT provided in a video format is
effective in increasing parent use of PAT and improving parent and child inter
action skills. An additional improvement was seen in the quality of instruction
provided to children, and their instruction following. In addition to demon
strating the effective use of PAT with parents at risk for or reported for child
abuse and neglect, these results lend support to the use of video parent training
with this population.

Parents ' health care skills also significantly improved. Of parents who re
ceived health training provided by either research assistants, caseworkers, a nurse,
or combinations of a caseworker and research assistant, or in a video format with
research assistant, 86% met the 100% training criterion in role-play scenarios re
quiring self-treatment, calling the physician, and emergency treatment (Figure 7).
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and emergency treatment role-play scenarios across each mode of training.

Of the parents who did not meet the training criterion, there was an improvement
of at least 80% in parent performance (Figure 8).

In addition to improvements in the bonding and child health care compo
nents , reductions in the number of hazards were observed among families partic
ipating in th is component. Across all groups , the average reduction in hazards
from baseline to posttraining was 68%.

The second research question was, "What is the relative effectiveness ofthese
services when provided by research assistants , a nurse, DCFS caseworkers , and
in a video format?" In its systematic rep lication of Project 12-Ways, Project Safe
Care sought to evaluate the effectiveness of these training protocols when deliv
ered by DCFS caseworkers and a nurse, as well as in a video format . It has been
demonstrated by Project 12-Ways that research assistants can effectively provide
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Figure 8. Average baseline and posttraining scores on self-treat or call the physician role-play scenar
ios across each mode of training for parents who did not meet the 100% training criterion.

these training components to families reported for child abuse and neglect. This
result has been replicated by Project SafeCare in a very different, urban commu
nity. The remaining question was whether caseworkers and nurses can provide
these services, and whether video is an effective medium. One nurse provided
health training to two parents as effectively as research assistants. Both parents
met the 100% training criterion, and these improvements were maintained at fol
low-up observations.

Caseworkers, as described above, provided training only in a somewhat in
complete manner to a handful of families, and in half of these cases, training
started by a caseworker was concluded by a research assistant. Four parents com
pleted health training with caseworkers, and all four met the training criterion.
There were also four families who began health training with a caseworker and
finished training with a research assistant. Only one of these families met the
training criterion. Of the parents who did not meet the criterion, however, there
was still a 155% improvement in parent performance on health role-play scenar
ios. Thus, although only 5 of the 8 parents who had any contact with caseworkers
in the health component met the training criterion, there were significant im
provements in parent performance following training.

Neither caseworkers nor the nurse provided training in the bonding or home
safety components. Research assistants and video training were the two modes
of training provided in these components, and some families received a combi
nation of these modes of training. Video parent-child interactions training, as
discussed previously, was effective in increasing parents' use of PAT and posi
tive parent and child interaction skills. Video home safety training was also ef
fective in improving the safety conditions of homes [Table 1). Following video
training, parents reduced accessible hazards from baseline to posttraining by
65%. Parents who participated in training by research assistants reduced haz
ards by 71 %. Thus, the difference in outcome between parents who received
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Table 1. Percentage Reduction in Hazards from Baseline to Posttraining
across Modes of Training and Referral Group

Research asst.
n Video (R.A.) Video/RA. Total

Abuse 13 72.1% 83 .9% 46 .3% 74.5%
Neglect 14 39 .4% 69.7% nla 66.3%
At-risk 5 76.0% 49 .2% 79.6% 54.5%

Total reduction 64 .7% 71.4% 57 .4% 68.3%

research assistant training and those who received video training alone was not
substantial. Some parents who received video training, however, did not reduce
hazards to an acceptable level with video training alone, so additional training
and feedback were provided by a research assistant. These parents reduced ac
cessible hazards by 57%. This average reduction, which was lower than the re
duction observed in other groups, may be attributed to individual characteristics
of these families who, even with additional research assistant training, did not
reduce accessible hazards as much as families who received only research assis
tant training. These results suggest that video training, although effective with
some families , may not be suitable for other families . Further examination of the
factors which make video training more appropriate for some families and less
appropriate for others is needed.

Single-Subject Evaluation

Although group data answer many questions about the overall effectiveness of
these training procedures, single-subject data are more effective when an individ
ual 's behavior change over time is of interest. Figure g, an example of clinical data,
depicts the percentage of correct steps on health role-play scenarios for one parent
who received video and research assistant training in the health component. With
the presentation of the health manual and symptom guide (written materials), and
then the introduction of the health video, the parent's performance did not im
prove. With the introduction of research assistant training, which included mod
eling, practice, and feedback, the parent immediately met the 100% training
criterion. Thus, while the training video included much of the same information
as presented by the research assistant, the modeling and feedback provided by the
research assistant and the practice required of the parent resulted in immediate
improvements in parent performance which were maintained throughout the re
mainder of research assistant training. At follow-up, however, the number of steps
correctly performed in a self-treat/call the physician role-play scenario decreased
to 69%. Parent performance on an emergency treatment scenario, however, re
mained at 100%.

Figure 10, an example of single-case experimental data with one family, de
picts parent use of PAT, appropriate interaction skills , and appropriate instruc
tions . PAT was provided by a research assistant to a Spanish-speaking mother
referred for neglect after one of her children drowned. With training, her use of
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Figure 9. Percentage of correct steps on role-play scenarios for one parent who participated in video
health training supplemented by research assistant training. Supplemental training was introduced
when the parent's performance remained at baseline levels following video training.

PAT increased in training and generalization activities. Increases in parent ap
propriate interaction skills were observed during bath and meal. In all activities,
parent inappropriate behavior was negligible. Figure 11 depicts child behavior,
which maintained or increased improvement slightly following training with
the mother.

Figure 12 , another example of single-case experimental data with one family,
shows the number of hazards across four rooms in the home of a Spanish-speak
ing mother referred because her child had fallen from an open second-story win
dow. Prior to training, the number of hazards was low in the bedroom and living
room, but the number of hazards in the bathroom and kitchen posed a risk to the
children in the home. Home safety training was initially introduced in the bath
room , resulting in an immediate decrease in the number of hazards to nearly zero.
During the next session, training was conducted in the kitchen. Again, the number
of hazards decreased to nearly zero. In the living room. the number of hazards
decreased during baseline, but in the bedroom, baseline hazards were variable.
Following training in these rooms, however, the parent reduced the number of
hazards to zero. Thus, the safety conditions of a home which contained a signifi
cant number of hazards prior to training was improved dramatically after three
training sessions.

Single-case experimental designs can also be used to demonstrate the external
validity or generality of a training package by evaluating its use with more than
one individual. Figure 13 shows the effectiveness of health training with two par
ents. Training was provided by research assistants, resulting in improvements in
parents ' use of the correct steps in identifying symptoms and providing appropri
ate treatment. Both parents met the 100% training criterion on role-play scenar
ios requiring self-treatment, consulting the physician, or seeking emergency
treatment.



258 JOHN R. LUTZKER et al.

Baseline Training
100 1 •
80 I r> a1
60

\1 c
40

20
I

....... PAT
0

1 ~ Appropriate
11110 I 12/7 2/12 3/20 4/26

I .....- Inappropriate

I
100

1______ ,

80 I

~
IBath II

60 • 1
C I

40 • 1
0

20
1

.~ I
s:
Ql 0OJ

I'E
!!! 11/10 12/7 2/121 3120 4/26
8!. 1
'0 1
Ql

100
L __

~ .1 -, IMeal I~ 80 1
Ql I
0- 60 • 1

1 C
40 I

20
I

g I

0

11/10 12/7 2/12 3/20 4/26

100

I80 Dressing
Generalization

60 C

•40

20

0

11/10 12/7 2/12 3/20 4/26

Sessions

Figure 10. Percentage of appropriate and inappropriate interaction skills and correct use of PATfor
one parent who participated in PATprovided by a research assistant.



AN ECOBEHAVIORAL MODEL FOR PREVENTION AND TREATMENT 259

Baseline Training
100 I IPlay I•80 ,:
60 I

1
40 I

I20
I .......- Appropriate

0 - Inappropriate
I

11/10 1 12/7 2/12 3/20 4/26
I
I

100
L ______

I IBath I80 I• I •
60 I
40 I

I
20 I

I
0

11/10 12/7 2/121 3/20 4/26
I
I

100 I
L_.

IMeal I80 I
I

60 • 1 •
40

I,
20 I

I
0

11/10 12/7 2/12 3/20 4/26

100

• • Dressing80
Generalization

60

40

20

0

11/10 12/7 2/12 3/20 4/26

Sessions

Figure 11. Percentage of appropriate and inappropriate child interaction skills for the child of a parent
who participated in PAT provided by a research assistant.



260 JOHN R. LUTZKER et al.

Baseline Training

50

40

30

20

10 Bathroom

0

a co !:!? LO C\l C') 0.... ....
~ ~ ~2:l .... --.... .... ........ .... ....

30

25

20

15

10

5
Kitchen

'" 0"E
III a co s LO C\l C') 01lI .... ....

~ ~ ~:::c .... 2:l ... ;:: ....
'0

.... ....
Ii>

.l:J
E 8::I
Z

6
Living
room

4

2

0
~ co s LO C\l C') 0
2:l .... .... ~ ~

C\l
2:l -- C\l.... .... .... ........ ....

5

4
Bedroom

3

2

0

a co
~

LO C\l C') 0.... ....
~ ~

C\l
2:l -- C\l.... .... ........ .... ....

Observations

Figure 12. The number of accessible hazards present in the home of one parent trained by a research
assistant.



AN ECOBEHAVIORAL MODEL FOR PREVENTION ANDTREATMENT 261

IMiranda I

Baseline Training

100 I] I
A I

80 I
I

_ST/ep60 I
I I] -G-ER

40

.J\i A T/F Quiz
20

0
M 0

I~ - co
~ ~ - -co 105 0 0

1
I
I

100 I] A
~-----,

80 I
I

60 I......
1

40

"-
I

• 1

20
.,

1

0 I
co (J) I'- (J)

s - - C'J
05 0 0- -

Sessions

Figure 13. Percentage of correct steps on role-play scenarios for two parents who participated in health
training provided by research assistants.

PROGRAM EVALUATION

Program evaluation is the process by which a treatment, research, or service
program is examined to determine the clinical efficacy of the treatment proce
dures, the cost-effectiveness of the program, and the social validation by its con
sumers. Program evaluation is considered an extremely important component of
any treatment program, as it allows researchers to examine significant questions
about the program and to modify the interventions accordingly. Some researchers
consider it unethical not to conduct program evaluations, as an absence of evalu
ations could lead to the continuation of ineffective interventions with a lack of
cost-effectiveness (Lutzker & Campbell, 1994).

There are various forms that program evaluations can take. The first level is
examination of clinical data. Clinical data can provide useful information regard
ing any observable change in behavior, and whether this change meets the goals of
the program. In addition, these data can be used when reporting to agencies, and
in supervision (Lutzker & Campbell, 1994). There are clinical data from individual
families on Project SafeCare that illustrate the effectiveness of combined video and
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graduate assistant training in the identification and correct treatment of common
childhood illnesses (d., Figure 9). In these cases, the families increased from a
baseline level of 38% correct responses to 100% correct identification of illness
and appropriate treatment.

The second level of evaluation is case studies. These reports usually reflect a
dramatic change in behavior of one individual as a result of an often novel treat
ment, where other means of treatment have not been successful (Lutzker & Camp
bell, 1994). On Project SafeCare, Planned Activities Training has been used to
improve the positive interactions between a parent and her child (cf., Figures 10
and 11). As part of the training procedure, this parent improved her interactional
skills and learned how to prepare for an activity in such a way as to maximize
child involvement and minimize maladaptive behavior.

The third level of program evaluation is single-case experiments. For exam
ple , multiple baseline designs were developed to allow researchers to examine the
effect of a treatment across settings, subjects. or behaviors without having to with
draw the treatment to establish control. Multiple baseline designs were used
across families in Project SafeCare to demonstrate the efficacy graduate training in
childhood health management (cf., Figure 13). Parents once again reached the cri
terion of 100% correct responses across all types of scenarios that called either for
home treatment, for calling and visiting a physician, or for seeking emergency
treatment.

The most extensive level of evaluation is program evaluation in which larger
questions are examined that pertain to the overall clinical efficacy of the program,
the cost -effectiveness, and consumer satisfaction with the services provided
(Lutzker & Campbell. 1994). This type of program evaluation is ongoing and is cur
rently being conducted by Project SafeCare.

The treatment approach of Project SafeCare is based on an ecobehavioral ap
proach that views child abuse and neglect as a multifaceted problem in need of
multiple social/ecological modifications (Lutzker , Wesch , & Rice, 1984). There
fore, Project SafeCare utilizes a multitude of direct and indirect outcome measures
that will allow a complete evaluation of the variables present in abusing and ne
glectful families , as well as the clinical efficacy of the interventions.

Previous program evaluations have been conducted on Project 12-Ways and
Project Ecosystems (Lutzker & Rice, 1984; Lutzker & Rice, 1987). Like Project Safe
Care. both of these projects use an ecobehavioral approach to treat families who
have been reported for child abuse and/or neglect , or who have children with de
velopmental disabilities. The results of these evaluations have clearly demon
strated the clinical efficacy of these treatment programs. For example, families that
received services from Project 12-Ways were less likely to have recidivism (re
incidences of abuse and neglect) than were comparison families (Lutzker, & Rice,
1984,1987; Wesch & Lutzker, 1991). Families seen by Project Ecosystems are un
likely to have their children placed in a more restrictive setting (Lutzker & Camp
bell, 1994).

Project SafeCare focuses primarily on the health, safety and well-being of
young children. Parents are taught to recognize and report illnesses (and to dis
criminate between illnesses that can be treated at home and those that need a
physician's attention); to make their homes hazard proof for their children; and to
increase parent-infant bonding through stimulation and scheduled activities. One
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of the major undertakings of Project SafeCare was to replicate these three training
areas from services delivered in Project 12-Ways and consolidate them into
smaller, more efficient treatment packages that would ideally be delivered in 5
sessions. In addition, an examination and evaluation of the efficacy of three pos
sible treatment modes (graduate assistant training, video training, and caseworker
training) was conducted. Another major goal of Project SafeCare was to find pre
ventive means to intervene with families that have been identified as being at high
risk for abuse and/or neglect of their children.

There are many areas of interest in a service program such as Project SafeCare.
One of the most important and significant indicators of success of a treatment pro
gram such as Project SafeCare are low recidivism rates. Recidivism is defined as
abuse and/or neglect following the termination of services by a treatment program.
Such an evaluation is conducted by collecting abuse and neglect reports from the
Department of Child and Family Services on each family that is referred to the
project. The frequency of abuse reports posttreatment is compared to pretreatment
frequencies of abuse. Data are also collected regarding the number of emergency
room visits that the child made pre- and posttraining. In addition, these data are
compared with that of families that did not receive services from Project SafeCare.
If safety and health training are successful, the incidence of injuries, illnesses, and
household accidents should decrease posttreatment. In addition, abuse reports
should decrease posttraining if Project SafeCare has been successful at improving
the bond and increasing the positive interactions between parents and children.

As part of the program evaluation of Project SafeCare, a comprehensive sta
tistical evaluation of all indirect and direct measures will be conducted. All analy
ses will be conducted across the three groups: those reported for child abuse , those
reported for neglect, and those determined to be at-risk for child maltreatment. Of
particular interest, as well, is whether there is a significant difference in scores be
tween English-speaking and Spanish-speaking families .

The direct measures are the data collected during health, safety, and bonding
training. Multivariate analyses will be used to evaluate these (grouped) data col
lected from direct observation of parent performance in all three training areas.
These data are examined to determine the change in scores and competency of the
parents in these areas after training has been completed. Of those families who do
not meet criterion or complete training, an analysis will be conducted to assess the
change in scores with incomplete training. In addition, an analysis of the reason
for attrition will be conducted. The indirect measures such as the Child Abuse Po
tential Inventory, the Beck Depression Inventory (BDI) , and the Parenting Stress
Index (PSI) will be analyzed to determine whether scores increase or decrease
posttraining.

Project SafeCare utilizes a demographic form that compiles information about
the families served, on more than 200 variables. These include factors such as
race, household income, number of children, admission versus denial of child
abuse and neglect, and extensive information about the parents ' childhood. Some
of the factors are of considerable importance. For example, Zuravin and DiBlasio
(1996) identified 11 characteristics associated with neglect and 4 associated with
abuse that enabled them to correctly place the parent in either group approxi
mately 80% of the time. Characteristics such as having been sexually abused as
a child, having run away from home, having committed a crime, being placed in
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foster care, having had abortions and premature babies, having more than 2 chil
dren before age 18. suffering from depression, and low levels of education were as
sociated with neglect. On the other hand. abusive mothers were more likely to
have had a mother with emotional problems, more likely to have been antisocial
as a child, more likely to be receiving AFDC support, and less likely to be posi
tively attached to their own mothers. The results of earlier studies are consistent
with these findings (Parke & Collmer, 1975; Wolock & Horowitz, 1977).

When conducting the evaluation of Project SafeCare, certain demographic
characteristics are of specific interest. For example, all analyses will be conducted
across the three groups (abuse, neglect, and at-risk) and across languages (English
speaking families versus Spanish-speaking families). In addition, such character
istics as the type of abuse suffered by the mother as a child (if any), the age of the
mother at the birth of her first child, admission/denial of any abusive/neglectful
behavior, number of children in the family, level of education, and socioeconomic
status are of interest and will be compared to the outcome of both the direct and
indirect measures.

Finally, the overall effectiveness , as well as the social acceptability, of the pro
grams will be evaluated by examining social validity data . A questionnaire with
questions regarding the professionalism and empathy of the staff, as well as the
training procedures, is given to each family upon completion of the program. This
is a very important area when dealing with parents who have been reported for
abuse and neglect, because they may be in denial or embarrassed about their situ
ation and thus may be resistant to treatment. Therefore, it is crucial that our staff
behave in a manner that the families find approachable and nonthreatening, and
that the services are delivered effectively and in a meaningful way. The social val
idation questionnaire asks the parents to rate the staff as well as the services. In
addition to this questionnaire, parents are asked to rate the staff and the training
at the end of each session in the home. These questionnaires allow the investiga
tor to determine whether the program has social significance for the individuals
being served.

By the end of its first four years , the staff of Project SafeCare will have served
more than 120 families living in Los Angeles County. It is crucial that all aspects
of the program be examined and evaluated to determine the efficacy of the pro
gram, the cost-benefit ratio, and the consumer satisfaction with the services. The
incidence of child abuse and neglect has risen dramatically and a remedy for this
vast problem is greatly needed. Program evaluations can aid in this process by pro
viding researchers with valuable information regarding the characteristics of such
parents. This information could ultimately lead to more effective programs that
could identify potentially abusive or neglectful parents in their teens , and provide
training that could reduce the likelihood of abuse occurring. Thus, such evalua
tions are an important aspect of any large research project.

SUMMARY

The ecobehavioral model has been successfully used to provide services for
child maltreating families in rural southern Illinois. Questions concerning repli
cation have been addressed by Project Ecosystems , which has extended the model
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to developmental disabilities with adults and children and in an urban commu
nity. Project Ecosystems serves a broader socioeconomic range than Project 12 
Ways, thus suggesting replicability across SES. Project SafeCare serves the urban
San Fernando Valley of Los Angeles and has a majority of Latinas/Latinos among
its families who also are characterized by low SES. Project SafeCare has demon
strated that videos can be effective adjuncts to providing these services and that a
nurse and caseworkers can also be taught to deliver ecobehavioral services.

The ecobehavioral model embodies an attempt to address the social/ecologi
cal concerns that place children at risk. Replication provides confidence in effi
cacy and allows for exploration of systematic changes of the model.
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Dealing with
Child Abuse and Neglect
within a Comprehensive
Family-Support Program

SEBASTIANSTRIEFEL,
MICHAELLE ANN ROBINSON,

and PAT TRUHN

Since 1989, the Community-Family Partnership (CFP) program in northern Utah
has provided comprehensive services to families living in poverty. Such families
are at increased risk for child abuse and neglect due to the many stresses associ
ated with poverty (Gaudin, 1993; Tower, 1992). Within the two counties served by
the program, the incidence rate of substantiated child abuse and neglect cases in
1994 was 0.3% (n = 355), slightly less than in the state of Utah (0.5%: n = 10,430)
(Utah Children, 1996) and the United States (0.4%; n = 1 ,036,000) (National Com
mittee to Prevent Child Abuse , Utah Chapter, 1995; Peterson & Urquiza, 1993).

This chapter describes the CFP program and how it provides comprehensive
family support services to low-income families. Its central focus is on how CFP
staff, in partnership with low-income families and staff from other agencies , pro
vide comprehensive family support services which prevent and remediate child
abuse and neglect. Lessons learned, evolution of policies and procedures, and out
comes achieved are discussed.

To understand the impact of comprehensive services on families living in
poverty and, specifically. how these services can affect child abuse and neglect,
one must understand the context within which the services are provided (Love,
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1983). The Community-Family Partnership program in northern Utah is one of
the original Comprehensive Child Development Programs (CCDPs) funded by the
Administration for Children and Families between 1989 and 1994. The CFP pro
gram thus includes both a federal and a local context.

FEDERAL CONTEXT

Authorized by Congress in 1988, the Comprehensive Child Development Program
(CCDP) is designed to address the pervasive needs of low-income children and
families and to combat the fragmentation of existing programs that serve them . Its
objective is to promote educational achievement and economic and social self
sufficiency through the provision of intensive, comprehensive. and continuous
support to both children and families from a child's birth until entry into school.
(Smith & Lopez, 1994, p. 1).

Federal Goals

The goals of the CCDPs are fourfold:

1. To help poverty-level families maximize the development of each child in
the home under school-age to prevent educational failure. This includes
prevention and elimination of child abuse and neglect by intervening
as early as possible to prevent and alleviate the negative impact on child
development.

2. To help each family move toward social and economic self-sufficiency,
thus preventing welfare dependency. This includes training parents in
skills that will help prevent abuse and neglect, such as child management
and mental health treatment.

3. To work as partners with other community agencies in achieving the two
previously stated goals. This includes helping families access services
from community agencies for problems that contribute to the occurrence of
abuse and neglect, for example, substance abuse treatment.

4 . To identify policy issues useful for welfare reform. This includes support
for unified efforts to address problems such as child abuse and neglect
through integrating services, such as interagency efforts to alleviate pov
erty and its negative effects and thus decreasing the stress often associated
with poverty that leads to abuse and neglect.

Federal Mandates

The mandates of CCDPs are to (1) help families use existing services when
ever possible (e.g., Aid to Families with Dependent Children), (2) work with
other agencies to identify gaps in services and find ways to fill these gaps (e.g.,
working to create needed mental health services for children because few such
services exist) , (3) provide some direct services (e.g.. in-home parent training in
child development and basic nutrition), and (4) serve as the payer of last resort
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for some services (e.g., paying for needed family health care services when no
one else will pay).

Program Evaluation

The CCDPs are probably the most comprehensive child and family service
demonstration projects ever funded by the Federal Government. Therefore, they
have extensive evaluation components , including a federal third-party impact
evaluation, a federal third-party process evaluation, a federal qualitative ethno
graphic evaluation, and a local formative and summative evaluation. (For more in
formation on the programs' evaluation see Smith & Lopez, 1994.)

Core Services

The intent of the legislation establishing the CCDPs was that enrolled families
would receive services for five years. The law required certain services to be avail
able to families directly, or indirectly by brokerage of the services with other com
munity agencies and programs (Smith & Lopez, 1994). The mandated core services
included

1. Early childhood education and development services for all children un
der school age

2. Early intervention for children with or at risk for developmental delays or
disabilities

3. Nutritional services for children and families
4. Child care that meets state licensing standards
5. Child health services (medical and dental)
6. Prenatal care for pregnant women
7. Mental health services for children and adults
8. Substance abuse education and treatment
9. Parental education in child development, health, nutrition, and parenting

10. Vocational training and other education related to obtaining employment
or employment that pays more, has a benefit package, or both (Smith &
Lopez, 1994, pp. 4-5).

Compliance Standards

The federal funding agency established a number of family and service com
pliance standards during the seven years of the CFP'sexistence. For example , each
child under the age of 5 was to participate in 3, 3D-minute, in-home, developmen
tal learning activities per month with their parent, or a minimum of 12 half-day
sessions per month in a center-based early childhood education program. Li
censed child care was to be paid for all children of parents who were employed
or enrolled in a training/education program regardless of family income. Federal
policy regarding compliance standards evolved and changed from time to time.
Achievement of compliance was monitored for 5 years via a quarterly computer
download of CFP data.
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Local Program Description

The CFP program at Utah State University in Logan, Utah, began in October,
1989. At any given time, it serves 60 families from Cache and Box Elder counties
in northern Utah. The counties served cover roughly 7,000 square miles and have
a population of about 108,000. Several mountain ranges, a desert, the Great Salt
Lake, and the rural nature of the area require many program families and CFP staff
to travel some distance to access or deliver services. Eighty-three percent of the
population is Caucasian. The other 17% ofthe population is made up relatively
equally of Hispanics, Asians , and Native Americans (Utah Department of Health,
1987).

Eligibility

To be eligible for CFP services a family's income needs to be below the Fed
eral Poverty Guideline (below $18,220 for a family of five in 1996). In addition, the
family must include either a pregnant woman or an infant less than one year of
age. This child is known to the CFP as the "focus child." To date , the program has
served 127 families.

Recruiting Families

Initially, CFP staff recruited families by sharing information about the pro
gram with advisory board members and other community agency personnel. In ad
dition, flyers about the program were posted in laundromats, grocery stores, and
other locations likely to be frequented by low-income families . Staff members also
visited low-income neighborhoods and knocked on doors to inform families about
the program and its services. Later, recruitment included the dissemination of
brochures, referral of new families by families already served by the program, and
referrals from community agencies .

During initial interviews, family members often said that they enrolled in the
program because they needed help in specific areas such as getting a job, child
care, or helping their children. Some families wanted many services, some only a
few, and others did not know what they wanted besides help in getting their lives
and those of their families to improve. Some demographic information on the 127
families served to date is shown in Table 1.

Comprehensive Services

For CFP staff, comprehensive services means making services available to
families directly or indirectly [i.e., through brokering any service needed) to max
imize child development or to help families move toward social or economic self
sufficiency. CFP services, therefore, include more than the federally mandated
core services; they may include, for example, legal assistance, car repairs, rent
payments, and assistance with immigration issues.
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Table 1: Demographic Information for All Families Ever Enrolled in CFP
(Number of Families Served = 127)

Variable Number Percent Mean

Marital status of mother
Married 75 59.1
Single 21 16.5
Widowed 1 .8
Divorced 14 11.0
Separated 11 8.7
Single. living with partner 5 3.9
Total 127 100.0

Ethnicity of family
American Indian or Alaskan Native 12 9.4
Asian or Pacific Islander 4 3.1
Black. not of Hispanic origin 1 .8
Hispanic 12 9.4
White . not of Hispanic origin 98 77.3
Total 127 100.0

Primary language of family
American Indian 4 3.1
Asian 2 1.6
English 111 87.4
Spanish 10 7.9
Other 0 .0
Total 127 100.0

Years of education
Father 95 10.6
Mother 127 10.6

Parent ages (in years)
Father 95 31.1
Mother 127 29.7

Number of adults (age 18 and over) 244

Number of children 393 100.0
0-1 year 28 7.1
1-2 years 21 5.4
2-3 years 26 6.6
3-4 years 22 5.6
4-5 years 33 8.4
5-6 years 55 14.0
6-18 years 208 52.9

Average family size 5.05

Staffing Patterns

The primary contact person for each family is a home visitor called a family
consultant, who works with a maximum of 10 families. Family consultants, in part
nership with families, have the primary responsibility for many services including
(1) needs assessment, (2) development and implementation of family and individ
ualized service plans, (3) home-based parent training in child development, child
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management, self-concept building, stress management, nutrition, budgeting, and
so on, (4) such case management functions as helping families access services from
other agencies or CFP staff, and (5) assessing progress on goals set . Family con
sultants work closely with several CFP specialists who provide consultation or
direct assistance in obtaining such services as licensed child care, employment and
training, and mental and physical health care. Additional specialists facilitate
involvement of fathers, provide group parent education opportunities, and staff a
preschool classroom in each county for 3-year-olds.

Staff Training

All service staff in the CFP program, with the exception of one home visitor and
some preschool teaching assistants, have at least a bachelor's degree. During initial
staff recruitment, care was taken to hire people with different training backgrounds,
because no one discipline possessed all of the knowledge and skills required to pro
vide the needed services. Staff members had degrees in such disciplines as social
work, child development, psychology, education, nursing, and health education.
The diversity of disciplines allowed for cross-training of skills using existing staff,
and for a broader prospective when problem solving. All initial staff received more
than a month of training in several content areas, including child and family devel
opment, health and safety, nutrition, budgeting, and community resources. Initial
training also included a broad range of such skills as establishing rapport and part
nerships, conducting standardized needs assessments, defining goals in measurable
terms, conducting training with parents , accessing community agencies and pro
grams, and risk management (including dealing with suspected child abuse and ne
glect). Staff members hired later receive similar training; much of this training is
accomplished through reading, listening to audiotapes , watching videotapes, and
being paired with staff members already doing a similar job. Supervisors periodi
cally accompany staff members on home visits to observe them providing services .
Such home visits serve to assess staff skills and to determine the need for other spe
cific training. Staff training is ongoing and is based on staff and administratively
identified training needs. Individual and group supervisory sessions are held
weekly. Twice per year 5 staff, family, or advisory board members attend three-day
CCDP training sessions in Washington, D.C. These meetings provide opportunities
to learn how other CCDP projects deal with similar family and program issues.

Partnership and Empowerment

Partnership

The program's name, Community-Family Partnership, was selected jointly by
staff and an advisory board of parents and representatives from community agen
cies, businesses, and the university. To these groups the name reflected the phi
losophy that if families were to make meaningful progress they needed to be equal
partners in the service process. Implicit in the concept of partnership is a rela
tionship between persons having a joint interest and a common purpose. Partners
collaborate and cooperate with each other in an effort to achieve a common pur
pose that has mutual benefits.
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In a practical sense this means that each partner

1. Brings something to the relationship (strengths)
2. Gets something from the relationship (needs met)
3. Agrees to work toward a common purpose (goal)
4 . Understands that by working together, more can be accomplished than by

working alone (complementary and additive strengths)
5. Understands that compromise will sometimes be necessary (giveand take)
6. Understands that power and authority are shared (knowledge and exper

tise rather than titles are the key)
7. Understands that establishing and maintaining these relationships takes

ongoing time and effort to assure that the partnership works (that a win
win situation occurs)

8. Understands that a cost-benefit balance must be maintained (no one part
ner should carry an excess burden)

9. Understands that partnerships are on a continuum, ranging from those that
work extremely well to those that don't seem to work at all (each partner
must do their share)

The concept of partnership means that family members are involved in deci
sions having an impact on them. For example, interagency staffings held to solve
a particular family's problems occur with the family "sitting at the table" either
as the lead partner or as an equal member of the group. When decisions are made
about a family without their participation, the partnership has broken down.

Empowerment

Empowerment exists when one helps oneself or others produce or prevent
change, as in, for example, controlling some aspect of one's life by making choices
(Striefel, 1991). Empowerment is the direct opposite of paternalism, a practice of
making decisions for or about another under the guise of knowing best what is
right for him or her. Empowering others includes exploring the pros and cons of
each possible alternative to a problem or behavior and then respecting the person's
right to make the final decision. It also includes being supportive of the person
even when disagreeing with the decision made.

Empowerment is a difficult process to implement with individuals who have
abused or neglected their child, because they have demonstrated that they do not
make the kinds of decisions expected by society. Yetabuse and neglect often occur
because the perpetrator does not recognize other options as viable alternatives for
achieving their personal goals. Abuse and neglect laws are designed to control in
appropriate behavior and to protect children. They also serve to disempower in
dividuals who use their power in ways unacceptable to society.

Services Integration

Working with families in which children are at risk for abuse and neglect has
afforded yet another opportunity for community agencies and programs to collab
orate in building a more integrated system of services for families . Konrad (1996)
defined services integration as a "process by which two or more entities establish
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linkages for the purpose of improving outcomes for needy children, individuals,
and families " (p, 1) . Ideally, comprehensive and integrated services assure en
hanced accessibility and continuity of services, facilitate prevention as well as
intervention, increase accountability for quality of services , and reduce the dupli
cation, waste, inefficiency, and cost of services (Wingspread, 1993).

From its inception, the CFP has actively pursued services integration through
a variety of activities. The advisory board which was formed during the grant-writ
ing phase to give input into the planning of the CFP model evolved into a group of
very active subcommittees which continue to pursue innovative solutions to fill
gaps in community resources and services for families.

Annually updated, written interagency agreements define shared costs and
services between the CFP and a broad group of community agencies including
mental health providers, state social service agencies , sexual abuse treatment pro
grams, child and family support centers, health clinics, child care providers, and
housing agencies. The more factors (e.g., costs, services) shared, the stronger the
partnership and the better services are integrated.

Educational forums sponsored by the CFP bring local and state experts to
gether to address gaps in service such as lack of affordable housing and health
care , or to problem-solve such difficult systems issues as the gap between welfare
and family economic self-sufficiency. At the individual family level, the brokering
process helps families access community services; follow-up and ongoing inter
agency collaboration resolves problems of turf or personality conflicts, and maxi
mizes the benefits of comprehensive, integrated services to families.

CFP Service Model

The CFP service model provides the framework for implementing partner
ships with families and empowering family members. The model includes four
major dynamic processes: (1) comprehensive assessment of family and family
member needs, (2) formulation of a family service plan and an individualized de
velopment plan for each child under the age of 5, (3) implementation of the plans,
and (4) evaluation ofthe progress made by the family and family members toward
achievement of their plans.

The service model also defines the approach taken by staff in working with
families. Staff members are trained to be sensitive to family issues, to interact with
families in ways that establish functional relationships with them, and to coordi
nate their activities with those of other staff members so that families feel em
powered rather than overwhelmed and fragmented by multiple services. Staff
members are also trained to combine respect for a family's pace and encourage
ment of the family members to push themselves toward their chosen family goals.

Needs Assessment

Upon enrollment in the CFP, and every four months afterward, the family and
their assigned family consultant work together in completing a needs assessment
which asks a series of family-friendly questions in each of 11 domains of family life,
including
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1. Employment, job retention, career exploration, education, and training
2. Housing
3. Financial management
4. Physical health, dental and mental health
5. Family functioning
6. Parenting skills
7. Social self-sufficiency
8. Homemaking skills
9. Transportation

10. Public assistance and overall well-being
11. Transitioning out of the CFP

It is not unusual for some family-defined needs to require a more in-depth as
sessment. Staff specialists in health, mental health, and economic self-sufficiency
are available to join the family and family consultant partnership in that process.
For example, both parents of one family enrolled in CFP identified a high level of
marital stress as significantly contributing to their ability to care for their chil
dren's basic needs. In addition, the mother identified feeling depressed and the fa
ther was concerned about the frequency of losing his temper. With the parents'
permission, the family consultant asked a CFP mental health specialist to admin
ister the SCL-90-R (Derogatis, 1994), a mental health screening instrument, which
resulted in the identification of moderately severe mental health problems. These
mental health problems were then addressed with appropriate services.

Methods used for assessing developmental needs of the children vary de
pending on the age of the child. The Hawaii Early Learning Program (HELP) ac
tivity sheets developed by Parks (1991) are used in the home to assist parents in
assessing and identifying the developmental needs of their infants and toddlers.
The HELP assesses skills in cognitive, expressive language, gross motor, fine mo
tor, social-emotional, and self-help domains of development. When children turn
3 years of age and enter the CFP center-based early childhood program, the Re
vised Brigance Inventory of Development (Brigance, 1991) is used to assess devel
opmental needs of children 3-5 years of age in the following areas: gross-motor
skills and behaviors, fine-motor skills and behaviors, self-help skills, speech and
language skills, general knowledge and comprehension, social and emotional de
velopment, reading readiness, manuscript writing, and basic math skills. More in
tensive, specific, assessment of identified developmental delays is conducted
when indicated by results of the HELP or Brigance.

Individualized Service Plan

Once the needs assessment has been completed, the family consultant assists
the family in developing a Family-Based Support Plan (FBSP) by prioritizing
needs, choosing those to be worked on during the next four months, converting
them into goals, and planning activities aimed at achieving each goal. During this
process, the family consultant encourages each family to identify its own strengths
and resources that can be used to achieve each goal. Other resources, for example,
services from CFP specialists or community agencies, responsibilities of each
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partner, and time lines for completion of activities , are identified. This informa
tion is documented in written form.

Information obtained about each child from the HELP and Brigance assess
ments is reviewed with parents and converted into a written Individualized Child
Development Plan (ICDP) with developmental goals for the next four months.
When children are less than 3 years of age, the parents work with the family con
sultant to specify goals. When children are older than 3 years , the parents work
with the child's preschool teacher.

Children who have developmental disabilities, or delays sufficient to warrant
enrollment in specialized programs, are referred to special needs, early interven
tion programs within the community. The family consultant and staff specialists
help the family to enroll their child in the program which best fits the child's
needs. In these situations, the educational plan used by the other agency for the
child's program serves as the ICDP for the CFP.

Implementation

Once the FBSP or ICDPhas been written, the family consultant and other CFP
staff work closely with the family and staff from many different community agen
cies to implement the family 's service plans. Goals, activities , time lines , and re
sponsibilities are changed upon agreement of all members of the partnership.

Evaluation ofProgress

Family and family member effort , and progress toward goal achievement, is
recorded as it occurs. At the end of each 4-month FBSP or ICDP period, a formal
assessment of progress is conducted by the parentis] , the family consultant, and
other appropriate staff. Shortly following this evaluation, the needs assessments
and service plan development begin again.

CFP Computerized Information System

Documentation of all components of the individualized service plans occurs
through a computerized system of interactive data bases . The system generates a
series of working forms and documents that are both partnership-friendly and ef
ficient. For example, from information obtained from a family 's completed needs
assessment the computerized system prints the family's complete FBSP includ
ing the parents' identified goals and activities. Separate listings of family goals and
activities can be printed for specialists working with a family. From the HELP and
Brigance data, a specific ICDP is produced for each child, along with data moni
toring sheets for recording a child's daily behavior and progress. The CFP com
puterized system used the federally required and other locally defined data to
produce reports used by both direct service and administrative staff to monitor the
quality and management of program services for families and to identify and rem
edy problems early. For example, monthly reports are generated summarizing ser
vices provided, progress made, and family status on several dimensions such as
health, mental health, child development, and economic self-sufficiency.
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What follows are examples of how CFP staff and their community and family
partners implemented the comprehensive family support services of the CFP ser
vices model to deal with issues of child abuse and neglect.

Family Example 1

Background

Family 1 participated in CFP for a period of 5 years . The mother had Mild
Mental Retardation and the father was diagnosed with Attention-Deficit Disorder
and learning disabilities. The father had worked unsuccessfully at a series of part
time jobs; the mother had never worked outside the home. At the time of enroll
ment in CFP, this couple had an infant daughter. A second child was born two
years later.

Family Issues

Relevant family issues included (1) the failure of the first child to gain weight
during infancy, (2) the identification of developmental delays in both children, (3)
the mother's lack of homemaking skills in food preparation and storage, cleaning
and maintaining the home, and money management, (4) the parents' lack of
knowledge and skills to care for and nurture infants and toddlers, (5) the lack of
parenting and behavior management skills, (6) the lack of adequate finances to
support the family, (7) the mother's low self-esteem, (8) the father's poor social
skills, (9) the lack of family transportation, (10) the lack of social network and
extended family support, (11) a history of poor job retention skills, and (12) the de
velopmental pace of the children exceeding the parents' acquisition of new par
enting skills .

Services Provided to Family

The family received weekly visits from their family consultant. Together, needs
were identified, goals developed, and activities planned to address the identified
issues . The parents received training in child management, appropriate activities to
encourage child development, parenting skills, and child health and nutrition. The
father, with CFPassistance, applied for and received Social Security Disability ben
efits. Money management and budgeting skills were taught by CFPstaff through ac
tivities such as jointly identifying all expenses and all income, setting up a budget,
and paying critical bills like rent and utilities before buying extras. The staff also as
sisted the family weekly with shopping and homemaking skills, including nutri
tion and meal preparation, by helping the mother develop nutritious meal menus,
providing her with simple recipes from children's cookbooks, and showing her
how to prepare meals until she could do so by herself. The parents attended group
social and educational programs planned at further developing skills that would
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assist them in forming a social network . In addition, the children received weekly
services for developmental delays from an early intervention program.

The community health nurse was involved with the family initially. provid
ing information and training about infant nutrition and monitoring the growth of
the first child. CFP health, men's issues, and economic self-sufficiency staff mem
bers worked with the family. Job skills counseling to maintain employment, job
search assistance, and emotional supports were provided to the father as he
looked for part-time employment. The family was assisted with the process of pur
chasing, licensing, insuring, and maintaining a vehicle. The family also received
support from the weekly contacts with a variety of staff members.

Abuse/Neglect Incident

As the children grew, their need for parenting grew faster than the parents'
ability to acquire the skills needed to be competent parents. During the fifth year
of participation in CFP, the parents appeared overwhelmed by the increasingly
complex demands of parenting. Skills that they had had used to provide for their
infants' and toddler's safety were no longer appropriate for active, verbal, inde
pendent preschoolers. The children were not well monitored within the home or
neighborhood; this raised concerns about their safety. Even with intensive assis
tance, the parents were unable to set limits, reward positive behavior, and deal
with verbally resistant behavior. Soon the children were in control and their par
ents became ineffective in accomplishing even such simple tasks as bathing, get
ting and keeping the children dressed in appropriate clothing, or getting the
children to eat nutritious foods instead of a diet of candy and fast food. As the
frustration of the parents increased with their decreased control, indicators of in
appropriate physical management appeared. At the same time, the conditions in
the home deteriorated. The home became unsafe and unsanitary as the children
created more "messes." Feeling helpless, the parents did little, even with support,
to correct the problems. The combination of inadequate parenting skills and lack
of sufficient daily living skills necessary to maintain a healthy and safe environ
ment for the children resulted in a neglect report being made by CFP staff and the
subsequent removal of the children from the home.

Interagency Collaboration and Impact

Although CFP staff had worked intensively with the family and collabora
tively with other agencies providing services to the family prior to the neglect re
port, collaborative efforts were intensified following the removal of the children
from the home. CFP staff facilitated a series of interagency staffings involving the
family's social worker from the Division of Family Service (DFS) and staff from
other agencies involved with the family. Working within the framework of the
family's DFS treatment plan, staff members from the agencies working with the
family, and representatives from the community, specifically from the Mormon
church, defined their roles and the services that each would provide, thus maxi
mizing service delivery without duplication of efforts.

The highlight of the collaborative effort was the creativity of the individuals
involved in moving beyond their typical roles to provide innovative services uti-
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lizing approaches geared to help the family achieve the goals identified as neces
sary for their children to be returned to the home. One added service was mental
health treatment for both parents provided by CFP mental health staff. The mother
was hospitalized with severe depression and suicidal ideation following the
placement of the children in foster care . Follow-up treatment was provided by a
CFP therapist who was a specialist in providing mental health treatment to indi
viduals with mental retardation.

The father's work with his CFP therapist addressed issues of temper control,
inappropriate physical management of the children, and guilt about the impact of
his behavior upon his family. DFS initiated family preservation services to work
on homemaking skills with the parents in their home, using staff from an agency
trained to work with individuals who have mental retardation.

Additionally, each agency coordinated visits to the home so that the parents
received regular reinforcement for the homemaking skills they were learning
throughout the week. The father was assisted in informing his parents, who had
been unaware of any parenting problems, of the removal of the children from the
home. Other services already in place for the children and family continued.

Parental rights were terminated one year after the placement of the children
into foster care. Although intensive, comprehensive, collaborative services pro
vided over 5 years did not facilitate the reunification of this family, it did assist in
finding an alternative resolution that assured the safety of the children and the
continued involvement of the parents in the lives of their children. The grandpar
ents became actively involved and were awarded custody of the children. The bi
ological parents moved out of state to be near the children's grandparents. The
grandparents have supported, encouraged, and carefully monitored the ongoing
involvement of the biological parents with the children. The children are safe,
healthy, and have a relationship with both their grandparents and biological par
ents in a way that minimizes the likelihood of future abuse or neglect.

Family Example 2

Background

This mother was single and pregnant when she enrolled in CFP 4 years prior
to this description. Her son was born soon after enrollment. The mother married
the child's father 2 years later. A second child was born the same year.

Family Issues

The family issues included (1) the mother's lack of a high school education,
(2) initial concerns about parenting skills and the child's safety when with his fa
ther, (3) threats directed by the father toward the mother, (4) an inadequate in
come, fears of applying for public assistance, and poor budgeting skills, (5)
interfering and controlling behaviors by parents of both the mother and father, (6)
the father's history of being abused as a child and depression as an adult, (7)
parental disagreement regarding appropriate parenting and discipline practices,
and (8) adjustment problems of the oldest child to having his father reside in the
home following the parents ' marriage.
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Services Provided to Family

The family consultant visited this family weekly and provided training in
child development and behavior management using such commercially available
resources as the HELP Activity Sheets (Parks, 1991) and the SOS manual (Clark,
1985). Some examples ofthe specific behavior management skills taught included
identification of reinforcers and how to deliver them contingently, the use of ap
propriate, non-abusive discipline techniques, and how to give appropriate verbal
instructions. The family consultant worked collaboratively with the social ser
vices case worker to address the safety concerns of the mother so that she could
obtain financial support. Problem-solving skills were taught and implemented by
the mother to address budget issues, housing needs, and relationship issues with
the child's father and the mother's extended family. The skills taught included
identifying the problem and the options for dealing with the problem, identifying
the pros and cons for each option, selecting what seems to be the most desirable
option and carrying it out, and evaluating the outcomes.

The father actively participated in the CFP program following his marriage.
He addressed with the family consultant relationship issues with his wife and ex
tended family and was involved with learning the same behavior management and
child development skills that had been taught to his wife. CFP assisted him in ob
taining and paying for mental health treatment in the community.

Abuse/Neglect Incident

The oldest child in this family attended the CFP preschool. One morning the
preschool teacher observed bruise marks on the child's neck. When the child was
asked about the marks, he stated that his father had choked him .

Interagency Collaboration and Impact

A CFP initiated abuse report was made to DFS. As a result of the long collabo
rative working relationship, the DFS investigator contacted the family consultant to
obtain information regarding family functioning. The family consultant had input
into the interventions that were recommended for the family. Although the stepfa
ther was angry and expressed his feelings of betrayal by CFPstaffwhen initially con
tacted by DFS regarding the abuse report, the family consultant provided support to
him, reminded him why the report had to be made, and helped him see the positive
outcomes that could occur as a result of the report. The father agreed voluntarily to
participate with DFSrecommendations, thus avoiding a court appearance to face an
abuse complaint. He began participation again in therapy, addressing both his per
sonal issues and parenting issues, and the family remained intact.

Family Example 3

Background

This family consisted of a pregnant mother with an 8-month-old infant at the
time of enrollment in CFP. The mother had an ongoing relationship with the father
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of the children and they periodically lived together. After 3 years, the father be
came an active CFP participant.

Family Issues

The family issues included (1) the mother's unemployment, the mother's poor
job retention skills, and inadequate finances; (2) the mother's substance abuse; (3)
the lack of appropriate parenting and child development skills ; (4) an oldest child
with significant developmental delays; (5) the involvement of the mother with the
legal system because of check forgery; (6) the mother's initial lack of commitment
to active participation in CFP; and (7) the mother's dependency upon her parents,
combined with serious mental health issues in the extended family.

Services Provided to Family

This family received weekly visits from their family consultant. Initial ser
vices consisted of assisting the mother in obtaining public assistance and housing.
Child development and behavior management were taught by the family consul
tant. The family consultant verbally confronted the mother about inconsistencies
in her behavior and the verbal reports of others (for example, the reasons for re
peatedly losing jobs). Eventually the mother admitted having a substance abuse
problem. The family consultant was supportive of the mother when she entered
treatment by being available to her when needed and by helping her plan for the
future. She also supported the mother when she confronted the father about his
unwillingness to provide financial support to the family.

Abuse/Neglect Incident

The children in this family were at high risk for abuse and neglect. Both par
ents lacked parenting skills and had unrealistic expectations of their children. Sub
stance abuse was occurring. Multiple stressors such as poverty, joblessness,
homelessness, relationship problems, and a child with developmental delays were
present. The emotional needs of both parents were not being met. Thus, the parents
found it difficult to demonstrate empathy and be nurturing toward the children.

Interagency Collaboration and Impact

Ongoing collaborative relationships facilitated the family consultant's work
with public assistance programs to reach services that would meet the basic needs
of the family. Working relationships with an early intervention program and the
public school system facilitated access to specialized developmental services for the
child with disabilities . Relationships with social services facilitated the mother's re
ferral to an inpatient and outpatient substance abuse treatment program. Foster care
for the children while the mother was in jail was avoided as a result of collaboration
with DFS staff.

After 6 years of participation in CFP, these parents demonstrate competency
in parenting, nurturing, and managing the behavior of their children. The father
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volunteers in the CFP preschool and shows very positive and appropriate interac
tions with the children and teachers . Parents now nurture and demonstrate affec
tion toward their children. The mother continues with substance abuse counseling
and has been substance free for one and one-half years. Both parents are em
ployed. The parents have become active advocates within the public school sys
tem for their daughter with disabilities. Although the parents have yet to fully
address their dependency issues with their parents, or their money management
issues, the children are no longer at risk for abuse or neglect.

LESSONS LEARNED

When a comprehensive family support program works exclusively with fam
ilies experiencing the many stresses of poverty, the likelihood is high that staff
members will be actively involved in helping parents change patterns of behavior
toward their children. The intensity and frequency of staff contact with families
increases the possibility that staff members will be aware of risk for, or existence
of, child abuse and neglect. Clearly, staff members must deal with abuse issues as
an integral part of their ongoing work with many families . As a result, CFP staff
has learned a number of useful lessons about family, staff, agency, and adminis
trative issues. Some of these lessons are identified in the following discussion.

Lessons Learned about Families

Limits of Confidentiality

One lesson learned is that it is important to review limits of confidentiality
with families (American Psychological Association, 1992) at the beginning of the
partnership and periodically afterwards . Doing so builds a framework of informa
tion against which the staff-family partnership can process reports of child abuse
and neglect. A document defining the limits of confidentiality, including legal re
sponsibility of staff members to report suspected child abuse and neglect, should
periodically be read, comprehended, and signed by parents.

Informing Families that a Report Is Being Made

Another lesson centered around the question of when, who, and how to inform
a family that an abuse/neglect report is being made by a CFPstaff member. Opinions
voiced on this issue were grounded in two differing perspectives and required staff
discussion followed by the setting of administrative policy. Proponents of prior no
tification base their arguments on the principle that a professional who has a strong
working relationship with a family should demonstrate trust in the family's ability
to work through the difficulties of knowing that a report is being made, rather than
breach trust by creating secrets (Brosig & Kalichman , 1992). In some situations a
family member may be empowered by the professional to make the report; this may
begin the therapeutic process of change and healing. Thus, the professional can be
most helpful by assisting the family to anticipate, understand, and make positive
changes as a result of coping with the investigative process and outcomes. Propo-
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nents of not informing the family of an impending report cite strong concerns that
forewarning family members will interfere with the investigation, result in de
stroyed evidence, and put the child at further risk (Besharov, 1990). CFP policy is to
inform the family and try to work through the issues unless there is a clear indica
tion of risk of harm to a family member, staff member, or the investigative process .

Reducing the Risk ofAbuse Requires Intensive Resources

Families enrolled in comprehensive family support programs who are at risk
for child abuse and neglect need intensive staff resources, major commitments of
time , and continual support from staff. During 6 years of providing comprehensive
services to families, the CFP staff has learned that many, but not all, parents expe
rienced developmental and emotional impoverishment and/or abuse as children.
Results of mental health screening tests administered by CFP staff indicate that
more than 40% of the parents served grapple with mental health problems that
significantly interfere with their providing good parenting and a safe environment
for their children. Along with high needs for core services such as mental health
counseling, these families likely need assistance in coping with a child abuse re
port, rebuilding trusting relationships with CFP and other agency staff, and mak
ing any required changes in parenting and family life identified during the abuse
investigation, often doing this difficult work with limited personal and family re
sources. When serious disabilities are present in the family, and when the cost of
needed intensive services is prohibitive or those kinds of services are not available
in the community, the challenges are even greater. For example, it became clear to
CFP staff that, because of their cognitive disabilities, one set of parents needed the
intensive support and parent training that a structured family living program
could provide. None was available.

Small Steps

Sometimes, when parents are very needy, have multiple difficulties , are re
luctant to engage in partnerships with staff, and are limited in utilizing the avail
able services for themselves, family progress appears to be very slow. Patient but
firm and consistent efforts to connect with a family at their pace often leads to
gains. Families often must be carefully taught to take small steps and to recognize
their successes. Sometimes recognizing the impact of services on their children
builds successes for parents, prevents abuse and neglect, and empowers parents to
move ahead in addressing their issues.

Lessons Learned about Staff Needs

Staff Safety

The safety of family support staff must be explicitly addressed when the risk is
high for child abuse and neglect. Factors to be assessed are (1) potential danger to
staff, including family history of violence, threats, and other responses to stress, (2)
degree of physical isolation of the family's home, (3)accessibility of assistance from
others, and (4) staff members' knowledge and understanding of how to effectively
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use risk management procedures. The resulting conclusion of potential harm re
quires action to assure staff safety.Possible options include provision of services in
an alternate and safe environment, pairing of staff for visits with the family, and,
in cases of high risk, a temporary end to services until resolution of the crisis.

External Tmining and Consultation

Family support staff members need periodic consultation and training from
community practitioners experienced with child abuse . Training provided by
qualified child abuse and neglect professionals assists staff members in under
standing the roles and perspectives of staff members of other agencies. It helps
build a more sophisticated knowledge base to guide observations and interpreta
tions of family dynamics and experience. It also contributes toward more refined
decision making about the need for prevention, reporting, intervention, and help
ing the family through human service, legal, and other community systems.

Internal Training and Supervision

Family support staff members also need training from their own supervisors.
Ongoing training from trusted and respected supervisory staff is essential to as
sisting with strategies for working with families' reactions , methods of rebuilding
trust, ensuring one's own safety, and coping with such professional and personal
dilemmas as setting boundaries, issues that so often arise in complex and multi
need family situations (Walker, Harris, & Koocher, 1989).

Group Support

Family support staff derive benefits from group supervision and a professional
support group. Group supervision meetings provide the opportunity for problem
solving, peer support, and coming to grips with dilemmas. For example, the con
cept of empowering parents is a critical part of the CFP philosophy and one the di
rect service staff works very hard to implement. They are, however, acutely
cognizant that abusing and neglectful parents have demonstrated decision making
that is harmful to children and thus clearly at odds with society's expectations.
Child abuse and neglect laws which define professionals' roles are designed to con
trol inappropriate behavior and protect children. These laws also serve to disem
power individuals. Another kind of dilemma experienced by staff occurs when the
action deemed by another agency to be in the best interest of the child is in direct
conflict with the philosophy of a comprehensive family support program that
works to maximize the strength of the entire family unit. Group discussions help
staff members to clarify the realities of such dilemmas and to generate ideas about
intervention strategies aimed at meeting family and program goals.

A support group led by a qualified group leader outside the program staff pro
vides a confidential environment in which direct family service staff can process
professional issues and dilemmas including those associated with child abuse and
neglect. For example, staff members bring their personal experiences, values, and
beliefs about child abuse and neglect to their employment setting. The support
group provides an arena in which commonly experienced conflicts between per-
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sonal perspective and the complex realities of working with families can be artic
ulated, clarified, and resolved.

Lessons Learned about Interagency Collaboration

Guidelines for Mutual Collaboration

Families at risk for child abuse and neglect are best served when guidelines
for mutual consultation and collaboration with staff from other agencies are de
veloped and used. One positive outcome of inviting staff members of the chil
dren's protective agencies to provide training about abuse and neglect was the
development of an agreement for mutual consultation and collaboration. The
agreement acknowledges the unique roles and expertise of each agency and the
services provided by its staff. CFP staff may request consultation at any time, ei
ther by telephone or in a joint staffing, about the advisability of filing a report, the
steps of and a probable time frame for an investigation, and the final disposition.
Outcomes of the collaboration have included a better consensus about indications
for filing reports , better information about specific investigations (which allows
better planning for supporting families), better implementation of more cohesive
family service plans, and more productive joint staffings with families resulting in
better resolutions for the family unit.

Written Interagency Agreements

Written interagency agreements provide for consistency of processes across
all involved staff. Formal agreements define roles and responsibilities of each
agency, guide the collaborative working relationship when a family receives ser
vices from both, and provides policy to guide decisions in the case of conflict (see
a sample of interagency agreement in the Appendix).

Lessons Learned about Administrative Support

Written Risk Management Policies and Procedures

Clearly defined risk management policies and procedures, including those re
lated to child abuse and neglect, must be available to provide clear and accurate
guidance for program staff. Consultation with appropriate legal experts helps to
ensure consistency with state child abuse and neglect laws. One caveat, however,
is that specific guidance provided by legal experts may depend on the agency with
which they are affiliated. For example, the opinion of an attorney from the de
partment of human services may vary substantially from that of the attorney rep
resenting a professional mental health organization. Another caveat is that
although interagency collaboration during the reporting and investigation process
has been stressed as productive for families and staff, administrative policies, pro
cedure, and practices must clearly support an individual staff member's legal right
and perceived professional responsibility to independently file a report of sus
pected child abuse and/or neglect. Kalichman (1993) has reported the devel
opment of a Report Decision Making Model which the reader is encouraged to
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review if interested in this topic . It is also an administrative responsibility to en
sure that staff is trained, supervised, and supported in carrying out program risk
management policies and procedures, including those of ensuring personal safety.

Active Administrative Support

Active administrative support is essential for the empowerment of staff to
function effectively in meeting the complex challenges of working with families in
which child abuse and neglect is at issue. Support includes ensuring adequate
budget, procedures, and legitimization for the intensity of effort and comprehen
sive services required by families; support also, includes ensuring staff training,
outside leadership for staff support groups to deal with professional and emo
tional issues , ongoing supervision, needed consultation with outside experts, and
ongoing joint collaboration with other agency staff.

APPENDIX

Interagency Cooperative Agreement
Community-Family Partnership

Center for Persons with Disabilities
Utah State University, Logan, UT 84322-6800

This is an agreement made on , between the Community-
Family Partnership (CFP) and Department of Human Services, Division of Family
Services (DFS), hereafter referred to as the Cooperating Agency.

General Information
A. The term of this agreement shall be one year. The agreement may be termi

nated by either party at any time in advance of expiration upon 30 days writ
ten notice.

B. The agreement is automatically renewable upon subsequent renewals of CFP
federal funding.

C. This agreement specifically applies to the cooperative working relationship be
tween CFP staff and DFSstaff in those instances when children of CFP families
are placed in foster care under the care and supervision ofDFS staff.

Scope of Services:
Community-Family Partnership

CFP provides services aimed at enhancing child, parent, and family develop
ment and ameliorating the impact of poverty. Among the CFPservices available to
children are home-based child development, CFP preschool for 3 year old chil
dren, and periodic assessment and referral for appropriate medical and develop
mental services . Additionally, training in parenting and skills necessary to support
parenting is available .

1. Upon notification of placement of a CFP child(ren) into foster care, CFP staff
shall obtain written consent from the biological parents to exchange informa
tion with DFS and provide a copy of the release to DFS.
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2. With parental consent, CFP will provide information such as developmental
status, health history, and child functioning in the home and school environ
ments to DFS to assist in the transition of the child(ren) to the foster home, to
assist in completion of DFS records, and to assist in the care and supervision
of the children while in DFS custody.

3. Upon placement into foster care, CFP staff shall mail information to the foster
parents describing the CFP program and services available to children in foster
care.

4. Within two weeks of foster placement, a meeting with the foster parentis), DFS
case worker, CFP family consultant, and guardian ad litem is scheduled by
CFP staff. During the meeting, CFP services that have been provided for the
child(ren) in the past are reviewed and CFP services available to the child(ren)
while in foster care are presented. The participants are encouraged to make
recommendations regarding continued participation in CFP and level of ser
vice recommended. It is expected that the level and frequency of participation
of CFP child(ren) in ongoing CFP services will be individualized to meet both
the needs of the child(ren) and the needs of the foster family.

5. If the foster parent(s) agree with continued participation of the foster child(ren)
in CFP, the following CFP documents are signed by the participants: "Foster
Family Service Agreement" and "Permission to Serve a Minor Child In Foster
Care".

6. CFP staff will work cooperatively with DFS to facilitate implementation ofthe
DFS Treatment Plan for the biological parents. Any areas of the treatment plan
for which CFP shall have primary responsibility shall be negotiated during an
interagency staffing .

7. Although routine interactions and communication regarding the child's par
ticipation in CFP occurs between the foster parent(s) and family consultant,
the DFS case worker must give consent for evaluations conducted by CFP.
Copies of results of any assessments or evaluations conducted while CFP chil
dren are in foster care will be provided to DFS as well as to the biological par
ents. Any other permission forms or consents needed for the child(ren) for CFP
participation will be forwarded to the caseworker for signature. The DFS case
worker will be invited to participate in any staffings or conferences , such as
parent-teacher conferences, regarding the child(ren). Any concerns or obser
vations about the child or the child's adjustment or development while in fos
ter care , will be directed to the DFS case worker.

8. CFP staff will meet with DFS staff, upon request, to coordinate service plans
and service delivery.

Division of Family Services
The Division of Family Services is charged by the State of Utah and the judi

cial system with responsibility for care and treatment of the children placed in fos
ter care. In this role, DFS assumes most of the role of parent for the children in
their care . In this role, DFS makes decisions about the placement, care, and treat
ment of the children in their custody.

1. (Optional) Upon placement of a CFP child(ren) into foster care , and with per
mission of the foster parent(s) DFS staff will notify CFP of the placement and
provide CFP staff with the name and address of the foster parent.
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2. DFS staff will inform the foster parents that a interagency meeting will be
scheduled within two weeks following placement to discuss ongoing partici
pation of the child(ren) in CFP. DFS staff will encourage foster parentis) par
ticipation in this meeting.

3. Prior to the interagency meeting to discuss the ongoing participation of the
child(ren) in CFP, DFS staff shall discuss with the biological parents their
wishes for ongoing participation of their child in CFP. The parents wishes
about participation in CFP shall be presented during the interagency staffing
when continued participation in CFP is discussed. DFS staff shall be support
ive of continued participation of the child(ren) in CFP, especially in those
cases where the focus is to return the child to their biological parents.

4. DFS staff will meet with CFP staff upon request to coordinate service plans and
service delivery. The listed services shall be provided in a timely, efficient, and
expeditious manner, to the extent possible. A cooperative and coordinated ap
proach within the boundaries of this services agreement will increase the effec
tiveness of services to children jointly served by DFS and CFP.

5. Regardless of the foster parents decision to participate in CFP,DFS will facili
tate completion of a yearly developmental assessment by CFP staff. This as
sessment is generally scheduled in the month following the child's birthday.
DFS will also facilitate the yearly assessment of the child by the CFP third
party evaluator. This evaluation is usually scheduled in the month of the
child's birthday.

Other
A. The CFP reporting requirements include providing information to the CFP proj

ect regarding frequency of utilization and description of services utilized by
CFP children in foster care. This information will be provided, upon request.
in a manner consistent with rules and regulations governing confidentiality
and privacy.

B. Individuals representing the cooperating agencies shall demonstrate the skills
and/or qualifications necessary to meet the scope of services outlined in Sec
tion A. All cooperating personnel shall be licensed or credentialed to perform
the duties expected by their appropriate regulatory or licensing board.

C. Compensation: Not applicable.
D. CFP and the cooperating agency will designate an individual to be the primary

contact person for management of this contract.

Contact Person for CFP:

Contact Person for Cooperating Agency:

Director
Cooperating Agency

Date

Director
Community-Family Partnership

Date
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Holistic Injury Prevention

LIZETTE PETERSON and SARA GABLE

Some readers will immediately recognize the relevance of a chapter on childhood
injury prevention to the field of child abuse and neglect, whereas others will be
surprised at its inclusion in such a book. One of the goals of this chapter, therefore,
is to make all interested readers aware of the important connections between these
two fields, and to convince researchers that each area has much to contribute to
the other. The leading killer of children in this nation is trauma. Children experi
ence physical trauma in a variety of ways, most of which are related to how our
nation, states, communities, and families protect children and to what we believe
about protecting children. This chapter argues that because of common etiological
factors, difficulty in actively distinguishing among types of trauma, and similarity
in effective interventions, efforts to unite these research endeavors can strengthen
both areas and serve to more adequately protect children in the future from injury,
the foremost threat to their health and welfare.

TWO TRADmONAL AREAS OF RESEARCH

Unintentional Injury

Traumatic injury necessitates emergency treatment for 16 million children
each year, of whom 600,000 require extended hospital care and at least 30,000 will
experience permanent disability. Injuries kill more children than cancer, AIDS,
heart disease, chronic illnesses, and acute illnesses combined (Dershewitz &
Williamson, 1977). Childhood injury research has received far less scientific at
tention and funding than the other major threats to children's health, although
with increased efforts and heightened public awareness, this trend may be shifting
(Scheidt & Workshop Participants, 1988).
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There are a variety of reasons for the shortage of research on children's in
juries. First, injury has been recognized as a significant source of threat to children
and adults only since the 1940s (De Haven, 1942), and sound conceptual models
of injury were not presented until the 1970s (Haddon, 1970, 1972). Before that
time, injuries were regarded as a product of fate rather than the subject of scientific
inquiry. Most laypersons and some scientists continue to think of "accidental in 
jury" as if some number of bad things will fortuitously happen to children and
there is little anyone can do to prevent their occurrence. Even among those who
recognize scientific laws operating in the etiology of inadvertent injury, there has
been a tendency to limit research to only part of the spectrum of causes for injury.

One area of early success was environmental modification to reduce child in
jury. Cribs that strangled infants because the bars allowed their heads to pass
through and become trapped were banned from production (Consumer Product
Safety Commission, 1979), as were refrigerators whose doors locked children in
side their airless chambers (Robertson, 1983). Mandatory use of flame retardants
in clothing, particularly in children's pajamas, resulted in decreases in the num
ber ofnonhousefire burns in children (Smith & Falk, 1987). Similarly, poisonings
were reduced by limiting the dosage in anyone bottle and by child-resistant pack
aging (Walton, 1982). Thus , public health approaches dominated the area of un
intentional injury for decades and demonstrated an impressive number of
successful interventions. Despite such effective endeavors, however, injuries to
children in our country have not decreased concurrently with other causes of
childhood mortality and morbidity (Baker, O'Neill, Ginsburg, & Li, 1992), and in
juries remain considerably higher in the United States than in many other indus
trialized countries (Fingerhut & Kleinman, 1989).

One possible reason for continued high rates of injury and for the continued
lower than desirable rate of research in this area has been resistance to focusing on
the more behavioral aspects of injury. Injuries occur when the child and the envi 
ronment collide in a violent or dangerous fashion. Altering the environment to en
tirely avoid injuries (as in putting a barrier on the stairs to avoid child falls) or to
limit the extent of damage (as in using shock-absorbing materials under children's
play equipment) are both sensible strategies. However, the other part of the child
hood injury phenomenon includes the child's behavior, which is influenced both
by inherent child characteristics and by the responsiveness of the child's care
giver. There has been strong resistance to focusing injury prevention interventions
on children, as if to do so is to blame the victim (Pless, 1978). In addition, public
health approaches that target the caregiver have typically involved broad educa
tional interventions that result in increased knowledge, but fail to yield increased
injury prevention efforts [e.g., Colver, Hutchinson, & Judson, 1982). As will be dis 
cussed later in this chapter when interventions are considered, there has been a re
cent shift in research strategies within the area to include more ecologically valid
behavioral interventions. These interventions focus both on children and on their
caregivers, in the context of their daily environment, and thus allow for a more
holistic "ecobehavioral" approach (Lutzker & Rice, 1984) toward injury reduction,
an approach which considers both environmental and behavioral bases of injury.

It may be ironic that the injury reduction area has avoided an individualized
approach to the caregiver, whereas the area of abuse and neglect has historically
adopted an individual psychopathology approach to intervention to the exclusion of
other viewpoints (e.g., Helfer, 1977). Similar to the area of injury research just sur-
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veyed, however, one of the important movements in research on child abuse and ne
glect has involved contextualizing problematic parent-child interactions and recog
nizing that interventions will be more effective if they are broadened to include
environmental determinants (Garbarino, 1988). In this fashion, although the clinical
and research traditions of these two research areas overlap minimally, the areas are
moving together toward a common goal in terms of the growing recognition in both
areas of the importance of a more holistic approach, as is seen in the next section.

Child Abuse and Neglect

Similar to the epidemiological reports of unintentional injury, research on
child abuse and neglect documents that large numbers of children are involved.
Each year, more than a million cases of child abuse and neglect are substantiated
and at least 150.000 children are seriously injured by caregiver abuse and neglect
(National Center on Child Abuse and Neglect, 1993) . Ofthese, 18,000 children are
permanently disabled (Baladerian, 1991). The 2,000 infants and children who
make up estimates of fatal abuse and neglect (MacKeller & Yanagishita, 1995) most
likely represent only a small portion of caregiver-related fatalities. Childhood in 
juries from abuse have occurred throughout recorded history, but were not recog
nized as a problem requiring intervention and investigation until the 1940s
(Caffey. 1946). Moreover. it was not until the 1960s that "the battered child syn
drome" was officially labeled a focus for research (Kempe, Silverman, Steele,
Droegemueller, & Silver, 1962). Again, parallel to the injury field, early research
focused either on describing the syndrome (e.g., Schmitt & Kempe. 1974) or sug
gesting untested interventions. In stark contrast to the environmental approach
taken by public health to injury reduction, however, early interventions to curb
child abuse and neglect focused on a psychiatric model which viewed abuse as a
result of parental immaturity and psychopathology (Cohen, Raphling, & Green,
1966). These early interventions did not show evidence that such treatment was
effective in reducing neglect or abuse, and currently individual psychotherapy is
regarded as offering limited success to maltreating families (Daro, 1988).

Research with abusive parents, however, has revealed that certain life situa
tions experienced by parents tend to pose risks for abuse. Limited emotional and
material resources were frequently seen in maltreating families (Gelles 1973).
From knowledge of such setting conditions, a more ecological approach evolved
which suggested the need to consider parenting behaviors in the context of the
skills and abilities of the parent. as well as the stresses and supports of the com
munity in which the parent resided (e.g., Garbarino. 1977, 1982). This shift, in
turn, resulted in the current ecobehavioral approach to the problem of child abuse
and neglect, which nicely parallels the advances in the injury prevention area.

TWO DISTINCf AREAS?

The label "unintentional injury" is preferred by scientists as a replacement for
"accidental injury" because accidents are largely viewed as unfortunate products of
fate, unpredictable and unpreventable. There is another connotation of the concept
of "accident," however. "Accident" suggests that the injury was not inflicted and
was not anyone's fault. The concepts of deliberate injury and of blameworthiness
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are implicit in the boundaries currently maintained by both the unintentional in
jury area and the area of abuse and neglect.

One significant yet frequently unasked question is the extent to which in
tended and unintended injuries can be accurately classified by legal and medical
authorities. The research community has assumed that each of these areas has its
own conceptual integrity and that each area can be readily discriminable from the
other area. However, these assumptions are not based on evidence that uninten
tional injuries can be reliably differentiated from injuries resulting from caregiver
abuse and neglect. In fact, some evidence that exists suggests that a sizable pro
portion of injuries currently classified as unintentional injuries are actually the
product of child maltreatment. Ewigman, Kivlahan, and Land (1993) and others
(e.g., National Research Council, 1993) recently examined medical examiner re
ports , fire investigation reports, and Division of Family Service ratings and found
compelling evidence that child maltreatment fatalities are often miscategorized as
unintentional injury. In Ewigman and colleagues' study, for example, a third of the
cases classified in the state records as unintentional injury were designated by
"blind" raters as definite maltreatment and another third were classified as possi
ble maltreatment. Only 11% were clearly cases of unintentional injury in which
the caregiver played no significant role . Such data provided the impetus for form
ing child death review teams nationwide, to investigate the etiology of child
deaths. Current data suggest that such investigations may destroy our illusion of
the fine boundaries between injury that is not deliberately inflicted and that is not
neglectful (truly unintentional childhood injury) and child abuse and neglect. It
seems time to consider whether it is most accurate to view the inflicted/inten
tional versus noninflicted/nonintentional distinction as a dichotomy or whether
these categories are better conceptually represented by a continuum. Similarly, the
extent to which caregivers should be considered blameworthy or blameless, be
cause of their inaction or failure to protect the child, may be more effectively con
sidered as a matter of degree rather than an absolute. The next two sections
discuss the "inflicted" and "failure to protect" dimensions of childhood injury.

Inflicted Injury as a Continuum

A parent impatiently motions for the child to come across the street and is then
horrified as the child dashes in front of an oncoming car (a not uncommon etiology
for child pedestrian injury; Christoffel, 1986). The injury is clearly unintended, yet
it is caused by the action of the parent. Another parent playfully tickles the child,
who jerks backward quickly, crashing his chair through a window-parental action
resulting even more directly in injury. A 2-year-old pulls the hair of his 8-month
old sibling and the parent swats his bottom, unintentionally knocking him into the
edge of the table, splitting open his scalp . Does this cross the line into inflicted in
jury, because the parent struck the child? Recall that more than 90% of parents ac
cept and practice this form of discipline (Wauchope & Straus, 1990). Does the
unfortunate presence of the table and the child's poor balance automatically shift
this from an unintentional into an inflicted injury?

What of the parent who, frustrated with the infant's crying, shakes or throws
the baby onto a soft mattress, causing permanent brain damage or death, without
any knowledge that such actions could cause harm? What of the parent who tries
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to stop a toddler from biting by inserting red pepper into the mouth, only to have
the child aspirate the pepper and die? Or the parent who, frustrated with toileting
accidents, draws a hot bath and scalds her child, without knowing that a young
child's skin will burn in water that an adult's hand will easily tolerate? All of these
adult actions result in child injury that is unintended, yet all are caused by
parental action and most are inflicted, in the sense that the parent aggressively
handled the child. Graziano (1994) persuasively pointed out that there are ex
tremely varying criteria among parents concerning what qualifies as acceptable
punishment. Even if our society can agree on the inflicted versus not inflicted dis
tinction, the extent to which the discipline is likely to be viewed as unacceptable
will vary greatly both among parents and among child oriented professionals. It
thus seems unlikely that there is strong consensus either within the community or
within the arenas of clinical practice and research concerning what constitutes
uninflicted versus inflicted injury. Rather, factors such as knowledge, intended
outcome, and predictability of actual outcome, all influence the point on the con
tinuum of action at which a given injury might be placed.

Neglect as a Continuum

If abusive or inflicted injuries are evaluated on some continuum representing
intentional parent action, it also makes sense to evaluate injuries resulting from
neglect on a continuum, a continuum of inaction. Parents assume a number of fun
damental responsibilities when raising a child. Beyond guaranteeing economic
success and fostering social skills, morality, and intellectual achievement, insur
ing the child's physical survival is the paramount assignment for parents (LeVine,
1974). Protecting the child from hazards in the environment requires both envi
ronmental changes and active supervision by parents. Although only a small num
ber of studies have examined naturalistic injury prevention styles in parents, it
appears that once children are mobile, parents intervene more often to keep the
child from playing with potentially dangerous objects (or to keep objects safe from
the child) than for any other purpose (Gralinski & Kopp, 1993). Some studies sug
gest that parents of toddlers perform such interventions more than 5 times per
hour in a typical day (Power & Chapieski, 1986).

Such active supervision is extraordinarily labor intensive. Many factors in
fluence how much supervision is necessary to insure child safety in a given situa
tion. In addition to characteristics of the individual child, the danger in the
immediate situation (a busy street , a hot pot of coffee) as it interacts with the de
velopmentallevel of the child (a 6-month-old versus a 6-year-old in the bathtub)
form some of the relevant parameters.

To intervene preventively, the parent must be physically present and relatively
vigilant. Regarding supervision as a dichotomy (acceptableversus neglectful) rather
than a continuum, implies a high degree of agreement on what level of supervision
is required in given situations with children of various ages. Research and legal
standards that describe child maltreatment often suggest that care that fails to meet
"community standards" constitutes maltreatment (Christoffel et al., 1992). How
ever, such community standards are not available in any existing literature, and re
search examining the judgments of community mothers, division of family service
workers, and physicians suggests that there is a striking lack of consensus across
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groups of raters, situations varying by environmental risk, and a range of child ages
(Peterson, Ewigman, & Kivlahan, 1993). In many cases, Peterson and colleagues
(1993) found that the standard deviation for minutes that respondents judged chil
dren at various ages could safely be left alone was larger than the means . Said sim
ply, there appears to be little agreement among laypersons or experts as to what
constitutes adequate supervision. Given these data, and considering the problem
logically, we think that the continuum of caregiver inaction is a compelling way to
conceptualize one of the major process variables for children's injury.

In addition to our documented inability as a science to differentiate abuse and
neglect from unintentional injury, there are other epidemiological and etiological
characteristics which unite these two research areas. A review of the determinants
and consequences of unintentional injury and of child abuse and neglect will thus
be considered in the next section.

EPIDEMIOLOGY AND PATIERNS OFINJURY

Risk Factors

Peterson and Brown (1994) posited a working model to understand factors
that are linked to injury risk for children. This model separated environmental fac
tors , caregiver-based variables, and child-based variables for risk. At the broadest
level, low-income status is the environmental factor most strongly associated with
both unintentional injury (Nersesian, Petit , Shaper, Lemieux, & Naor, 1985) and
abuse and neglect (Pelton, 1977). Even within a low-income background, children
from families reporting high family chaos and confusion are more likely to expe
rience injuries listed as unintentional (Matheny, 1993) or related to abuse and
neglect (Straus, Gelles, & Steinmetz, 1980) than are children whose families expe
rience less chaos and more predictability and organization.

Frequent residential relocation is associated with both unintentional injuries
(Beautrais, Fergusson, & Shannon, 1982) and with abusive and neglectful parent
ing (Altemeier, O'Connor, Vietze, Sandler, & Sherrod, 1984). Similarly, crowding,
both within households and in neighborhoods, has been linked to unintentional
injury (Rivara & Barber, 1985) and to maltreatment (Gray, Cutler, Dean, & Kempe,
1977). Chaos, moving , and overcrowding are all salient sources of environmental
stress, likely to be related both to the presence of an unusual number of hazards
and to disruptions in caregiving and increases in children's risk-taking behaviors.
Additional stressors in the form of negative life events are often related to injuries
such as unintentional poisoning (Beautrais et al., 1982) and burns, fractures, and
even motor vehicle crashes (Beautrais, Fergusson, & Shannon, 1981). Similarly,
loss of a key relationship , illness, or increased child-care responsibilities have
been shown to result in increased abusive discipline (Green, Gaines, & Sandgrund,
1974). One potential mechanism for these effects is an absence of social support,
which logically is related to both unintentional injury (Pearn & Nixon, 1977) and
child abuse and neglect (Giovannoni & Billingsley, 1970).

These environmental factors may have more extensive impact on some moth
ers than on others. In addition, some specific maternal factors have been linked
to abuse (note that the literature has focused on maternal over paternal factors;
more research is needed in this area). Younger mothers have children at higher
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risk for injury, both unintentional (McCormick, Shapiro, & Starfield, 1981) and
maltreatment related (Lynch, 1975). Single mothers' children are injured uninten
tionally more often (Rivara & Barber, 1985) as well as because of abuse and neglect
(American Association for Protecting Children, 1988). Finally, mothers who abuse
substances (unintentional injury, Bijur, Kurzon, Overpeck, & Scheidt, 1992; mal
treatment, Berkeley Planning Associates , 1983) or who are depressed (uninten
tional injury, Brown & Davidson, 1978; maltreatment, Garbarino, Kostelny, &
Dubrow, 1991) have children at high risk for injury.

Children themselves often show characteristics that appear to be related to
higher potential for injury. In general , externalizing behavior problems seem po
tentially risky. Having irregular eating and sleeping habits is associated with both
unintentional (Matheny, 1987) and abusive (Herrenkohl & Herrenkohl, 1979) in
juries. Being distractible is similarly linked to a variety of unintentional injuries
(Zuckerman & Duby, 1985), as well as to abuse (Egeland, Sroufe, & Erickson, 1983).
Children with higher activity levels experience more frequent serious uninten
tional injuries (Hartsough & Lambert , 1985) and experience more abusive disci
pline (Daro, 1988). Disruptive behavior also appears to increase contact with both
hazards that produce injuries (Cataldo et aI., 1992) and with abusive discipline
(Lorber, Felton, & Reid, 1984). Although research in both areas has found a strong
negative reaction to any study that appears to blame the child-victims for their
own injuries, recognizing the variables that place children at greater risk is im
portant in planning interventions to protect these children.

In summary, the great majority of etiological factors of child maltreatment,
whether they are characteristics of the environment, the parent, or the child, are
also found to predict unintentional injury. The child maltreatment literature is
drawn from a very different tradition than is the literature on unintentional injury.
Thus, the commonality in precursors to both kinds of injury is particularly com
pelling. It also may be useful to consider how both areas of injury may be influ
enced by the consequences of the event.

Consequences

Although the bulk of the epidemiological literature on children's injury has
focused on describing the antecedents to children's injuries , it seems sensible to
consider briefly the consequences of children's injury as well. One of the most po
tent myths in both areas is that identification of a case of injury somehow removes
or reduces the risk for the child. The aphorism in the unintentional injury litera
ture is "once burned, twice shy." In point of fact, there is no literature to suggest
that this is the case. Moreover, although serious injury is a relatively low base rate
event, certain at-risk children have repeated injuries (e.g., Hartsough & Lambert ,
1985); such data should be compelling evidence that one injury will not prevent
another. At-risk children clearly remain at risk following an injury. Cataldo and as
sociates (1992), for example, definitively established that previously injured chil
dren had higher, not lower, rates of hazard contact in a simulated injury situation.
Similarly, Daro (1988) noted that families employing abusive discipline tend to
continue to escalate that strategy, even after reports of abuse to authorities. In a
review of 89 demonstration projects, Cohn and Daro (1987) reported that more
than a third of the families continued to abuse or neglect their children during the
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treatment and more than half were believed to maltreat their children following
treatment. In essence, injury predicts future injury, not later safety.

Similarly, parents appear not to realize that the experience of an injury con
notes an at-risk situation. Although little empirical work has been done, one nat
uralistic observation study suggested that parents tended not to use children's
injury experiences as an occasion for teaching to avoid further injuries in chil
dren. Specifically, 80% of the time, parents followed a minor injury of their 8
year-old child with no consequence whatsoever; 14% of the time, they gave a
lecture (note that children reported hearing lectures only about 3% of the time,
suggesting that these communications were not even registered by the children as
interventions) ; and parents changed rules or delivered consequences less than
3% of the time (Peterson, Bartelstone, Kern, & Gillies , 1995). Parents apparently
believed the physical consequences of the injury would result in the child not re
peating the injury risk behavior. Similarly, abusive parents often proceed as if
they believe their harsh discipline will halt the objectionable behavior and the
need for further abuse, although it seems to have just the opposite effect on a
child (Reid, Taplin, & Lorber, 1981). In other words, these parental suppositions
regarding the effects of injury and of parents' behavior on children's learning ap
pear to be dangerously false.

Bimodal Patterns of Injury

Some injuries are predictable because they involve steadily escalating risky
behavior. For example, consider children who are reported by witnesses to re
peatedly enter busy streets, and thus being struck by a car seems predictable (K. K.
Christoffel personal communication, July 15, 1992), or children whose caregiver
begins with spanking and then inflicts soft-tissue injuries, and then fractures, and
ultimately even more serious injuries (O'Neill, Meacham, Griffin, & Sawyers,
1973). In contrast, other injuries occur in situations that the parent and child have
never encountered before. The classic unintentional child drowning occurs when
the caregiver goes to answer the telephone for "just a minute," and the child slips
in the bathtub or gets out the back door where the pool or hot tub is located. Sim
ilarly, inflicted injury sometimes happens when a normally nonaggressive care 
giver responds violently. A caregiver throws, strikes, or shakes a small child, not
recognizing his or her own strength or the child's physical vulnerability. Although
both situations result in an injury that is completely predictable after the fact,
prospectively guarding against such injuries is especially challenging.

This and the previous section have documented underlying conceptual simi
larities for unintentional and for maltreatment injuries. These arguments suggest
that our current conceptualization of injury serves as a barrier to more effective re
search and to interventions that could prevent injuries that are inflicted versus
unintentional, or neglectful versus not . Our inability as a science to differentiate
these forms of injury, their logical continuity, their similar environmental,
parental, and child-based risk factors, and the same bimodal patterns of occur
rence argue for a more unified approach. In addition to the political, conceptual,
and methodological barriers that may be present to block such unification, there
are other significant and recurrent societal barriers to injury prevention that de
serve consideration.
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This chapter began with concern about the rates of injury in the United States
in recent years in comparison with other industrialized countries (Fingerhut &
Kleinman, 1989). Countries reporting greater success in reducing all kinds of chil
dren's injury have been able to unite nationwide, community level, and individ
ual family approaches to injury prevention (see Bergman & Rivara , 1991, for
example, for a description of Sweden's successful response to the threat of child
hood injury). In contrast, concerns in our nation about individual rights, as well as
a lack of clarity in our mandate to protect children, leave our children more vul
nerable to injury.

Safety Legislation

Berger (1981) described the "serious misconception" held by many Ameri
cans that the federal government is proactive in removing potentially hazardous
products from the marketplace. Although there has been a small amount of suc
cessful legislation (discussed earlier in this chapter) to prevent child strangu
lation, asphyxiation, bums, and poisonings, such legislation has tended to be the
exception, rather than the rule (Peterson & Roberts , 1992). For example, Rivara
(1982) describes the illogical reasoning underlying the continuing marketplace
support for children's minibikes, "toys" that travel up to 50 miles per hour. One
reason cited for failing to approve legislation halting the manufacture of such ve
hicles was that there is no proof that faster speeds result in more severe injuries!

Berger (1981) cited similar hesitancy in legislation to block the manufacture
of toys that pose serious threats of blindness due to the small projectiles that they
fire. Current legislation requires that such toys display only a small warning label
on the flaps of the boxes noting that eye damage could result. Fireworks-related
injuries in some states have decreased when local ordinances were passed ban
ning them and have risen again as the ordinances were repealed (Smith & Falk,
1987).

Consider the large plastic bags that continue to surround our drycleaning and
to asphyxiate children. Many low-income families use them to cover babies ' crib
mattresses (Baker & Fisher, 1980). Rather than outlawing this asphyxiation hazard,
our legislators have offered a printed warning on each cover, announcing that this
container can produce a fatal injury for a baby or a toddler. Implicit in this an
nouncement is the awareness that our society recognizes this danger but views
convenience for drycleaners and consumers as more significant. Finally, some re
searchers estimate that as many as 42% of medically attended injuries to children
under one year of age may be due to "baby walkers" (O'Shea, 1986), which con
tinue to be manufactured despite their lack of developmental advantage and their
danger to children. These are only a few examples in which our government has
chosen free enterprise over the health and safety of children.

The U.S. culture has not reached a comfortable balance between protection of
children and citizens' individual rights (Garbarino, 1988). Moreover, as will be
seen in the next section, our concern for parents' rights to discipline their chil
dren, even in potentially harmful ways, continues to overshadow our sense of re
sponsibility for the physical and emotional safety of our children.



300 UZETTE PETERSON and SARA GABLE

Right to Discipline

In our culture, both legal and some religious traditions support the rights of
parents, and to some extent teachers and principals , to physically punish children
(Graziano & Kunce, 1992). It is ironic that even child abuse legislation has explic
itly supported the rights of parents to inflict corporal punishment, by stating that
"nothing in the statute should be construed as interfering with the rights of the
parents to use physical punishment" (Straus , 1991, p. 140).

Our society finds itself in a steady escalation of violence, which we tend to re
gard with a blend of horror and jaded desensitization. Although our country ad
vocates for humane treatment of animals, national samples of parents suggest that
more than 90% have physically punished their children (Straus et al., 1980; Wauch
ope & Straus, 1990). Retrospective studies report similarly that more than 90% of
college-age participants report having experienced physical discipline when
growing up (Bryon & Freed, 1982; Graziano & Namaste, 1990). These parental ac
tions are supported by underlying parental beliefs; a 1988 National Opinion Sur
vey reported that of the parents in the United States surveyed, more than 80%
either agreed or strongly agreed that "It is sometimes necessary to discipline a
child with a good , hard spanking" (Flynn, 1994). Four out of five young adults be
lieve in the right of parents to spank (Graziano & Namaste, 1990). Further, even
those charged with safeguarding children's health believe in spanking; Me
Cormick (1992) reported that 67% of physicians advocated spanking when chil
dren refused to go to bed , ran into the street, or struck a playmate.

Even within the child abuse and neglect research community, there are mixed
feelings concerning the acceptability of physical punishment with children. Yet
there is clear evidence of the link between physical discipline and child abuse
(Burns, 1993). Natural histories of spanking practices reveal a patterned shift from
spanking to soft-tissue injuries, then to broken bones, and later to other more seri
ous kinds of abuse. These data suggest that abuse is a logical progression from
physical discipline to injury (O'Neill et al., 1973). Graziano and Namaste (1990)
noted that corporal punishment under certain conditions of pressure, stress, and
negative reinforcement of child-parent behavior patterns can escalate to abusive
discipline. In essence, any parent who uses physical discipline may, under the
right setting conditions, escalate to abuse . A sizable number of reported and unre
ported cases of physical abuse begin with corporal punishment, according to Hay
and Jones (1994).

Because physical discipline appears undeniably linked to physical abuse,
parents' rights to use physical discipline could be questioned. In addition, sub
abusive physical discipline is positively correlated with an extensive number of
child behavior problems, including aggression, depression, and eventual sub
stance use and problems with the law (Straus & Gimpel, 1992; Weller, Romney, &
Orr, 1987). Even if the child is not actively abused, parental use of physical pun
ishment is clearly not in the child's best interest.

We must also question a society in which unnecessary physical force is out
lawed in all human actions between adults, but not between adults and children
(Graziano & Namaste, 1990). The United Nations Conventions on the Rights of the
Child articulates the rights of children not to live in fear of physically inflicted pain
and violence. More than 200 other countries have adopted this policy; the United
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States has not. This societal inaction marks another major barrier to the prevention
of injuries and the promotion of physical and emotional health in children.

Understanding the conceptual, policy-oriented, legal, and societal barriers to
effective injury prevention research may be a first step toward more effective in
terventions. It seems sensible, as a next step, to examine what these molar imped
iments to progress may tell us about what types of interventions are needed. Said
differently, at the parental level, how do the societal beliefs and attitudes the par
ents hold, and the parents' own skills and resources, lead to situations that create
the risk of child injury? The next section explores examples of setting events that
may contribute to the risk of injury and the final section will consider what this
means in terms of suggestions for effective prevention.

MODEL OFBEHAVIORAL RISK FACfORS

The epidemiological risk factors described earlier provide insight concerning
the families likely to be at greatest risk for both unintentional injury and injury
due to neglect and abuse. Yet such data do not identify junctures for effective in
tervention. It is difficult or impossible to rectify low-income status or to alter
mothers' youth or single marital status. Moreover, risk factors such as substance
abuse or depression are extremely challenging to treat in isolation and offer little
information about the routine, day-to-day parenting difficulties experienced by
these mothers (Lief,1985; Luther & Walsh, 1995).

An important new direction in descriptive research on abuse and neglect risk
factors has been a shift toward the examination of the specific behavioral patterns
of parent-child interactions that afford the opportunity for active intervention.
Figure 1 shows a hierarchical parenting model which can assist in organizing par
enting needs suggested by the literature. First, there is a clear need for parenting
skills to avoid injury and maltreatment. Underlying the use of skills , however, the
parents' awareness (or the lack thereof) of the child's developmental status and
abilities influences the degree to which parents can interpret and effectively guide
the child's behavior. Similarly, parental beliefs about childrearing and children
will likely influence how much energy they invest in activities such as child
supervision and how much control they feel the need to exert over their child's
misbehavior. Negative emotions such as depression or anger that parents may ex
perience during routine caregiving can create the risk that harsh discipline will es
calate to abuse. Similarly, a depressed parent may lack energy to effectively
interact with and protect the child. In addition, the view of one's own efficacy in
fluences the effectiveness of child protection. Then, at the most basic level, the
parent's willingness to assume the role of the parent (to be responsible for the
child's needs and safety) and the role of mother or father (to nurture, love, and en
joy the child) underlies the degree of success at all of the levels of parenting. Fi
nally, at the most basic level, the quality of personal resources and belief in one's
own worth and abilities provide the foundation on which successful parenting in
terventions can be built.

Much of the past literature and many chapters in the current handbook focus
on teaching the parenting skills that are needed. Peterson and Brown (1994) de
scribed a comprehensive curriculum of such skills. This chapter will focus on the
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Parenting Skills

The Caregiver's
Self

Figure 1. Multilevel conceptual model of parent ing.

immediately underlying areas instead-the need to increase developmental
awareness, to alter problematic parental beliefs, and to decrease negative emo
tions. The role of parent and mother/father, and ultimately the personal resources
of the self will also be considered briefly as a comprehensive part of a preventive
intervention for child maltreatment and injury.

DEVELOPMENTAL UNDERSTANDING RELEVANT TO SUPERVISION

Underestimating Infants' Abilities

Most parents are aware that infants can be seriously injured by falling down
stairs or out of windows, poisoned by cleaning substances, solvents, or pesticides,
or drowned in bathtubs, cleaning buckets, or ponds. Despite most parents' aware
ness, such injuries routinely take the lives of children under two years of age in this
country. Falls often result when parents do not believe the child has the motor con
trol to crawl to the stairs or climb to the window, poisonings occur when parents do
not understand how quickly the child can reach cleaning solutions under the sink
or do not believe the child has the fine motor control to open the containers, and
drownings occur when parents do not understand that the top-heavy toddler can
easily fall into any standing body of water and drown. In general, parents need a
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more veridical picture of how early and in what ways children can change location
and contact hazards, and they need to recognize items within the household that do
not pose a hazard to an adult but do to a small child (e.g., water which merely feels
very warm to an adult can result in scalding burns to an infant).

Overestimating Preschoolers' Abilities

Ironically, the same parents who are unaware of their baby's ability to move
into contact with injury hazards are often the very ones who expect their pre
schooler to remember complicated household rules, to be able to hold the rule in
mind despite salient distractions, and to have "internalized" the rule so that it ef
fectively controls the preschooler's behavior in the absence of an adult caregiver.
Parents also often assume that because a child of 3 or 4 has fairly mature receptive
and expressive language skills, the child's memory for language-based rules is
equally mature. Further, parents expect children to be able to screen out salient,
often visual stimuli (e.g., a ball one is chasing across the grass , rolling onto the
sidewalk, over the curb, into the road) in favor of the memory of a verbally based
rule for behavior (e.g., never run into the street). Such control begins to be consol
idated in elementary-school-age children, but is unlikely in preschoolers (Kendall
& Wilcox, 1979). Finally, knowing the rule and reciting it and having the rule exert
internalized control over one's behavior are two very different things for the pre
school-age child. Verbally based teaching only gradually comes to exert behavioral
control in the absence of a caregiver (Zettle & Hayes, 1982) . Most parents over
estimate the ages at which such control is achieved.

Overestimating Elementary School Children's Knowledge of Safety Rules

When parents of elementary-school-age children are asked how they prevent
injury in their children, one of their most common responses is that they insure
safety by teaching the children rules (Peterson, Farmer, & Kashani, 1990). However,
little research has been done to examine the extent to which family safety rules ac
tually may be preventive. The results that do exist are equivocal. In one study,
8-year-old children (the majority of whom spent some time alone at home) and
their parents were asked to name their family's safety rules in a set of open-ended
questions about kitchen rules, encountering strangers, and dealing with emergen
cies. Respondents were then asked yes or no questions about the existence of spe
cific rules (Peterson, Mori, & Scissors, 1986). The parent-child dyads showed very
little correspondence in their open-ended rules and scarcely better than chance
agreement on many of the dichotomous (yes or no for the rule) choices. Yet most of
the parents believed the child was well prepared to stay at home alone and that the
child knew the family rules. If this single Midwest study is any indication of how
well children understand and live by family rules, such rules would not seem to
have the strong preventive power parents believe them to have .

In contrast, we recently examined rules in a different way, by counting the num
ber of rules a family said they endorsed from a checklist and then assessing the rela
tionship between naturally occurring minor injuries experienced by the 8-year-old
child participants during a 1-year observation period (Peterson & Saldana, 1996).
Families reporting a greater number of safety rules had children with fewer injuries.
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Whether these results suggest that safety rules themselves may be preventive in some
molar fashion or whether there are other explanations (e.g., families with high injury
awareness and concern have more rules) remains a question for future research .

Intervention Suggestions

For many years, physicians have utilized anticipatory guidance, a systematic
effort to prepare parents for the next step in their toddler's growth (Roberts &
Wright, 1982) to point out the emerging possibilities for child injury. However,
many at-risk parents never receive such assistance. Thus, increasing parents'
awareness of the developing infants' capabilities and the resulting requirements for
parenting seems an important first step for intervention. In addition, parents need
to be aware that a child's verbal recitation of a rule does not mean that the rule will
be remembered accurately at a later date, and that mere words may not be able to
exert potent control over a highly motivated response such as chasing a soccer ball
into the street or a beach ball into a pool. Having children physically act out vari
ous safety scenarios around the house may provide parents with a more accurate
appraisal of their child's actual safety knowledge and skill rather than the ability to
merely reiterate rules . Observing the child's behavior under conditions requiring
mature judgment and impulse control may further inform parents about children's
actual competence in potentially risky situations. In general, parents need to in
crease their supervision and injury prevention instructions for children of all ages.
Data exist on how to assist parents to implement these precautions (e.g., see the
parental instruction outlines in Peterson, Mori, Selby, & Rosen, 1988), but more re
search is needed to reveal how best to involve parents in such teaching.

DEVELOPMENTAL UNDERSTANDING
RELEVANT TO DISCIPLINE PRACTICES

There are many commonalties between the mistaken beliefs about children's
abilities that increase the risk for unintentional injuries and the erroneous parental
beliefs that lead to abusive discipline. Clearly, parents who anticipate that chil
dren can remember rules, apply them in the presence of distracting stimuli, and
use them to override impulses are going to feel the need to use more physical dis
cipline than are parents who understand that the child is unable to exert such con
trol. In addition, parental expectations that children can manage their own
clothing and food needs , and can provide reciprocal emotional support to the par
ent, sets up a chain of parental frustration, child acting out, harsh parental disci
pline, and child injury that extends well beyond the issues raised in previous
sections. These issues are discussed in detail below; after the difficulties are con
templated, potential interventions are briefly considered.

Overestimating Children's Impulse Control

Parents who attribute the child's rule breaking to intentional misbehavior are
more likely to punish harshly than parents who view the child's behavior as rep
resentative of his or her developmental level. In addition to unreasonable beliefs
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concerning children's self-control, the literature also suggests that abusive and ne
glectful parents have inappropriate expectations for preschool children's ability to
reguide their emotions, to amuse themselves if the mother is not well, and to deal
effectively with physical self-care, for example, getting up on time and getting
dressed (Azar, Robinson, Hekimian, & Twentyman, 1984). Note that these unreal
istic expectations do not involve parents' inaccurate knowledge of developmen
tal milestones, as we argued was the case in the section on infants' unintentional
injuries. These inaccurate parental beliefs have to do with overestimating the
child's ability to integrate cognitive and affective processes, with the subsequent
attribution of causality to the child (e.g., she misbehaved on purpose), the as
sumption of the need for strong discipline (e.g., she needs to learn better and I
must hurt her to teach her), and subsequent aggression toward the child (Azar &
Rohrbeck, 1986).

Overestimating the Child's Ability to Take Perspective

A second area of unrealistic parental expectations for preschool children con
cerns the parents' belief that the child can understand and effectively meet the
parents' emotional needs. At the simplest level, this implies that the parent be
lieves the child is capable of understanding and responding to one of the parents'
physical needs (e.g., the parent is tired, so the child should play quietly for pro
longed periods while the parent sleeps) . At another level, it suggests that the par
ent anticipates that the child can empathize with the parent's emotional neediness
and effectively comfort the parent. Such expectations include the child giving up
his or her own developmental tasks (e.g., school for an older child) in order to pro
vide care for the parent. Thus, the child is put at risk both by the parent's inabil
ity to understand the perspective of the child (Newberger & Cook, 1983) and by the
parent's belief that the child can engage in perspective taking concerning the par
ent's instrumental and emotional needs.

Specific Developmental Triggers

The two areas just described, childhood impulse control and children's ability
to perspective take, are the most general categories for which at-risk parents lack
awareness of developmental status and needs. There are also some very specific de
velopmental behaviors that may serve as triggers for abuse . Toileting errors (wetting
or soiling clothing or furnishings) are often found to be the specific trigger for abuse
(Daro, 1988). Similarly, having the child tell the parent "no" elicits high levels of
frustration in abusive populations (Bauer & Twentyman, 1985). Failing to share
when asked , cursing, and lying are also specific child behaviors reported by parents
at risk for abuse as particularly anger provoking (Peterson et al., 1993).

Intervention Suggestions

Problems of children's low impulse control, lack of perspective taking, and
specific developmental triggers that provoke parental anger should all be the sub
ject of parental education concerning developmental abilities. However, parents'
failures to correctly interpret these child behaviors are more likely to elicit abusive
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and neglectful responding from parents. Rather than simply teaching parents
about holding more accurate developmental beliefs, it may be necessary to repro
gram several problematic beliefs held by at-risk parents before they can accept
more accurate developmental descriptions. Peterson, Gable, Doyle, and Ewigman
(in press) offered a table of developmentally problematic behaviors that children
engage in, the corresponding parental belief that puts the child at risk, the angry
or neglectful cognition that the belief yields, and then a more developmentally ap
propriate cognition. For example, a parent makes a request and the child responds
"no." The parental belief that follows may be "A parent should be able to control
the child and should not tolerate disobedience"; the angry cognition is "How dare
he defy me, I'll teach him to do what I say"; the developmentally appropriate cog
nition is "Children at this age often say 'no' as a way of defining themselves as a
person, separate from their mother. It is annoying, but it is a normal developmen
tal behavior." Then parents are taught to use distraction, offering choices, basic
compliance training to deal with the child's behavior, and anger management to
deal with their own responses. It seems important to address the underlying emo
tions (anger) and cognitions ("How dare he") before trying to teach at-risk parents
about the developmental appropriateness of the behavior. However, all of this con
jecture requires empirical confirmation in the future.

EXPECfATIONS FOR PARENTING

Parents' beliefs about their children's cognitive and behavioral abilities must
underlie their own expectations for what constitutes appropriate parenting. Thus,
it may be necessary not only to alter parents' awareness of their children's devel
opmental status and abilities, but also to follow through with information about
how this understanding can be translated to safe and effective parenting behav
iors . Two logical targets for such preventive interventions include developing
more appropriate expectations concerning the need for supervision and the de
velopment and implementation of safety rules.

Failure to Supervise Adequately

In order to protect an infant from environmental hazards, there seems to be
universal agreement that either the child must be removed from the hazard or the
hazard must be removed from the child's environment (Gralinski & Kopp , 1993).
Knowing when a child can motorically put herself or himself at risk by contact
ing a hazard (climb, crawl , manipulate a latch) and then removing the hazard be
fore that time is essential, given that continuously vigilant parental supervision is
extremely difficult to maintain. "Child proofing" homes is much more popular
now than in the past, and yet most safety checks, especially in low-income homes,
continue to show many environmental hazards which could easily be altered or
removed. Further, there are some situations that involve hazards that cannot be
completely removed and thus necessitate effortful parental supervision (e.g., busy
streets , bathing in the bathtub).

Increasing parental vigilance may be easier in some ways for caregivers with
infants than for parents of older children. As was argued earlier, the parental be-
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lief that young children can control their own impulses may result in seriously
negligent supervision patterns around high-traffic areas, bodies of water, and
sources of heat (e.g., coffeepots and space heaters). Although the absence of any
kind of norms for active supervision of children at various ages would seem to
make assisting parents with such decisions even more difficult, we would argue
that supervision standards should not be established by community norms.
Rather, research on children's abilities and risk for injury should dictate caregiver
supervision practices. For example, it is normative for parents to allow children to
cross streets independently when they enter elementary school, even though data
suggest that children of this age are not capable of accurately making the discrim
inations necessary for such crossing . Although crossing guards are often present at
the streets nearest the school, young children often must cross several streets by
themselves on their way from home to school and back again. It is not surprising
to find that the hours before and after school are among the times of highest risk
for pedestrian injury to young children (Christoffel et al., 1991). More research is
needed concerning the developmental period at which children are cognitively ca
pable of the judgments necessary for safe crossing. In addition, we need research
on how to make crossing the street as straightforward a task as possible. As one ex
ample, children currently are cautioned against midblock crossing, but midblock
crossing may actually be easier to safely execute, as it involves cars in only two di
rections. Children are often hit in crosswalks by a car turning right or left onto the
children's crossing street. In such cases, simply carrying out a simplistic, memo
rized rule (e.g., look left, look right, look left, cross) to assess oncoming traffic will
not be protective.

Overreliance on Rules

As was noted earlier, parents report relying on family safety rules to be a pri
mary method for protecting children (Peterson et al., 1990). Unfortunately, there
has been very little research conducted on the effectiveness of family rules in pre
venting childhood injury. Thus, parents need to be aware that expecting the child
to adhere to safety rules should never suffice in preventing preschoolers' injuries.
Even older children tend not to recall or even recognize family safety rules when
the rules are presented (Peterson et al. , 1986), and preschool children's memory
for such abstract statements (often beginning with "don 't") is less than their ele
mentary school counterparts. Further, even when the rule is recalled, it is unlikely
to override the preschooler's impulses. Thus, parents must either learn to effec
tively utilize environmental methods (e.g., such barriers as fences , child gates,
cabinet locks) or must rely on vigilant supervision to protect very young children.
Understanding why high-effort care is essential may help to provide the motiva
tion for parents' continued vigilance.

Having access to respite caregiving for single parents also seems important in
maintaining adequate levels of supervision, as does the caregivers' emotional ac
ceptance of the parental role and all the responsibilities entailed. Finally, the
transfer of control from vigilant caregiving to the child's own impulse control
needs to be a gradual process dictated not by environmental exigencies, but by the
child's developmental abilities and motivation. At some point, safety rules must
stand as proxies for parental presence, as children are afforded more freedom, as
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well as more responsibility. This topic is considered in more detail in the next
subsection.

Intervention Suggestions

More than any of the other areas, it is difficult to offer empirically validated
suggestions to deal with supervision and rule issues. As has been noted, there is
no consensus concerning how much supervision is required to keep children safe
at different ages and very little is known about how rules function to protect chil
dren. The most important suggestion that this chapter can offer is to increase the
research directed toward both areas. In the meantime, it appears that most parents
underestimate the amount of supervision necessary and overestimate the effec
tiveness of rule instruction. Such knowledge may assist parents in balancing the
maintenance of parental control over risky behavior against the child's own needs
and abilities.

CONSEQUENCES FOR RULE BREAKING AND UNINTENTIONAL INJURY

Parents tend to follow most child injuries (80%) with no consequences, and
to use weak consequences such as lectures the rest ofthe time (following 14% of
injuries; Peterson et al. , 1995). However, one of the best predictors of the use of
some form of consequence following an injury was the presence of a family rule
pertaining to the injury. Parents of 8-year-old children in Peterson and colleagues'
naturalistic observation study enacted consequences following two-thirds of the
injuries in which children broke family rules . It is up to the reader to decide if the
glass is two-thirds full or one-third empty here-most often when the child broke
a rule, the parents did respond with a lecture, discipline, or other intervention.
However, fully one-third of the injuries that occurred because the child had bro
ken a safety rule (i.e., injuries which could not have occurred ifthe child had not
broken a safety rule) were not followed by any kind of consequence. Clearly, the
most effective teaching experiences for altering risky behavior are parents' follow
ing rule violations with clear and consistent consequences.

As noted earlier, this recommendation can be a two-edged sword. Lack of con
sequences leaves the child's risky behavior unchanged and the child a likely can
didate for an injury. On the other hand, harsh punitive consequences can lead to
coercive cycles of discipline and ultimately to inflicted injury. What is required
is that the child make a firm connection between risky behavior and an immediate
negative outcome. Time-out for a young child provides a time for reflection and
moves the child toward the self-control parents ultimately wish the child to de
velop. For an older child, loss of privilege is a logical consequence of risky behav
ior-if you cannot ride the bike safely, you lose the privilege of riding for a few
days. Ifyou play with a sharp or hot appliance, you are too young to use it and can
reapply for safe use after a week of being banned. Where loss of the risky activity
is unlikely to be perceived as punishing, withdrawal of other privileges that imply
maturity (use of stereo, choice of television programs, trips to a friend's house)
seem logical consequences. Thus, the key elements for the effective use of negative
behavioral consequences include informing children of parental expectations re-
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garding children's safe and risky behavior, explaining the inherent dangers of chil
dren's risky activity, teaching children to select alternative safe behaviors, and , per
haps most importantly, following up children's safety violations with predictable
and consistent consequences.

The research that exists suggests that this is not how most parents socialize
injury in middle childhood, although few researchers have studied how parents
effect safety rule implementation and adherence. The American Academy of
Pediatric Medicine recently began a campaign advocating that parents use firm
disciplinary measures to insure that their children wear bicycle helmets consis
tently. To what extent do parents follow such recommendations? In a new ex
ploratory study (Peterson, Saldana, & Schaeffer, 1997), mothers of second- and
eighth-grade children were asked to imagine that their family had a rule requiring
helmet use whenever the child rode a bike. Then, the mothers role-played several
scenarios in which the child appeared to be leaving the home on his or her bicy
cle without the helmet.

Initially, parents tended to use open-ended reminders (e.g., "Aren 't you for
getting something?") or simple commands (e.g., "Get your helmet") more often
than they imposed consequences [e.g., "You may not ride the bike if you do not
wear the helmet"). Parents were more likely to shift from reminders and com
mands to consequences during the role-play if the child persisted in refusing to
wear the helmet. Mothers of the children at highest developmental risk (i.e.,
eighth-grade boys) tended to use consequences more than mothers of younger
children. Nonetheless, even with the high social desirability demands of this role
play, a disturbing number of parents said they would let the child ride without a
helmet even if such action broke a family rule.

It would appear that parents need first to understand that children wield po
tent contingencies for parents. Then, parents need to be aware that if children
learn that when they use hostile refusal or threaten a tantrum, parents tend to
withdraw the safety rule, children will be more likely to challenge parents than to
obey many safety rules. It is also important for parents to understand that specific
safety rules (e.g., "Look both ways when crossing the street") will not be sufficient
to keep the child safe. Instead, providing children with a more complex and flex
ible understanding of potential injury situations (e.g., not all cars slowing for
a stop sign actually stop; drivers may make a sudden right turn with no signal)
in combination with specific safety rules may be more effective in preventing
injuries.

RULES AND PROTECTION FROM UNINTENTIONAL INJURY

To what extent can injuries be prevented by following safety rules? Currently,
there are no good answers to this question. Peterson and Schick (1993) examined
records describing more than 1,000 child injuries and abstracted safety rules that
would have prevented the injuries. One requirement was that rules not impose con
stant, general child vigilance (e.g., "Look where you are going at all times") and that
they be reasonable in terms of daily life (e.g., wearing a helmet at all times might
prevent some forms of head injury but would not be viewed by most people as a
reasonable rule). The Peterson and Schick (1993) study found that approximately
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one-third of the minor injuries that occurred would have been prevented by the
safety rules that were empirically derived from the injuries.

Another perspective on the problem can be found by taking common family
safety rules and seeing how many injuries would be prevented by those commonly
used rules. Peterson and Saldana (1996) asked naive coders to apply 75 family
safety rules gathered from the unintentional injury literature to the same set of
1,000 child injuries, and again found that about one-third of the injuries would
have been prevented by adherence to these rules. Sometimes the child was injured
because the family did not impose the rule. Sometimes the child was injured be
cause the family did accept the rule but the child had not adhered to it.

Consistent rule application has been suggested here as an important aspect of
injury prevention. However, Peterson and Saldana (1996) found that parents who
reported their child's risky behavior as unacceptable, even if there was no explicit
family rule against that behavior, had children with marginally fewer injuries (r =
-.25, P < .096). Although this finding described only a modest relationship and
did not reach conventional levels of statistical significance, it offers an intriguing
suggestion. Parents with high general safety expectations may instill more general
safety consciousness in their children, even in the absence of teaching specific iso
lated rules. Future research may profitably consider how to further investigate this
finding, as the results could have important implications for understanding the
significance of safety rules and other aspects of parenting behavior for preventing
childhood injuries.

EXCESSIVE CONSEQUENCES FOR RULE BREAKING

Throughout this chapter, we have advocated viewing parenting beliefs and
behaviors as a continuum rather than as a dichotomy. The past two sections have
focused on one end of the continuum and have argued that inadequate conse
quences both for specific safety rules and general safety behavior put the child at
risk for unintentional injury. Paradoxically, not only too few and too weak conse
quences but consequences that are too many and too harsh on the other end of the
continuum also put the child at risk. Abusive parents typically feel the need to ex
ert greater and more frequent control over their children than do nonabusive par
ents (Herrenkohl, Herrenkohl, & Egolf, 1983). This excessive need to dictate the
child's behavior is often coupled with coercive attempts to regain control, which
are met with increased resistance from the child, cueing even more aggressive dis
cipline from the parent (Reid et al., 1981). Such strong parental needs for control
have been linked directly to child abuse (Monroe & Schellenbach, 1989).

Ironically, one of the child misbehaviors that is most likely to cue parental
anger and harsh discipline is unsafe behavior, such as running away from a parent
toward a busy street (Peterson et al., 1993). Some experts have even suggested that
abusive discipline may be cued by desires to keep the child safe (Crittenden,
1995) , although this viewpoint is not shared by most individuals in the field of
child maltreatment research. In any case, if physical discipline is a precursor to
child abuse, then the need for tight control over the child's behavior and the use of
physical discipline as a method of obtaining this tight control may be predictive of
child injury. If a parent prematurely believes that a young child's behavior should
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be controlled by knowledge of family rules (both safety rules and rules dealing
with social and moral obligations), then the parent is also more likely to use neg
ative consequences to correct lapses in control, rather than to increase supervision
and teaching to alter the child's behavior. In addition, negative attributions of re
sponsibility to the child are likely to provoke more angry or depressed emotions
in the parent, which are themselves the source of more intemperate discipline, as
will be seen in the following section.

EMOTIONS

Anger

The emotion mentioned most often as an immediate precursor to child mal
treatment is anger (Berkeley Planning Associates, 1983). Abusive parents experi
ence more anger and frustration in response to child misbehavior than do other
parents (Bauer & Twentyman, 1985). In fact, instead of experiencing feelings of
empathy and concern in response to an infant's crying, abusive parents more often
experience anger (Milner, Halsey, & Fultz, 1995). Anger both amplifies the parent's
physical response to the child and limits the parent's tendency to monitor her or
his response. Thus, anger recognition and management techniques are frequently
mentioned as vital components of any treatment program for abusive and at-risk
parents (Wolfe, 1994).

Depression and Helplessness

Parental depression may result in the withdrawal of appropriate levels of su
pervision and rule application, culminating in child injury (Garbarino et al.,
1991). Depression can also be related to increases in harsh discipline techniques
(Lahey, Conger, Atkeson, & Treiber, 1984) and, subsequently, to child abuse. The
feelings of helplessness that accompany depression may trigger the need to obtain
control over some aspect of the parent's life and thus lead to an increase in at
tempts to alter the child's behavior. Negative parental affect results in less parental
patience and increased frustration with child misbehavior [Dix, 1991). Thus, it
may sometimes be necessary to deal effectively with the parents ' emotional diffi
culties in addition to their parenting limitations to prevent both unintentional in
jury and maltreatment.

"PARENTING" VERSUS "MOTHERING" OR "FATHERING"

Several times during this chapter, we have made reference to the responsibil
ities that must be accepted by anyone who attempts to raise a child. Within our
model (see Figure 1), we have artificially separated such instrumental activities as
providing food and shelter and maintaining physical safety (which we arbitrarily
label "parenting") from the socioemotional activities such as enjoying, loving , and
psychologically nurturing the child (which we label "mothering" or "fathering").
This separation seems necessary because some of the individuals we serve seem
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prepared to "parent" or assume physical responsibility for the child, but not to
"mother" or "father" the child in terms of establishing a strong emotional bond
with the child. Other individuals (particularly very young mothers or mothers
with psychiatric or substance abuse problems) seem emotionally bonded to their
child but not able or willing to incur responsibility for the child's physical care.
Clearly, a child needs both a parent and a mother/father for healthy development.
Our hierarchy suggests that acceptance of both of these roles is more likely if neg
ative emotions are controlled and beliefs about childrearing are consonant with ef
fective practice, if the individual is aware ofthe child's developmental proclivities
and abilities, and if effective parenting skills are present. Our society needs to fo
cus more on the discrete responsibilities for keeping children safe that are part of
effective parenting, and the use of a strong mother-child or father-child bond as
a motivator for such performance. Finally, acceptance of these roles is more likely
to be successful if the caregiver's own basic needs are met and an intact sense of
self-worth, self-esteem, and self-efficacy are present.

SELF·EFFICACY AND CAREGIVING

Very little has been written on the potential positive motivation that may re
sult from enhanced self-efficacy and the internal rewards derived from effective
parenting. However, continuous supervision, effective child guidance using dis
traction and redirection, and punishing the child by using time-out or reinforce
ment of other behaviors rather than physical force all require extra effort and
energy. It seems likely that parents who feel they are effective and who derive sat
isfaction and happiness from engaging in demanding parenting challenges are
more likely to persist in such behaviors than parents who perceive fewer positive
outcomes resulting from encounters with their children. For example, Peterson et
al. (1990) found that beliefs in one's own ability to influence child safety predicted
the number of interventions parents made to avoid child injury. Similarly, mal
treating parents typically have a poor sense of their efficacy as parents (Daro,
1988). Thus, another important area for focus in preventing child injury and mal
treatment may be consolidating each parent's sense of efficacy and increasing the
degree to which parents are able to derive enjoyment and rewards from successful
parenting.

AWARENESS, EXPECfATIONS, EMOTIONS, AND ROLES

Throughout this chapter, the links between parents' cognitions and their emo
tions have been stressed. For example, a lack of awareness of a preschooler's
limitations in memory and impulse control is likely to be related to parental ex
pectations that the preschooler can regulate his or her own negative emotions ac
cording to a set of parental rules. Parental anger and depression are the likely result
when the child fails to live up to such expectations. The coercive cycles these set
ting events create predicts the occurrence of future abuse (Reid et aI., 1981).

Similarly, failing to be aware of an infant's expanding motor abilities seems
related to parental expectations that the child does not yet need to be vigilantly
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supervised. Hopelessness or depression may also negatively influence a parent's
inclination and ability to engage in effortful supervision, and ineffective parenting
is likely to potentiate negative affect and block positive, motivating affect. The cy
cle of the parent's inability to predict the child's behavior, with subsequent poor
outcomes, creates a similar downward spiral of perceived parental inadequacy
and resulting hopelessness. Effective intervention should meet all of the levels
suggested earlier in the hierarchical model, and should treat the parent at each
level, not only teaching parenting skills, but also increasing developmental knowl
edge, altering inappropriate parenting beliefs, decreasing negative emotions, facil
itating acceptance of parenting plus mothering/fathering roles, and enhancing
view of the self.

IMPLICATIONS FORPREVENTION

The more the parent is aware of the child's developmental needs and abilities,
the easier effective parenting will be. However, teaching parents about all the nu
ances of cognitive, affective, and motor development would be challenging in
deed. Further, it is clear that maltreating parents do not hold different beliefs
about developmental milestones than other parents (Azar et al. , 1984). Thus, it
seems sensible to focus on those parental expectations for their children that are
likely to trigger neglectful supervision or abuse. As noted earlier, Peterson, Gable,
and colleagues (in press) provided an example of intervention for such expecta
tions by outlining a set of cognitions parents may have, and describing how the
child behavior (e.g., saying "no ") may evoke an angry cognition ("How dare he say
'no' to me. I need to teach him who is boss"). Then, a therapist can suggest a more
appropriate, developmentally based cognition ("This is a sign of autonomy. He is
taking more responsibility for his choices"). To facilitate substituting develop
mental awareness statements for angry child-based attributions, parents need to be
aware that the child has not chosen deliberately to have faulty memory, poor im
pulse control, or a short attention span-that all of these characteristics are nor
mative characteristics of a given developmental level.

Clear specification of the behaviors that constitute appropriate parenting need
to be a part of any maltreatment program. Rather than articulating community
norms, interventions need to link the child's developmental capabilities and
needs to the behaviors that are required from the parents to keep the child safe.
Parents should feel that they can effectively meet the child's needs. It may also
prove helpful to encourage parental self-reinforcement and rewards from signifi
cant others for engaging in high-effort parenting, in order to assist in maintenance
of such behavior.

Most interventions for child maltreatment have focused on anger management
skills . Such intervention seems very sensible, particularly if linked to common de
velopmental triggers and parenting skill challenges (e.g., appropriate use of such
parenting techniques as ignoring or time-out is likely to initially involve high lev
els of frustration for parents) . Anticipating this and teaching methods of coping
with the negative affect seems an important part of any parenting program.
Parental awareness of how their own emotional problems are likely to negatively
influence their parenting may assist in limiting the negative effects of emotional
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problems or maternal addiction. Direct treatment of parental substance abuse or
emotional problems may also be indicated (Smith, Dent, Coles, & Falek, 1992).

CONCLUSION

Much of this handbook outlines state-of-the-art treatment for maltreating fam
ilies. Interventions at the national, state, community, and individual family levels
are articulated. We concur with recommendations that suggest ecological changes,
both for the physical environment (e.g., safe places to play) and the psychosocial
environment (e.g., networking among low-income, isolated women). We support
parenting interventions (e.g., Wolfe, 1994) that teach parents disciplinary skills
and anger management, as well as those which emphasize strengthening the
parental bond to the child. We also urge teaching developmental awareness, al
tering problematic parental beliefs and expectations, and treating parental disor
ders such as depression and substance abuse.

This chapter emphasizes the relationship between childrearing and the two
literatures on injury that still exist as disconnected entities. We have documented
the difficulty in appropriately labeling most forms of injury, the common etiology,
patterns, and consequences of unintentional injury and of injury related to abuse
and neglect. Finally, we have shown how parents' developmental awareness leads
to specific expectations on the part of the parent, and have articulated how these
expectations may decrease appropriate supervision and increase harsh discipline.
We have presented information on parental negative affect and its role, as well as
the role of self-efficacy and the parenting plus the mother/fathering roles. Our ul
timate message is that theoretical and empirical gains will be made from placing
childhood injuries on the continuum of parent beliefs, behaviors, and intentions
rather than considering injuries as a dichotomy. We suggest that effective inter
ventions will enhance parents ' knowledge and understanding of child develop
ment, encourage parental use of more effective and positive methods of child
discipline, reduce parents' negative affect, and facilitate effective anger manage
ment. Such interventions will have the maximum likelihood of keeping children
safe from all forms of traumatic injury.
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Breaking the Cycle
A Culturally Sensitive Violence Prevention

Program for African-American Children
and Adolescents

BETTY R. YUNG and W. RODNEY HAMMOND

INTRODUCfION

Although our knowledge of violence prevalence is far from complete. there is vir
tually no question that male and female African Americans of all ages are consis
tently overrepresented as the victims and perpetrators of interpersonal violence.
This fact appears to hold true across the continuum of severity, from relatively
inconsequential fights among school children to the violent deaths reflected an
nually in national mortality data. Evidence further suggests that within African
American families and communities there is a greater reported incidence of
violent acts affecting all types of relationships (spouse/partner, parent/child. and
youth and their peers) than is found among all other groups.

The immediate human. social, and economic costs of violence present a com
pelling case for prevention. The case is made still stronger by consideration of the
potential for cyclical perpetuation of violence by those who experience or habitually
witness it . Within some African-American communities, the exposure to deadly
neighborhood violence is so routine that even very young children demonstrate
acute awareness of gunfire danger and the need for self-protection. In interviews
with young children living in a public high-rise in Chicago. Dubrow and Garbarino
(1989) reported that all of their child subjects had witnessed a shooting before the
age of 5. They also observed that during the interviews these children dropped to the
floor in fear at the slightest loud noise. African-American children and adolescents
living in such dangerous situations frequently respond to the risks within their
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environment by arming themselves in self-defense (Harris, 1993; Yung & Hammond,
1995). Ironically, the decision to carry a gun often places them at much higher risk
for becoming victims of violence or for killing or injuring others in a dispute.

Although the need for prevention efforts cannot be challenged, the pathway
to prevention is less clear. Not only is the etiology of violence poorly understood,
literature on interpersonal violence risk and prevention/intervention strategies
tends to be compartmentalized into separate bodies of work which study child
abuse, domestic violence, and youth assaultive violence as discrete phenomena
(Finklehor & Dzuiba-Leatherman, 1994; Hampton, 1987; Jenkins, 1995). This frag
mentation tends to obscure the common threads linking diverse manifestations of
family and community violence as well as presenting the interventionist with a
confusing array of logical time points and targets for prevention efforts.

Acknowledging that there is no single perfect prevention focus, this chapter
will present a culturally sensitive prevention model which intervenes at a critical
juncture with African-American adolescents as they are entering the period of great
est vulnerability for violence in their developing relationships with friends, neigh
borhood acquaintances, classmates, adult authority figures, and romantic partners.
The chapter emphasizes expressive violence occurring in the context of conflict aris
ing in interpersonal relationships because this manifestation of violence is the most
common source of threat for African-American families . We exclude discussion of
instrumental violence that occurs as a by-product of another crime such as robbery,
nor do we cover violence related to psychopathology or sexual assault. Following a
briefreview of what is known about the nature and extent of expressive violence in
African-American families and communities, we will describe the conceptual foun
dation and components of a youth violence prevention program we have been op
erating since 1989 . Special attention will be placed on ethnic/cultural adaptations to
program techniques and materials. The chapter will end with a discussion of evalu
ation methods, summary results, and limitations of the approach.

VIOLENCE PREVALENCE AMONG AFRICAN AMERICANS

Homicide Victimization and Perpetration

There are more reliable data on homicides than on all other degrees of violence
(Rosenberg & Mercy, 1991). For at least the past three decades, health statistics have
documented higher homicide rates for male and female African Americans of all ages
than for other ethnic minorities or Caucasians (Centers for Disease Control [CDC],
1990; U.S. Department of Justice [USDOJJ. 1994). For African Americans between the
ages of 15 and 34, homicide is the leading cause of death (CDC, 1990). In 1992 , mur
der rates of African-American men ages 15 to 24 were nearly 9 times higher than
those of their same-age Caucasian male peers. In recent years the sharp rise in homi
cides among 15- to 19-year-old African-American males has been particularly trou
bling-from a rate of 48.64 per 100 ,000 in 1980 to a 1992 rate of 128.82 (CDC, 1996).

Similar increases have been reported in the commission of homicides by
young African-American men as reflected in criminal justice statistics. Between
1985 and 1992, arrests for homicides among 14- to 17-year-old African-American
males rose 300% (Council on Crime in America, 1996). Of the 25,180 homicide
offenders arrested in 1992, 90% were male, 50% were ages 15 to 24 , and 55%
were African-American (USDOJ, 1994). Arrest rates for lethal violence carried out
by African-American women, although much lower than those of same race
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males, typically exceed those of Caucasian men and women (Goetting, 1988;
Kruttschnitt, 1993).

Child Physical Abuse

Studies of the extent of physical abuse of African-American children and ado
lescents have shown mixed results. National and regional estimates during the
1970s and 1980s suggested that families reported for physical child abuse and ne
glect were disproportionately drawn from poor, less educated, and African-Ameri
can families (Hampton & Newberger, 1985; also see reviews in Hampton, 1987, and
in Hampton & Yung , 1995) . Other studies, including the first National Study of the
Incidence and Severity of Child Abuse and Neglect ([NIS], 1981 cited in Hampton,
1987) and a more recent national self-report survey of children and adolescents
(Finklehor & Dzuiba-Leatherman, 1994) estimated physical child abuse rates for
African-American families that were slightly elevated above those of Caucasian
families , but not at levels of statistical significance. However, other recent research
has reported family victimization levels for African-American children that were
six times higher than national prevalence estimates (Richters & Martinez, 1993).
Also secondary analyses of NIS data found significant cultural differences in child
disciplinary practices among African-American and Caucasian families . African
American parents were more likely to use belts, cords, straps , and switches to pun
ish their children and to employ more severe levels of punishment (Hampton,
1987; Hampton & Yung , 1995; Lassiter, 1987). The extreme forms of these well
intentioned, but potentially dangerous, acts can result in serious injury or death,
and indeed young African-American children are disproportionately represented
in cases of fatal caretaker abuse, inflicted most often by parents attempting to con
trol behavior such as crying or disobedience (Crittenden & Craig, 1990) .

Spouse/Partner Abuse

Several studies suggest higher levels of spouse and romantic partner abuse
among African Americans. The Second National Family Violence Survey found that
African-American women were 1.23 times more likely than Caucasian women to ex
perience minor domestic violence and more than twice as likely to be the victims of
severe violence (Hampton & Yung, 1995). An Atlanta study estimated that fatal and
nonfatal victimization rates from family and intimate assaults were three times
higher for African Americans than for Caucasians (Saltzman et al., 1990) . Although
in nonfatal episodes of domestic violence, women are more frequently the victims,
studies of fatal violence patterns among spouses have found that African-American
males are at greater risk for spouse homicide than are African-American women or
Caucasians of either sex (Dawson & Langan, 1994 ; Mercy & Saltzman, 1989).

Community Violence and Youth as Victims, Perpetrators, or Witnesses

The upsurge in youth violence has generated a proliferating body of research
which attempts to gauge the extent of violence experienced, witnessed, or committed
by young people in the community. The amount of physical fighting in which young
sters engage and their patterns of weapon-carrying are now measured annually in
self-reports gathered through the Youth Risk Behavior Surveillance System (YRBSS)
developed by the Centers for Disease Control. The YRBSS, which includes questions
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related to violent behavior, is widely used in school systems throughout the country.
Other studies have examined the extent of violence exposure among young people
living in high-crime urban settings, and many such studies include analyses of the
correlations of this exposure to the perpetration of violence. Almost without excep
tion, these studies have found substantially higher levels of victimization, physical
fighting, routine gun carrying, self-reported and officially documented assaults on
others, and witnessing of violent acts among African-American youth than have been
found among Caucasian or other ethnic minority children and adolescents (for a more
complete review, see Yung & Hammond, 1997).

Carrying of guns by African-American male adolescents is an area of particular
concern. African-American boys and young men exceed their male and female peers
in the carrying of guns, off and on school property, at rates ranging from 12.6% to
20.9% (Kann et al., 1995; Valois, McKeown, Garrison, & Vincent, 1995; U.S. Depart
ment of Health and Human Services [USDHHS], 1995). Studies that have focused
primarily or exclusively on African-American youth living in inner-city neighbor
hoods have shown much higher rates, with two studies reporting that about 40% of
the African-American survey population had carried guns at some time in their lives
(DuRant, Prendergast, & Cadenhead, 1994; Webster, Gainer, & Champion, 1993) and
one finding that about 16% carried guns virtually every day (Webster et al., 1993).

The high levels of concern about violence among African-American boys and
young men tend to overshadow the severity of the problem among African-Amer
ican girls and young women. Although rates for all types of violence risks and ex
periences are consistently higher for male youth, African-American female
children and adolescents witness and experience within-family and community
violence at rates that exceed those of Caucasian or other ethnic minority females.
Several studies have also reported physical fighting among African-American
female adolescents at rates that were 1.5 to 2 times higher than those of other fe
males (DuRant et al., 1994; Kann et al., 1995; Valois et al., 1995) and were rela
tively close to those of males (DuRant et al., 1994).

Newer research is also beginning to examine the phenomena of child expo
sure to chronic violence in troubled communities. Most such studies have focused
on a predominantly African-American child or adolescent sample in large urban
communities such as Chicago (Bell & Jenkins, 1993 , Shakoor & Chalmers, 1991),
Baltimore (Lorion & Saltzman, 1993), Detroit (Schubiner, Scott, & Tzelepis, 1993),
New Orleans (Osofsky, Wewers, Hann, & Fick, 1993), and Washington, D.C.
(Richters & Martinez, 1993). The level of violence seen by children and adoles
cents in these studies is shockingly high, perhaps none more so than the results re
ported by Richters and Martinez (1993), who found that 47% of the first- and
second-graders interviewed had seen someone shot. One study compared the vio
lence exposure of inner-city African-American youth to groups of Caucasian sub
urban and rural youth, finding that 42 % of the minority metropolitan sample
reported having seen someone shot, in contrast to 4% of the comparison group
(Gladstein, Slater-Rusonis, & Heald, 1992).

Links between Family and Community Violence

The victims and perpetrators of most family and community violence show
striking similarities. The demographic profile of the aggressor, that is, the person
most likely to abuse an intimate partner, to carry a gun, to assault or kill an ac-
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quaintance, or to commit serious or fatal physical abuse against his children or
stepchildren, is a young African-American male of low socioeconomic status liv
ing in an inner city (DuRant, Getts, Cadenhead, & Woods, 1995; Mercy & Saltzman,
1989; Saltzman et al. , 1990; Stark & Flitcraft, 1991). An individual with this pro
file is also the most likely person to witness lethal violence in the community, to
be the victim of child physical abuse, and to die by by spousal homicide or other
violent means (Hammond & Yung, 1993; Hampton, 1987; Rosenberg & Mercy,
1991). All adult victims and perpetrators are more likely than nonvictims and
nonperpetrators to be unemployed, welfare-dependent, school dropouts, and res
idents of public or substandard housing (Crittenden & Craig, 1990; Hampton,
1987; Stark & Flitcraft, 1991). All child and adolescent victims and perpetrators of
violence are also more likely to have come from low-income families and to be
performing poorly in school, suggesting future risk for poor employment and other
related negative socioeconomic outcomes (Cotten et al., 1994; Kulig, Valentine, &
Steriti, 1994; Schubiner et al., 1993).

Many adult and adolescent perpetrators of violence have co-varying problem
behaviors, including alcohol abuse, use or sale of illegal drugs, and involvement
in other criminal activities. Both batterers and their victims are likely to be abusers
of alcohol (Stark & Flitcraft, 1991) and high blood alcohol levels have been found
in both homicide victims and their killers in a majority of domestic and non
domestic fatalities (Hammond & Yung, 1993). Use and sale of drugs has been found
to be a strong predictor of victimization of youth and their carrying of guns for ag
gressive purposes. Gun carriers are also prone to associate with deviant peers, es
pecially other gun carriers, to fight with peers and strangers more often, and to
have arrest records (Sheley, McGee, & Wright, 1992; Webster et al., 1993).

Much expressive violence is likely to show persistence over time, with a
strong probability of escalation unless an intervention occurs. A history of batter
ing is a frequent antecedent to violent death, resulting either in the killing of the
victim or a revenge slaying of the offender (Mercy & Saltzman, 1989; Stark & Flit
craft, 1991). A majority of child abuse fatalities were preceded by earlier com
plaints and investigations of maltreatment (Crittenden & Craig, 1990). Many
incidents of youth homicide began as arguments, increased in intensity over time,
and ultimately turned into a lethal confrontation (Jenkins, 1995).

Research on expressive violence among African Americans shows strong cor
relations among the various manifestations of violence. Previous victimization
and witnessing of violence are predictors of youth fighting, gun carrying, and the
killing of others as well as other negative outcomes (Bell & Jenkins, 1993; DuRant
et al. , 1994; Schubiner et al., 1993). Many child abusers were themselves abused
as children and/or came from families where there was violence between their
parents. Similarly, many batterers and their victims experienced and/or witnessed
violence in their homes as they grew up (Stark & Flitcraft, 1991).

None of these risk factors or personal characteristics represents a direct causal
relationship to violent behavior or victimization. The majority of African Americans
who live in disadvantaged circumstances do not engage in violent behavior (Ham
mond & Yung, 1993); nor do the majority of abused children or child witnesses to
domestic violence grow up to be violent or to be the victims of abuse although they
are more likely to have such involvement than those who were not victims or wit
nesses of within-family violence (Oliver, 1993; Spatz-Widom, 1989). Perhaps high
est on the continuum of risk for future violence perpetration, children who have
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both witnessed violence between their parents and have been victims of family vio
lence show more antisocial and aggressive behavior than do nonwitnesses, nonvic
tims , or those who have been witness only or victim only (Hughes, 1988).

The demographic similarities between violence victims and aggressors sug
geststhat some risks for family and community violence clearly fall into the cat
egory of environmental factors , chiefly the conditions frequently associated with
poverty (e.g., limited resources, residence in communities with high crime rates,
and adverse future prospects) . Attar, Guerra, and Tolan (1994) determined that
neighborhood disadvantage and community-level stress were significantly re
lated to the development of aggressive behavior in young African-American chil
dren. Elliott (1994a, b) has argued that the conditions of poverty contribute to the
perpetuation of violent behavior once initiated. In his longitudinal study of
chronic violent offending among males , he found few ethnic/racial differences in
early propensity for violence (Elliott, Huizinga, & Morse, 1986). However, African
Americans were more likely than Caucasian youth to continue violence into
young adulthood; in his view this is attributable to the difficulties they experi
ence in moving into conventional work and family roles. Racial/ethnic differ
ences in treatment by law enforcement and the criminal justice system further
contribute to the difficulties of breaking out of a pattern of violent and other crim
inal behavior. African-American adolescents and young adults are more likely
than all other groups to be arrested for violent crimes and to receive harsher sen
tences (Jones & Krisberg, 1994; Office of Juvenile Justice and Delinquency Pre 
vention [OJJDP]' 1993).

The mutual interactions between risk factors and the cumulative effects of
multiple risks are additional influences on the development and maintenance
of violent behavior, particularly as related to the formation of dysfunctional be
havioral scripts that can cyclically breed more violence. Physically abused chil
dren, child witnesses of domestic and community violence, and children
exposed to early harsh discipline are more likely to develop cognitive beliefs
and behavior patterns that support the perpetration of violence, for example, an
inability to conceptualize solutions to conflict other than violence and a pro
pensity to attribute hostile intent to others (Dodge, Bates, & Pettit, 1991; Weiss ,
Dodge, Bates , & Pettit, 1992) . Such beliefs are characteristic of youth with his
tories of aggressive behavior and carrying guns (Dodge, Price, Bachorowski , &
Newman, 1990; Slaby & Guerra, 1988 ; Webster et al. , 1993). An accumulation of
risk factors contributes to the greater probability of engaging in a variety of
aberrant behaviors , and various studies have found more overall exposure
to risk factors for African-American children and adolescents than for other
youth samples (Catalano et al. , 1993; Vega, Zimmerman, Warheit , Apospori, &
Gil ,1993).

The complexity of the dynamics and risk factors related to violence suggests
that many avenues to violence prevention should be pursued, including changes in
law and policy related to gun regulation and treatment of violent offenders in the
criminal justice system; better service programs and protection for the victims of
family and community violence; screening for victimization; improvements in the
policing of violent neighborhoods; community development programs; and the use
of environmental strategies to make schools and communities safer. Among the
types of interventions vitally needed are programs to help youth develop positive
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skills that will enable them to develop and maintain violence-free relationships.
This is the focus of the Positive Adolescent Choices Training (PACT) program.

DESCRIPTION OF THE PACf PROGRAM

Overview and History

In collaboration with the local public school system, PACTbegan as a demon
stration project to determine whether social skills training would be an effectivevio
lence prevention or reduction strategy for high-risk African-American adolescents.
After a brief pilot with older adolescents, the program selected as its target popula
tion adolescents in 7th or Bth grades (typically ranging in age from 12 to 16) who
were identified by teachers as having mild to moderate histories of aggression , to
have been victims or witnesses of violence , and/or to have social skills deficits. The
PACTprogram has been partnered with the same middle school since 1989 and is
now incorporated into the school's regular schedule as part of the health education
curriculum. It serves between 50 to 60 adolescents annually. Youth receive their vi
olence prevention training in small groups of 6 to 8 students who meet twice a week
for one class period and the training is completed during a school semester.

The content of the program has undergone some evolution since its beginning.
Initially, we relied on the use of the ASSET program (Hazel, Schumaker, Sherman,
& Sheldon-Wildgen, 1981), which trained youth on seven social skills introduced
to them by videotapes of peer models demonstrating the target skills. Although we
liked the video format , the skills training procedures, and some of the evaluation
procedures of this program, the videos themselves were problematic in that they
did not show African-American role models and were less relevant to African
American youth in terms of language , dress, scenario content, mannerisms, and
cultural "feel." We addressed this by developing our own youth videotape training
aids, a three-set video program called Dealing with Anger: Givin' It, Takin' It,
Warkin'It Out (Hammond & Yung, 1991). For this series, we selected three target
social skills , decreased and simplified the component steps in the skill , and used
near-age African-American role models to demonstrate the correct use of the skills
as well as modeling participation in the group training process. We also began to
blend in exercises and activities from other model curricula, including the Violence
Prevention Program of Prothrow-Stith (1987) and anger management components
adapted from Feindler and Ecton (1986)and Goldstein and Glick (1987). We further
added companion therapeutic games to reinforce student learning, to appeal to dif
ferent learning styles, and to add fun and variety to the curriculum.

Today the principal components of the PACTapproach are

1. Training on three social skills
• Giving negative feedback (Givin' It)
• Receiving negative feedback (Takin' It)
• Negotiation (Workin' It Out)

The prosocial skills training component helps participants learn to express
anger, frustration, or disappointment constructively, to listen and react appropri
ately to the criticism or anger of others, and to go through a problem-solving and
compromise process to work out persistent disagreements.
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2. Anger management training

Here participants learn to recognize anger triggers, to understand their anger
responses, to think through consequences of their behavioral responses to anger,
and to call upon techniques to control their anger.

3. Education/information about violence

In this component we stress dispelling myths about violence risk and raising
awareness of the dynamics of violence, including experiences which occur within
the participants' own environment. Emphasis is also placed on helping youngsters
gauge potentially harmful situations and plan strategies to reduce their risk.

Rationale and Conceptual Foundation for the PACT Approach

PACTtrains adolescents in safer, more appropriate, socially effective ways of
interacting with others. Essentially it offers instruction and practice directed to
helping participants add new behaviors, or to substitute for the behaviors that are
likely to lead to physical conflict, ones which generate less antagonism. The
model also works toward helping adolescents learn to recognize and control the
powerful emotional reactions which can interfere with the performance of these
positive behaviors.

The PACT approach is based on concepts and techniques drawn from social
learning and anger control theory and research. It is also compatible with social
interactionist constructs as applied to the situational precipitators and dynamics
of violence.

Originating in the work of Bandura (1969, 1977), social learning theory main
tains that social behaviors is learned by observing what other people do and what
consequences their actions bring. Such learning is further shaped by positive and
negative reinforcement that results from behaving in particular ways. Social be
havior related to violence may be learned and maintained through a variety of in
fluences which may include the following:

Modeling

Significant individuals in the child's life-parents , family members, other
adults in the neighborhood, and peers-may have modeled behaviors of aggression
or victimization that the child imitates in his or her own relationships. As noted
earlier, research suggests a strong correlation between experiencing or witnessing
violence and later demonstration of that behavior in the victim and/or witness
(Busch, Zagar, Hughes, Arbit, & Bussell, 1990; DuRant et al., 1995; Patterson, 1982;
Sheley et al., 1992; Spatz-Widom, 1989, 1990). The behavior modeling perspective
strongly emphasizes the role of family members in training the child to initiate and
retain coercive behaviors (Forehand, King, Peed, & Yoder, 1975; Patterson, 1982).
The impact of the negative family modeling may be exacerbated by a lack of train
ing for prosocial skills (Patterson, DeBaryshe, & Ramey, 1989). Many believe that
the exposure of children and youth to other live models of aggressive behavior in
the community and to violent role models in the media contributes substantially to
the maintenance of aggression (DuRant et al., 1995; Slaby & Roedell , 1982).
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Reinforcement Patterns

Parents and other adults may have failed to provide positive reinforcement for
the performance of appropriate social behaviors and/or may have inadvertently re
inforced negative behaviors by providing attention for aggressive behavior (Patter
son, 1982). When youngsters continue to follow the coercive "scripts" they have
learned at home or in the community in their interactions with other children, they
may continue to be reinforced for such behavior. High-status peers, particularly
those with similar aggressive tendencies. may reward coercive behavior such as be
ing "tough" or bullying to take another child's possession. Victims may reward the
behavior by showing fear or passively submitting to demands. Thus, an act of vio
lence is reinforced as a source of power, status, control, or obtaining some material
object that is desired (Epanchin, 1987; Patterson, Reid, & Dishion, 1992).

Cognitive Patterns and Responses

Particular patterns of faulty cognitive processes have been found to be more
common both to aggressive and victimized children than to their peers (Coie, Dodge,
Terry, & Wright, 1991; Dodge et al., 1990; Dodge et al., 1991; Slaby & Guerra, 1988).
For example, such children are less able to problem-solve, to self-regulate their be
havior, and to see things from another's perspective. They are also more likely to:

• Pay less attention to social cues
• Misread situations
• Make more negative evaluations of others
• Believe that others' intentions are hostile
• Believe that victims don't suffer
• Believe that victims deserve what they get
• Generate fewer alternatives to problem situations
• Report that they would respond with aggression to a problem situation
• Attribute hostile intentions to others, even in a neutral situation

Emotional Factors

Poorly controlled negative moods or states such as anxiety, anger, or depression
can impair the performance of positive social behavior and contribute to responses
of aggression. Anger in particular can be a strong trigger for aggression. If its inten
sity is not mediated by physical, cognitive, or behavioral control techniques, anger
may prevent reasonable decision making as to how to handle a provocation nonag
gressively (Feindler and Ecton, 1986; Novaco, 1976; Nelson, Hart, & Finch, 1993).
Aggressive responses to anger can also be reinforced and maintained by social and
psychological payoffs such as feelings of power and control a person may have
when he or she becomes violent (Rokach, 1987).

Precipitators and Situational Dynamics of Confrontation

Social interactionist theory proposes that aggressive behavior is goal-directed
and that an individual engages in acts of violence in order to control others' be
havior, to achieve retribution, or to preserve self-image. An individual who lacks
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skill in using persuasion or verbal strategies may resort to coercion to get some
thing he or she wants, for example, a behavior change in others. Similarly, a per
son may turn to violence in an attempt to "restore justice" in retribution for a
perceived wrong or injury or to save face when his or her image has been chal
lenged by a signal of disrespect (Felson & Tedeschi, 1993). This perspective may
be especially informative in helping to advance understanding of violence among
African-American youth, particularly male adolescents who are quick to fight over
what many adults would consider trivial matters-putdowns, name-calling, in
sults about appearance, bumps, staring "too long," or other minor affronts. The
ethnographer Anderson (1994) provides a particularly eloquent explanation of the
issue of respect among young African-American men:

There is a generalized sense that very little respect is to be had, and therefore
everyone competes to get what affirmation he can of the little that is available.
The cravingfor respect that results givespeople thin skins. Shows of deference by
others can be highly soothing, contributing to a sense of security, comfort, self
confidence, and self-respect. Transgressions by others which go unanswered di
minish these feelings and are believed to encourage further transgressions.. . .
Amongyoung people, whose sense ofself-esteem is particularlyvulnerable, there
is an especially heightened concern with being disrespected. Many inner-city
young men in particular crave respect to such a degree that they will risk their
lives to attain and maintain it. (p. 93)

Methods Used in the PACT Program '

The PACT model is built around social skills and anger management training
methods which assume that participants can learn new and more effective inter
personal skills and cognitive-behavioral scripts through systematic instruction in
troduced by models and reinforced through guided practice (Goldstein & Glick,
1987). Anger management interventions focus in particular on the development of
self-control skills and substitute behaviors such as evaluating anger responses, be
haviors , and consequences or using self-instructions or relaxation methods to
calm down in order to help participants "unlearn" aggressive responses to anger
that have been accepted through modeling and conditioning (Feindler & Ecton,
1986; Rokach, 1987). Training methods used in the PACT program also address the
situational dynamics and immediate precipitators of violent acts . Learning a new
skill involves not only performing the steps making up the skill, but understand
ing the rationale for using the skill and its individual component steps. These ra
tionales can be especially persuasive if cast as a means of empowering youth with
tools to help them get what they want from others. In addition, the group training
sessions teach participants how to better interpret the verbal and nonverbal cues
of others. Acquiring the ability to accurately observe and process social informa
tion reduces the tendency to presume hostile intent by others where it may not ex
ist . Finally, teaching youth face-saving ways to address the complaints and verbal
hostility of others and to back down through compromise decreases the possibil
ity that a physical confrontation will break out over a trivial insult or slight.

A brief explanation of specific training methods used in the PACT program
follows . A more detailed description of the model is available in the PACT Pro
gram Guide (Yung & Hammond, 1995).
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Social Skills Training

The PACTprogram follows well-established methods traditionally used in so
cial skills training programs; that is, it provides adolescent participants with ob
servation of models who exhibit the behavior skillfully; opportunity for practice
on the specific target skill through role-plays; feedback from others on the demon
stration of the skill; and positive reinforcement as a favorable consequence for a
skillful performance. Attention is given to following the principles of good mod
eling (Goldstein, Apter, & Harootunian, 1984; Kazdin, 1984). Our videotape vi
gnettes show both near-perfect models and coping models in which youngsters
show less than perfect performance. They also feature ethnically similar perform
ers and emphasize the component skill steps visually and verbally. Group facili
tators routinely conduct live modeling of the skills and the group participants
conduct several role-plays of each skill as well as observing and giving feedback to
each other during the role-play sequence. In addition, we videotape each session
and frequently replay the videos so that participants may observe themselves per
forming the target skill. These modeling opportunities provide abundant opportu
nities for "overlearning," which is believed to contribute to the potential for
retaining the skills and generalizing their use to nontraining situations (Goldstein
et al., 1984).

For each target skill , the same sequence is followed:

• An initial videotape display of the skill
• Live role modeling by the group facilitators
• Group discussion of the rationale for each skill step
• Role-plays by each group member with coaching by facilitators as needed
• Self-evaluation of the role-play by the actors
• Feedback by group members and the group facilitator on the role-play per

formance

After completing classroom role-plays, participants are assigned "homework"
in which they are encouraged to try the skill in a real-life situation and come back
to the next session with a report on what happened. We attempt to make real
world use of the skills go more smoothly by a series of preparatory, processing,
and reinforcing activities which emphasize anticipating and planning for possible
reactions by others, teaching reinforcing self-talk for trials that may not have been
entirely successful, and providing strong rewards for effort.

Anger Management

Several sessions are formally devoted to anger management, beginning with
an introduction to what anger is, how it feels, and how to recognize it. We teach
adolescents to be aware of such physiological signs of anger as muscle tension and
breathing changes. One exercise that we have found to be helpful in developing
this awareness is to have group members conduct a nonverbal role-play in which
they demonstrate a feeling of anger without using words. We next introduce par
ticipants to the ABC exercise developed by Feindler and Ecton (1986) and also
used in the Aggression Replacement Training program of Goldstein and Glick
(1987). Through this exercise adolescents learn to analyze specific incidents as to
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the anger trigger [i.e., what provoked the feeling of anger), the behavior that
followed the feeling of anger, and the consequences that resulted from the behav
ior. Special care is taken to help adolescents understand the distinction between
anger and aggression. They are also taught simple cool-down techniques to help
them calm down. Although we spend only a limited amount of time laying this
foundation (2 to 3 sessions), related content is integrated throughout the entire
program. For example, natural events occurring during training, for example, dis
putes between group members in which tempers flare, provide excellent opportu
nities to reinforce understanding of the anger/aggression distinction, the signals of
anger, the use of cool-down techniques, and analysis of the feelings and behaviors
which surrounded the incident.

Violence Risk Education

We believe there is value to dispelling common myths that adolescents may
hold about violence (e.g., beliefs that carrying a gun will make you safer). In a survey
of attitudes and knowledge about gun-related violence, Price, Desmond, and Smith
(1991) found that there were distinct gender and ethnic differences in the beliefs of
adolescents about the sources of violence risk. For example, African-American male
adolescents were more likely than others to believe that African-American men who
die violently are most often killed in a confrontation with police.

In the violence risk education provided in PACT, we teach our group members
to understand the difference between expressive and other types of violence and
the situational elements that may contribute to high risk (e.g., alcohol, guns , and
bystander influences.) We use a web chart exercise adapted from Prothrow-Stith
(1987) as one of the techniques for generating discussion about the common cir
cumstances and characteristics of violence. We also teach participants to evaluate
risk in particular situations through a checklist called "Scoping the Scene." This
checklist prompts adolescents to consider power differentials between themselves
and the person with whom they are in conflict , the impact of peer pressure during
a confrontation, the likelihood of the other person carrying a weapon, and other
factors which would help to determine the safest course of action. The exercise fa
miliarizes them with "red flag" situations in which it would be better to walk
away, seek adult help, or ignore a provocation.

Similar to anger management content, information about violence risk is in
tegrated throughout the program. It is especially important to deal openly with
violent events happening in the group setting, in the school, or in the broader
community which may be of concern to the participants. Adolescents need the op
portunity for cognitive processing of incidents such as a violent assault or murder
of a classmate or neighbor. Newspaper articles or video news clips from local me
dia can be used as discussion prompts. Using real events occurring in the group
members' own lives as teaching tools helps to keep the training relevant.

We do not believe that violence risk education by itself would be sufficient
as a prevention strategy. As substance abuse prevention programs have demon
strated, awareness of risk does not give youngsters either the tools or the motiva
tion to avoid health risk behavior. However, we believe that this awareness-raising
is valuable as part of a prevention package which includes skill-building and in
centives for behavior change.
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Therapeutic Games

We intersperse therapeutic and educational games at various points in the
program and consider them helpful as motivators and reinforcers. Some games we
use emphasize team-building and learning to cooperate in groups. Others rein
force special social skill training needs less directly addressed in the curriculum
(e.g., learning to notice and interpret nonverbal signals or to give positive feed
back). We also use games as a check of learning. For example, instead of a paper
and-pencil test of students' knowledge of the target social skills , we have them
play "PACT Jeopardy."As in the television show, in this game students have to an
swer questions about the skill or its components or identify from video clips what
skill was or should be used in a particular situation. They are awarded points and
prizes for correct responses.

Reinforcement Systems

We recommend a structured reinforcement system to motivate youngsters to
maintain good attendance and make progress in skill development. At minimum the
system should include liberal use of praise and ideally it should incorporate social
or material reinforcers such as field trips , parties, certificates of accomplishment, or
food treats. Because we are typically operating at a secondary level of prevention
with a student population already exhibiting some behavior problems, we use a
formal incentive system in the PACT program. Participants are awarded token dol
lars for accomplishments such as getting to class on time, following instructions,
volunteering for an activity, completing homework, and performing well in role
plays. They may exchange these dollars in the "PACTStore" for inexpensive items
such as candy or sports cards, or save for more valuable items such as radios, bas
ketballs, or watches. An end-of-the-year field trip is contingent upon good atten
dance and positive teachers reports.

Other Practices

We use other methods in the PACT program which we believe contribute to
success in student motivaton, progress, and retention and to smooth integration
into the environment at our host school. We pay particular attention to casting the
program in a positive light to student participants. In our outreach materials, we
focus on skill and leadership development and health and safety promotion rather
than on the prevention of negative behavior. At school the program is referred to
as the PACTClub. We allow students to develop the rules for expected behavior in
the group sessions, to select their own team names and colors and to choose in
centives for which they would like to work . We consider opening day an espe
cially important session, as it shapes the program image in the participants'
minds. If students do not gain an immediate positive perception, they are likely
not to return after the first session. On the first day of class we turn the video cam
era toward the door so that students can see themselves on the monitor as they
walk by or come into the room. We explain program purposes, logistics, and the
incentive system, but spend a good portion of the session playing getting-to-know
you games. We later sponsor whole-school assemblies at which our group mem-
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bers do live skill demonstrations in order to demystify for their classmates what
goes on in the PACT Club.

Our program is staffed by doctoral-level clinical psychology students who
serve as the group co-facilitators. As a program "imported" to the school from out
side, we have a critdical need to have excellent communication and cooperation
from the school administration, teachers, and other school personnel. We provide
an orientation for teachers to familiarize them with PACT program content, struc
ture, referral processes, and expected outcomes. It is particularly important that
teachers and other referral sources understand that a relatively brief social skills
and anger management training program will not produce magical behavioral
transformation in a youngster who is a chronic fighter or class disrupter. The more
realistic expectation may simply be that after participation in this program he or
she will fight less often and will be more open to discussing problems calmly. We
maintain ongoing communication with teachers about student progress through
progress notes and teachers' meetings. We also let the school know if there are go
ing to be visitors to observe the program, or other unusual activities. We send
thank-you notes and small gifts to demonstrate our appreciation for the school's
cooperation. We welcome school administrator or teacher visits to our class and
encourage them to participate in activities such as role -plays if they desire. Evi
dence of the success of these special efforts became apparent when the program
and budget committee of our partner school voted to contribute to the funding of
the PACT program. Although their support is modest, to us its major importance
was the affirmation of the program as a tradition of the school.

Cultural Sensitivity in the PACf Program

Neither the theoretical models on which our prevention approach is based nor
the intervention techniques in themselves are unique to work with African-Ameri
can youth. We share the viewpoint expressed by Coatsworth, Szapocznik, Kurtines,
and Santisban (1997), which recommends beginning with sound conceptual
models and empirically tested methods and rendering them more acceptable, rele
vant, and accessible to ethnic minority youth through the use of culturally com
patible content. Program content must take into account how ethnic-specific
influences may affect the development and maintenance of the problem behavior.
For example, an interventionist working with African-American youth in the area
of violence must understand the issue of resepect and disrespect as a frequently
present element influencing what happens in an angry confrontation.

We believe that success in work with African-American adolescent groups is
inevitably linked to the participants' perceptions that what is being taught is ap
plicable, and to their comfort with the daily activities and atmosphere of the pro
gram. Paying special attention to ethnic/cultural issues can produce more positive
perceptions and better fit between the program and the participants. In the fol
lowing sections we summarize how we have operationalized cultural sensitivity
in the PACT program.

Environmental Features

We attend closely to creating a positive program image and a pleasant physi
cal and social environment. We make special efforts to avoid a connotation of
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stigma associated with participating in the program. This reflects our understand
ing that African-American adolescents frequently feel they are singled out for pre
vention programs because of their potential or actual problem behavior. We stress
positive peer culture and group behavior management techniques to avoid making
participation aversive. Our walls are filled with positive slogans, artwork reflect
ing ethnic/cultural heritage, pictures of participants and other symbols of group
identity, and records of group and individual accomplishments.

Ethnically Similar Role Models

Positive African-American role models are very visible in our program. They
are shown in the video vignettes, on wall posters , and in the staffing of the pro
gram. Historically at least one of the group facilitators has been African-American
and in most years we have had two . We recognize that shared ethnic background
is not in itself a guarantee of cultural sensitivity but we believe that it promotes
good rapport and a positive modeling effect. For programs that are not able to pro
vide an ethnically similar group facilitator, we recommend that they make use of
African-American parents or volunteers in some capacity.

Language

In all aspects of the program, we stress the use of concrete, familiar expres
sions that young African-American adolescents will understand. It is important
for group facilitators to become familiar with the slang used by African-American
adolescents, and where appropriate, to use these expressions in processing role
plays or in explaining concepts to the participants. An exception is vulgar or pro
fane language. We understand that profanity is unfortunately a common feature of
the language heard and used by urban African-American adolescents but we do
not permit it in our groups.

Reality Base

The vignettes used in the videos which introduce the target skills were devel
oped with consumer input around common sources of adolescent conflict ("he
said/she said" rumors, disputes between family members, accusations of theft,
etc.). All other scenarios role-played by the participants are based on conflict sit
uations in their own lives. This aspect of the training method in itself gives a base
of reality and relevance to program content. In addition, we make use of contem
porary school or community issues as teaching tools for violence risk education.

Facilitator Preparation

There are several levels of preparation needed for maximum effectiveness as a
facilitator for adolescent groups that are exclusively or predominantly African
American. Foremost is the need for prospective staff to examine their beliefs and
assumptions about the participants-their goals , behavior patterns, characteristics,
abilities to learn-and to look for any negative stereotypes or prejudices that would
block effectiveness or convey low expectations. Staff of violence prevention pro
grams also have particular need for honest self-examination of their views on vio -
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lence among minority and/or disadvantaged youth, especially any erroneous be
liefs around its ethnic/cultural origins and its acceptance or inevitability within the
ethnic or cultural group. It is also critical for group facilitators to understand the
culture and subcultures of the adolescents in their group; that is, common stressors,
neighborhood attributes such as gang activity, whether interracial conflict is a ma
jor problem within the school or community, and other facets of the youngsters' im
mediate environment. Group leaders also need to become familiar with broader
cultural influences, such as images of African-American youth in music and pop
ular media. In addition, they need to be aware of and prepare for their role in the
spotlight as positive models for the youth in their groups. They must keep in mind
that they will convey messages with both their verbal and nonverbal behavior and
that their use of the skills must be evident in all interactions with the adolescents.

Evaluation of the PACf Program

We use diverse measures of process, outcome, and impact of the PACT ap
proach on the behavior of our young participants. In this section of the chapter, we
will describe the evaluation methods used and highlight some of the findings as
well as calling attention to the limitations of the evaluation design. Related data
on program outcomes are available in other studies (Guerra, Tolan , & Hammond,
1994; Hammond & Yung, 1991; U.S. General Accounting Office, 1995). Instru
ments used in the program evaluation are published in the PACT Program Guide
(Yung & Hammond, 1995).

Each year the referral list generates more students we can serve in the pro
gram. We do not carry out random assignment but instead select participants on
the basis of availability to participate, as a function of fit with their academic
schedules or involvement in other programs. Youngsters who are referred but who
are unable to participate become the comparison group. Participation in the pro
gram is voluntary, but annually we have only a very small percentage (less than
1%) of youth who refuse to participate. All the outcome methods listed in the sec
tion that follows are tracked both on participant and control groups.

Observer Ratings

We use blind ratings by neutral observers of videotapes of individual adoles
cents demonstrating use of each of the three target skills in a role-play scenario acted
out with an adult facilitator at pre- and postintervention levels. Ratings are done on
a behavioral checklist specifying the presence or absence of each component skill
step; skill step scores are averaged for a total performance score on a particular skill.
This measure assesses these questions: Did the participating youth acquire the tar
get skills? How did their skill change compare to that of the untrained youth?

Ratings by Teachers, Parents, or Other Significant Adults

We collect pre/post ratings by teachers, parents, or other significant adults on
a more global measure of prosocial and anger management skills, measuring the
three skills taught in addition to other, more "generic" prosocial skills. The
instrument we use involves a Likert-scale rating and is modeled closely after the
evaluation tools developed by Hazel, et a1. (1981). This measure captures in -
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formation as to whether the acquisition of the target skills has generalized to per
formance outside of training. It also enables us to determine whether the partici
pating youth have acquired and demonstrated additional social skills and how
adult perceptions of them compare to those toward untrained youth.

Self-Ratings

Using an adaptation of the global social skill instrument given to adults , we
collect pre/post youth self-ratings to determine whether the intervention makes
them feel more confident in their general levels of social skill performance and
their ability to perform the three target social skills. In addition, we compare their
perceptions with those of untrained youth.

School Behavioral Records

Each year we examine school disciplinary records, emphasizing actual be
havior of students rather than dispositions such as suspensions or expulsions. Al
though we initially looked at the latter, experience has taught us that there are
many variables affecting whether or not a student is suspended; for example, prior
history of misbehavior, parental cooperation, alternative resources available, and
other factors less directly indicative of the seriousness of the offense . Our process
involves recording reports, kept in the principal's office, which document behav
ior problems exhibited by students in class, on school grounds, or on the school
bus. Each incident notes the student's name, date of the incident, nature of the in
cident, and disposition. We categorize disciplinary incidents into three types:

1. Physical aggression-hitting, pushing, shoving, kicking, biting, spitting, or
using a weapon. We also include throwing objects such as books which hit
or could hit another person. Physical aggression has to be directed toward
a person (e.g., if an adolescent slams a fist into the wall but his or her act is
not threatening to someone else, we would code such an act as an "other
misbehavior").

2 . Verbal intimidation or aggression-threatening physical violence, profan
ity, or behavior described by teacher as "unruly" or "disruptive" or
"mouthing off" but without any description of physical aggression as de
fined above .

3. Other misbehavior-skipping school, cutting class, refusal to do work,
leaving school or class without permission, being in halls without hall
pass, smoking in the bathroom, or miscellaneous negative behavior.

We track school disciplinary records for the entire school year during the pe
riod of participation. This tracking helps us to assess whether the behavior of par
ticipating youth at school changed during or after receiving training and how it
compared to the behavior of untrained youth with similar characteristics.

Juvenile Court Records

We also examine charges recorded by the local juvenile court system, again
emphasizing the underlying behavior as opposed to the disposition, which can be
affected by previous court records , availability of good legal counsel, verbal or
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nonverbal behavior in the court hearing, and other variables. We categorize arrest
charges into three categories:

1. Violence-related offenses~.g., assault, homicide or attempted homicide,
weapons-related, domestic violence, rape, menacing.

2. Other criminal acts~.g., burglary, theft, drug offenses, vandalism, tres
passing, probation violations.

3. Status offenses-acts for which youth may be charged because of their status
as minors; includes truancy, running away from home, and incorrigibility

We track the entire pre/post juvenile court records of all participants and con
trol youth, and we are able to continue this teaching up to age 18. This gives us
valuable information as to whether the effects of training on violent or other crim
inal behavior are maintained over time and how the postintervention community
behavior of trained youth compares to that of untrained youth.

Summary Results

Early studies demonstrated that African-American youth who completed train
ing demonstrated improvement in the target skills as measured by pre- to post
observation of behavior by teachers and by youth trainers and that teachers
perceived greater gains in targeted skills for PACT-trained youth than for untrained
youth (Hammond & Yung, 1991). More recent analyses of school behavior records
has shown that youngsters who received violence prevention training demon
strated a significant reduction in physical aggression at school; that their behavior
improved during the course of training and was maintained beyond their partici
pation in the program; and that youngsters who were referred on similar criteria but
who did not receive training typically showed no reduction or increased levels of
such incidents over the same time (Yung & Hammond, 1993). As one specific ex
ample, second-semester participants in the PACf program in 1993 (n =20) had 15
pretraining incidents of physical aggression at school in comparison to 9 such in
cidents for comparison youth (n =19). During and after their participation in PACT,
incidents among the experimental group youth decreased to 7 whereas for compar
ison group youth, the number of aggressive incidents increased to 14 during the
same time. There were slight differences in pre/post levels of verbal aggression in
favor of trained youth, but these differences were not significant, nor were there
any significant differences in other types of misbehavior such as cutting class .

Results of juvenile court record checks indicate that, over the course of
time, untrained comparison youth have had higher general levels of involve
ment with juvenile court, more violence-related charges , and a higher per
person rate of offending than PACT-trained youth during the period of time that
corresponds to postintervention for trained youth. In addition, untrained youth
have also shown a trend of greater involvement in more serious types of crimi
nal activity which carry greater risk of death or injury either to themselves or to
others (e.g., breaking and entering, burglary, and criminal trespass). The propor
tion of untrained compared with trained youth engaging in violent and other
criminal offenses has been about 2 to 1. We have also examined year-to-year
changes in arrest records to determine maintenance effects of the PACT inter
vention. We have found that there is some worsening of behavior (i.e., increase
in charges) for both trained and untrained youth over time but that the arrests
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of untrained youth are still double that of PACT-trained youth, even two years
beyond the time of the intervention. For example, the numbers of violence
related charges for PACT youth increased from 3 in 1992 to 8 in 1993. However,
for the comparison youth, such charges increased from 12 in 1992 to 21 in 1993
(Yung & Hammond, 1993).

Limitations of the Evaluation Design

There are limitations to our evaluation design: no random assignment, long
term follow-up on only one measure (juvenile court records), no attention placebo
group, no structured way to capture data on victimization, selection of participants
and controls from a single site, and no testing ofthe efficacy of a particular compo
nent vs. a different component (e.g., effects of using an incentive system vs. no use
of material rewards). Ideally, a long-term follow-up would also include interviews
or surveys that would capture information on self-reported aggression as well. As
our former PACT participants enter adulthood, it would be very useful in the future
to examine impact on relationships with domestic partners and children.

CONCLUSIONS

Just as there are limitations to our evaluation design, there are limitations as
to what a time-limited prosocial skills training approach alone can do to dimin
ish all of the risk factors that may contribute to violence in interpersonal relation
ships. Although not a direct cause, the chronic stressors of poverty certainly make
it more likely that individuals will have fewer general resources to help them cope
with frustration and conflict. A lack of such supports may make them more prone
to lash out physically when angry. We note that many of our participants are ex
periencing academic as well as behavioral problems; this increases the probability
that they will join the ranks of school dropouts and the unemployed. It is also
clear that good short-term outcomes for some of our graduates are lost if they be
come enmeshed in drug use or sales. Our intervention approach addresses neither
of these very real risks. However, we have experienced successes in reducing vio
lent and other criminal behavior among high-risk youth and are encouraged that
these nonviolent behaviors have been maintained over time. Our experiences lend
merit to the idea that the cycle of violence can be broken.
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VIOLENCE IN THE LIVES OFCHILDREN ANDADOLESCENTS

The pervasiveness of domestic violence, coupled with the limitations of attempt
ing to treat offenders after the fact (Dutton, 1994; Wolfe & Wekerle , 1993), point to
the need for theory-based prevention strategies. Many children and youth-close
to one-third, according to a national survey (Boney-McCoy & Finkelhor, 1995)
are assaulted by a family member. In addition, many are subjected to marital vio
lence: according to the national survey on violence against women and children in
Canada,3 in 10 women currently or previously married have experienced at least
one incident of physical or sexual violence at the hands of a marital partner (Sta
tistics Canada, 1993).

The significance of such family dynamics is finally being recognized, but the
solutions are difficult. Children in these families will witness repeated episodes of
wife assault during their formative years (Sinclair, 1985). Disturb ingly, such expo
sure increases the likelihood that they will repeat similar relationship patterns as
they begin dating in adolescence (Wolfe, Wekerle, & Scott, 1997). Young women are
more accepting of threats and violence from boyfriends, and young men handle
their frustration by using the behavior that has been modeled by their fathers (Jaffe,
Wolfe, & Wilson, 1990). To no one's surprise, relationships, especially those formed
in childhood and adolescence with caregivers, peers , and intimate partners, are
both the training ground and the mode of expression of much personal violence.

Dating violence is becoming an issue of greater awareness and concern among
teenagers. Approximately one-fifth of high school women have experienced at
least one form of sexual or physical abuse in a dating relationship (Bergmann,
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1992; Sudermann & Jaffe, 1993). Consequently, a greater tolerance for and accep
tance of abusive, controlling interaction patterns with dating partners emerges
from some youth, especially in the context of steady dating relationships (Bethke
& Deloy, 1993).

Adolescence is a critical point in the development of intimate relationships;
therefore, educating youths about relationships and nonviolent problem resolu
tion methods holds promise as a viable prevention strategy. Prevention entails
both an "escape" from a negative life course (Rutter, 1987), as well as an enhance
ment of competency and knowledge that leads to desired life outcomes. The de
velopment of interpersonal adjustment problems among youths who were child
victims of maltreatment is readily explained by a number of prominent develop
mental theories, such as attachment theory (e.g., Crittenden & Ainsworth, 1989),
social information processing theory Ie.g., Strassberg & Dodge, 1995), and develop
mental psychopathology (Cicchetti, Toth, & Bush, 1988). Each of these explana
tions articulates the importance of relationships as an organizer of social
experiences, which is reflected in the conceptual model underlying the interven
tion components described here .

The Role of Prevention with Youth

Prevention programs have been developed for a variety of health problems
and social behavior problems, such as smoking, substance/alcohol abuse, teenage
pregnancy, eating disorders, family violence, and child abuse (Pransky, 1991). Be
cause treatment alone cannot solve these social problems, something else needs to
be done to prevent them from occurring. Most social behavior problems such as
smoking, alcohol abuse, and violence have strong learning components which
point to the necessity to provide skills and alternative attitudes and behaviors that
will prevent the behavior problems from appearing.

However, few prevention programs for adolescents deal with the issues of dat
ing violence (Dryfoos, 1990; Pransky, 1991; Lavoie, Vezina, Piche, & Boivin, 1995).
Most prevention efforts with youth are aimed at such health problems as eating
disorders, sexual behavior, and substance abuse, whereas violence prevention has
generally focused on gang violence or sexual abuse (Pransky, 1991). Therapeutic
interventions designed specifically for adolescents are also a relatively recent de
velopment. Individual, family, and group therapy programs have all been utilized
with different approaches and philosophies in order to curb the violent or victim
ized behaviors of adolescents. In general, group programs for adolescents from vi
olent families address three skill areas in which victims and perpetrators are both
deficient: interpersonal skills, problem-solving skills, and cognitive-coping skills
(Straus, 1994). Bringing youth together in a group program helps those from vio
lent backgrounds find peer connection, support, and empowerment.

The American Psychological Association (1993) has also identified important
characteristics of effective prevention programs :

• Begin as early as possible in the child's life.
• Address violence as one of many problems that the adolescent and family

have.
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• Include multiple components that reinforce each other across the child's
everyday social contexts such as family, school, peer groups, media, and
community.

• Take advantage of developmental "windows of opportunity"-points at
which programs are especially needed or likely to make a difference.

Core Themes Related to Prevention of Relationship Violence

We have identified several themes related to the expression and prevention of
violence in relationships, themes that set the stage for a health promotion effort
aimed at building healthy, nonviolent relationships among youth (adapted from
Wolfe et al., 1997):

1. The expression of violence is most commonly seen in the context of rela
tionships. We define violence as an issue of power over another, rather
than physical injury alone, and thus the relationship itself becomes an im
portant area of concern.

2. Current policies to address personal violence are outdated and superficial.
We believe that in order to make a significant dent in the incidence of vio
lent and abusive acts, alternative messages, models, and principles for de
veloping healthy, nonviolent relationships must occur systematically.
Current policies aimed at preventing violence continue to focus on the
most visible and personally frightening forms, especially street and school
violence among youth. The more pervasive and systemic forms of violence
in the home are ignored, and it is these forms that establish pathways to
the next generation.

3. Violence does not affect eve.zyone equally-it is ingrained in cultural
expressions of power and inequality, and affects women, children, and
minorities most significantly.Women's longstanding inequality has a power
ful impact on their life experiences , and especially their male-female re
lationships. To be effective, prevention efforts must reflect the reality of
women's lives in terms of inequality and relative imbalance of power, as
well as the nature of adolescent relationships in general.

4. Prevention of violence entails building on the positive (through empower
ment) in the context ofrelationships, not just focusing on individual weak
nesses or deviance. Empowerment plays a very important role in redressing
the inequalities and imbalances that contribute to the abuse of power
(Amaro, 1995). Through connection with others, youth share their common
experiences and concerns , which in turn generates personal power and im
portant resources for change.

5. Youth are important resources and are part of the solution. Adolescence
marks the stage where primary affective ties are being moved from the fam
ily to the peer network and romantic partnerships. This developmental
period thus affords an ideal opportunity to influence negative relationship
themes from the past as well as the present, such as male entitlement,
dominance, and aggression, and female passivity and deference.
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THE YOUTH RELATIONSHIPS PROGRAM

The themes and organizing principles just discussed helped to shape the
Youth Relationships Project (YRP) , a program developed for youth with their
prominent input and involvement. The YRP targets the prevention of violence in
dating relationships as a way of interrupting the cycle of child abuse and woman
abuse in future relationships. Accordingly, it was designed to provide awareness
and interpersonal skills development through education, problem solving, and so
cial action opportunities for adolescents who are at risk of becoming victims or
perpetrators of violence. The underlying goal is to provide them with the requisite
skills before problems emerge, rather than treating problems after they have be
come entrenched in their personal relationships.

The "window of opportunity" we have chosen for successful prevention and
intervention is midadolescence, ages 14-16 years. At this age, adolescents are be
ginning to look more and more toward their peers for confirmation, acceptance,
and support (Furman & Buhrmester, 1992). Dating relationships are also becoming
significant for both males and females . Because adolescents are beginning to con
sider dating relationships and peer groups highly significant, this is an excellent
opportunity to educate them about violence as well as help them develop com
munication, competency, and coping skills.

YRP Goals and Objectives

Based on the themes noted above, we identified four primary goals that formed
the foundations for an 18-week group program (Wolfeet al., 1996). These goals are
(1) to help youth develop an understanding of the foundations of abusive behavior,
including an examination of their own attitudes and beliefs about relationship vio
lence ; (2) to develop and enhance skills needed to build healthy relationships, and
to recognize and respond to abuse in their own relationships and in relationships of
their peers; (3) to understand the societal influences and pressures that can lead to
violence and to develop skills to respond to these influences; and (4) to increase
their social competencies through community involvement and social action.

To accomplish these goals, youth examine the role of media in enhancing and
glamorizing violence, and explore issues of power and control in familial, societal,
and relationship contexts. Community agencies and persons are introduced as
sources of help and assistance. Social action offers youth a vehicle for empower
ment and opportunities for them to make a difference through their social action
efforts. The program involves people from their own communities, including for
mer victims and perpetrators of violence, who provide perspectives and aware
ness regarding the impact of violence in the home and in the community.

The aspects of relationship dynamics which we have identified as suitable
targets for prevention of violence and promotion of healthy relationships are out
lined in Table 1. We assume that the risk factors identified will have a strong in
fluence on the formation of abusive relationships. By focusing on these risk factors
we intend to provide skills and attitudes to counteract these behaviors and pre
vent abuse from developing in interpersonal relationships. Rather than attempting
to address historical factors, such as their own histories of maltreatment, this strat-
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Table 1. Moving from Theory to Practice: The Youth Relationships Project's
(YRP) Intervention Model

345

YRP prevention goals

1. To prevent violence in close relationships (peer, dating) with respect to both "offender" and "vic
tim" behaviors.

2. To promote positive, egalitarian relationships.

YRP target population

Risk status : History of child maltreatment, including one or more of the following experiences :
a) witnessing domestic violence
b) physical abuse
c) sexual abuse
d) emotional abuse
e) physical or emotional neglect

YRP intervention concerns

Cognitive/attentive dimension
I. Victim/victimizer relationship models

II. Power-abusiverelationship views and values

Behavioral dimension
III. Conflict resolution and communication skills

Source : Wolfe. Wekerle , & Scott, 1996.

Current risk factors
-Current insecure attachment models
-High interpersonal sensitivitylhostility
-Gender role rigidity
-Sexist, pro-violent relationship expectations

-High power assertion in relationships
-High conflict avoidance
-Limited problem-solving ability
-Low positive verbal assertion in relationships
-High risk-taking/low safety and protection skills

egy focuses on building on current strengths and exposing youths to healthy role
models at a time when they are motivated to learn (Wolfe et al., 1997).

Participants

Our intervention model presumes that relationship violence begins with "ini
tiation" behaviors prior to age 15 (e.g., teasing, pushing, throwing things), and es
calates over the next few years of adolescence and young adulthood among those
at risk. Support for this model is found in studies of high school students indicat
ing that both males and females engagein low-level coercion and abuse during mid
adolescence (Mercer, 1987; Suderman & Jaffe, 1993; Wolfe, Wekerle, Reitzel-Jaffe,
& Lefebvre, in press-b). Young men and young women participate together in the
weekly groups; this affords greater opportunity to learn from one another about
healthy relationships and to role-play problem-solving skills.

"Risk" of violence in teen and future relationships is defined on the basis of
prior maltreatment in childhood, largely because both direct and indirect experi
ences of family violence increase the probability of violence in future relation
ships. Although many prevention studies with adolescents concentrate on 15- to
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19-year-olds (Dryfoos, 1990), prevention ofrelationship violence must take place
earlier. The 14- to 16-year age range encompasses a transition period for may ado
lescents who are beginning to date socially. Their interest and motivation to learn
about relationships is approaching its peak, and they are also likely to imitate
many different relationship patterns-both healthy and unhealthy-that they are
exposed to at home, school, and in the media.

The program is appropriate for youth from all types of backgrounds , even
though it is particularly aimed at those who experienced violence and abuse while
growing up . By this age many youths have been involved in some degree of rela
tionship conflict and abuse , either while going up or in dating situations, yet the
patterns are still quite malleable. For research purposes, additional selection cri
teria have been developed to provide uniformity among group participants, but
generally the program has been equally effective with and well-received by youth
who are receiving child protective services (due to severe histories of maltreat
ment), and by a random sample of high school students who report above-average
experiences of child maltreatment or domestic violence while growing up.

Description of Program Activities

The YRP operates as an 18-week program. Adolescents meet in small groups
for two hours per week with a male and a female facilitator. This is a multifaceted
program incorporating a number of learning and educational aids such as videos,
print material, discussions, exercises , guest speakers, and action projects. The pro
gram is divided into four sections as identified in Table 2. Each section provides

Table 2. The Youth Relationships Project: Program Sections and Weekly Session°

Section A: Violence in Close Relationships: It's All about Power
Session 1 Introduction to Group
Session 2 Power in Relationships : Explosions and Assertions
Session 3 Defining Relationship Violence: Power Abuses

Section B: Breaking the CycleofViolence:What WeCan Choose to Doand What We Can Choose Not to Do
Session 4 Defining Powerful Relationships: Equality. Empathy. and Emotional Expressiveness
Session 5 Defining Power Relationships: Assertiveness instead of Aggressiveness
Session 6 Date Rape: Being Clear. Being Safe

Section C: The Contexts of Relationship Violence
Session 7 Date Rape and Learning How to Handle Dating Pressure
Session 8 Gender Socialization and Societal Pressure
Session 9 Choosing Partners and Sex-role Stereotypes
Session 10 Sexism
Session 11 Media and Sexism

Section 0: Making a Difference: Working towards Breaking the Cycle of Violence
Session 12 Confronting Sexism and Violence Against Women
Session 13 Getting to Know Community Helpers for Relationship Violence
Session 14 Getting Out and About in the Community: Social Service Agencies
Session 15 Getting Out and About in the Community: Social Service Agencies
Session 16 Getting Out and About in the Community: Social Action to End Relationship Violence
Session 17 Getting Out and About in the Community: Social Action to End Relationship Violence
Session 18 Celebration!

•Fromthe tableofcontentsofthe Youth Relationships Project Manual (Wolfe et al.. 1996) .



PREVENTION DURING ADOLESCENCE 347

opportunities to gain information regarding issues of violence in relationships, as
well as opportunities to develop skills for healthy interpersonal relationships.
There are five stages to be incorporated into each lesson when teaching new skills :
teach, show, practice, reinforce, and apply (McWhirter, McWhirter, McWhirter, &
McWhirter, 1993). These stages are incorporated throughout the program when de
veloping healthy relationship and problem-solving skills. All skills are role-mod
eled by the co-facilitators, opportunities are given for rehearsal, and ways to
practice outside the group are suggested. Prevention of relationship violence, there
fore, is achieved through education and information, skill development, and a op
portunity for social action-the chance to make a difference and educate others.

Section A: Violence in Close Relationships: It's All about Power

The first three sessions of the program provide a opportunity for the youth
and the facilitators to get to know each other and to develop a relationship on
which to build in the following weeks. To establish guidelines regarding what is
acceptable and what is not acceptable behavior during the group program, youths
are asked to develop group agreement with some guidance from the facilitators.
This agreement usually involves guidelines regarding attendance, punctuality,
smoking, alcohol/drug use, use of foul language, and so on. The group agreement
is hung in a prominent location for all to view each session. By the end of the third
session, participants are asked to initial the agreement, indicating their willing
ness to abide by the guidelines established . This exercise provides the youths with
a opportunity to attain ownership for their behavior within the group setting. It
empowers the youth to speak up when inappropriate behavior occurs among
members of the group. This agreement also reduces (but does not eliminate) the re
sponsibility of the co-facilitators to police inappropriate behavior. Each session
begins with a check-in, which provides participants with a opportunity to share
with the others what has been happening in their lives in the past week. A recap
of the previous session follows the check-in, providing everyone with a few mo
ments to review what was discussed and learned and to ask any questions that
may have arisen since the last session.

Power dynamics in interpersonal male-female relationships are examined
throughout these early sessions. To discuss what makes a person powerful, teens
identify their own situations or privileges, such as access to resources, jobs, edu
cation, family income , race/ethnicity, gender, and so forth. The "Myths and Facts
of Woman Abuse" are explored through the use of a questionnaire allowing youths
to test their knowledge regarding violence and abuse. The Power and Control
Wheel , developed by the Domestic Abuse Intervention Project of Minneapolis-St.
Paul, is used to distinguish how power is abused in male-female interpersonal re
lationships. Tactics include using coercion and threats, intimidation, emotional
abuse, isolation, minimizing, economic abuse, and using male privilege.

Assertiveness skills such as positive communication, active listening, empa
thy, and emotional expressiveness are developed in these sessions, as well as an
exploration of feelings. Youths are encouraged to identify feelings of happiness
and anger, as well as more subtle feelings which are not always easily expressed.
Participants are challenged to discuss the premise of the program, which focuses
on men's violence toward women. Male and female adolescents have difficulty
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acknowledging that even though both males and females can be abusive, their ex
pressions of anger and violence cannot be considered equal because of the imbal
ance of power and the ability of men to evoke fear (Jacobson et al., 1994).

Section B: Breaking the Cycle of Violence:
What We Can Choose to Do and What We Can Choose Not to Do

The next three sessions continue to build on the first three by exploring
power dynamics in relationships as well as aspects of healthy and unhealthy re
lationships, and comparing these elements. Woman abuse is further explained
through the use of a video ("Break the Cycle ") and guest speakers , who provide
their own personal accounts of the effects of woman abuse in their lives (a strict
protocol for selecting and obtaining these speakers is provided in the YRP man
ual). The male speaker must be a person who has been through counseling, has
been nonviolent for a period of two years, and can openly accept that he has been
abusive to his partner. He must be able to own his power and admit to how he ex
ploited it in the context of his relationship with his partner. Our experience with
this aspect ofthe program and the response from group participants indicates that
this is an interesting and informative part of the program.

Further healthy relationship skills are explored during these sessions, which
include exercises that develop attending skills, empathy skills , and listening
skills. The DESC protocol developed by Bower and Bower (1976) is used to prac
tice the four-step breakdown of an assertive statement: Describe, Express , Specify,
Consequences. This is a assertiveness script which includes statements such as
When you ... (describes the problem), I feel . . . (expresses how this behavior af
fects me). I want you to .. . (specify the behavior I want the other person to do),
then I would, and you would.. .. (the consequences , what I would be prepared to
do in return). Opportunity is provided to practice these steps based on recent con
flicts as well as using them as a means of providing compliments.

Section C: The Contexts ofRelationship Violence

This section is composed of five sessions which expand the issue of intimate
violence to a broader setting, including societal, cultural, and media contexts.
Videos are used to explain and portray issues of date rape, marital violence, power
in relationships, and the portrayal of sexism in the media. These sessions inform
youths about how society encourages, accepts, and condones violence and sex
role stereotypes. Information regarding sexual assault is presented, including a
video entitled "Date Rape," which depicts not only the situation, but, more im
portant, how it is reported and handled by the court. Discussion then ensues re
garding the impact of the situation on the victim, offender, family members, and
friends, and youth problem-solve ways to prevent such situations in their own
schools and communities.

While exploring gender socialization and societal pressure, youths are en
couraged to role-play scenarios using the listening skills they have developed to
date. The "Power to Choose" video depicts four scenes involving different power
relationships, followed by ways of rehearsing healthy communication skills. An
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opportunity to practice giving compliments is provided in this section, because it
is also important for teens to learn that healthy communication skills do not fo
cus only on listening and being assertive. The "Warm Fuzzies" exercise provides
all the group participants with an opportunity to express anonymously things that
they like, respect, or admire about each person in the group, by having each group
member write a compliment or a positive statement anonymously to the others.
Each group participant is then able to read the positive comments and compli
ments they have received.

Another helpful exercise in this section is "How We Choose Partners." Par
ticipants , divided into groups by gender, are asked to develop lists of character
istics they would look for when choosing a best friend, a dating partner, and a
husband or wife . Once the lists have been completed the groups come together to
compare lists and discuss how they differ or are the same. They are also asked to
examine critically the differences in characteristics they list when choosing a
best friend versus a dating partner and determine why, and if, such differences
may exist.

To examine sexism, participants engage in an exercise entitled "Act Like a
Man or Act Like a Lady." Developed by Creighton and Kivel (1990) , the purpose
of this exercise is to increase awareness of gender stereotypes. Women are stereo
typed as pretty, quiet, demure, caregivers, while men are characterized as strong ,
providers, and protectors. The participants read through a scenario between a fa
ther and son , and then between a mother and daughter. In both instances the par
ent admonishes the child for his or her behavior and tells him or her to act like a
man/lady. This provides the participants with an opportunity to explore exactly
what is meant by these phrases: What is expected when somebody tells you to act
like a man? Are there acceptable ways of speaking, behaving, expressing emo
tions that are meant by this phrase? Does this confine ourselves as individuals to
expressing ourselves in specific ways? This exercise allows the teens to examine
which characteristics and attributes of males and females are valued and which
are not.

Session 11 provides a dynamic opportunity for youths to test what they have
learned in the group to date and their ability to make a point in an argument in a
responsible pro-social manner. They create a mock TV talk show incorporating the
character of a talk show host, similar to many of the talk show hosts who may be
found on television today. The host is looking for the controversial aspects of
woman abuse and family violence, and tries to direct the topic toward victim
blaming. The guest for the talk show, "Dr. Brutal," is an opinionated "expert" who
relies on myths and misconceptions regarding woman abuse to answer the host's
questions. The teens , serving as audience participants or panel experts, are given
the opportunity to challenge Dr. Brutal about what is being said. They become the
pro-social panel of experts who give the appropriate responses to the stereotypes
that are being communicated by Dr. Brutal. When possible this exercise is video
taped, partly to simulate a live talk show, and partly to allow participants to re
view their performance and answers .

To examine the influence of media in defining sex role stereotypes, teens view
and discuss the video "Dreamworlds." This video explores the many sexist im
ages, particularly of women, that are built into rock videos. The ways in which
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women are objectified and portrayed in rock videos are examined thoroughly,
followed by ample discussion of sexism in the media. Magazines are also exam
ined for their sexist portrayal of men and women. Youths decode magazines to
find sexist images of men and women in photographs, advertisements, headlines,
captions, and they cut them out for display on poster board. Participants share
with the rest of the group what it is about these items that are sexist, and how they
enforce or encourage stereotypes. These sessions help to put the issues of violence
and sexism in a cultural context, and help the youth to recognize the many overt
and covert societal forces that encourage people to condone violence and sexism.

Section D: Making a Difference:
Working toward Breaking the Cycle of Violence

The final section gets youths out and about in the community and provides
them with skills and opportunities to confront sexist attitudes, stereotypes, and
myths about violence. Ways of dealing with these issues are discussed and prac
ticed, and they explore firsthand how difficult it is to confront discrimination and
abuse among members of their own peer groups as well as society in general.
Specifically, youths are given opportunities to access and learn about social agen
cies in their community that provide assistance if relationship problems, includ
ing violence and abuse , become issues in their lives. Scenarios are provided, some
from personal experiences and some from videos , where the actors are in trou
ble-pregnancy, date rape, and similar situations. For each scenario, group par
ticipants have to determine what the problems are and the best ways to solve
them. Initial steps are taken, such as consulting a telephone book to find out what
kinds of services are available in the community. Then, follow-up is made with
these agencies by way of an appointment. Youths go to the agency to learn about
the services offered and perhaps take a tour in pairs or small groups. Afterwards,
they share with other members what they learned at the agency.

These exercises require the knowledge and support of the social agencies in
the community. Facilitators contact the social agencies in advance to introduce the
program, and to prepare staff for the phone calls they will receive from the youth.
Youths are empowered by these visits because they realize there are places to go
ifviolence is a problem, and they learn how to make choices and use skills to help
themselves and others if necessary.

In the last few sessions, youths plan a social action event of their choice to
raise awareness and/or money for an antiviolence cause or services. This event
can be a fund-raiser, such as a carwash, bake sale, raffle, or march/walk-a-thon,
or an awareness activity, such as a poster display, a letter to the local newspa
per regarding issues of violence, or a community service event (such as organiz
ing a game day for children in the local shelter). We encourage youths to "go
public" about their attitudes and beliefs toward violence, and to take responsi
bility for and make commitments to positive change regarding violence in their
lives and in their communities. Through these activities a sense of group cohe
sion and individual growth is attained. Finally, the program ends with a group
celebration of the work they have accomplished, and opportunities to continue
meeting informally are explored. Graduates of the program are often invited to
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return as assistant facilitators for the next program, or to act as spokespersons for
the program.

Co-Facilitators

The co-facilitators for the YRP are usually social workers from the community
who are familiar with issues of violence and adolescent behavior. Facilitators re
ceive a two-day training program conducted by YRP staff. This includes education
about the goals and philosophy of the program, an exploration of the roots of vio
lence in our society, the choices we make when faced with conflict, the contexts
of relationship violence, and personal and social options we have available in or
der to help break a cycle of violence. Practical issues regarding how to implement
the exercises in the manual and how to deal with problem behavior, personal dis
closures of violence, and safety issues are also explained. Because it is important
for youths to be exposed to adults who share respectful, egalitarian relationships,
facilitators also serve as powerful role-models of appropriate male-female inter
actions, communication, and so on. They must be aware of the ways in which
their verbal and nonverbal behaviors can be interpreted by youths and be honest
about the power and privilege they hold in society and in the group context.

Referral Activities

To evaluate the effectiveness of the YRP program with at-risk adolescents we
have developed a referral system which enables us to identify those adolescents
who are at risk and would therefore be suitable for the program. Currently, refer
rals are obtained from Child Protective Service agencies and from high schools.
Social workers at the agencies review their caseloads and complete a brief ques
tionnaire for any person who falls in the age category of 14-16 years. The ques
tionnaire determines whether the adolescent has had a history of witnessing or
experiencing violence during their childhood prior to age 12. If the adolescent is
determined to be at risk based on their history of maltreatment, and meets the
other eligibility criteria mentioned earlier. he or she is contacted and asked to par
ticipate in the program.

At high schools we use a general screening procedure. Several questionnaires
are administered concerning family experiences and background. current adjust
ment, and dating experiences. These questionnairs are administered to all youth in
the school, which avoids a "referral" process and the labeling or identification of
students. In both cases adolescents who meet the broad eligibility criteria noted pre
viously are asked to participate voluntarily in a group program regarding developing
healthy relationships. The emphasis is placed on health promotion rather than vio
lence prevention, which again avoids stigmatization and accurately reflects the ap
proach of the program. At high schools as well as community agencies the response
rate of youth has been high (more than 75% express interest, once contacted), and
the subsequent dropout rate is approximately 20% on average.Table 3 presents the
number of youths to date who have participated in the research evaluation of YRP
groups, the average attendance rates among group members, and dropout rate once
group has begun (based on failure to attend 5 or mare of the 18 sessions).
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Table 3. Attendance and Dropout Rates of Seven Recent YRP Groupso

Total N:

Number of youths
per group

11
9

10
11
12

8
14

75

Attendance
(%)

95
83
84
80
80
85
75

x=83%

Dropout
(%)

o
11
30
36
16
25
28

x=20%

"Participants selected from five child protective service agencies in different communities.

Evaluation Progress

We are currently in the preliminary stages of evaluation of the long-term ef
fects of the program on high-risk individuals. One of our first efforts in this regard
was to develop a useful self-report measure of relationship conflict and abuse. The
Conflict in Relationships (CIR) questionnaire was developed for this purpose, be
cause existing instruments were not designed to assess the wide-ranging nature
of conflict experienced by adolescents. This self-report measure is identical for
males and females except for pronoun changes and the elimination of two items
concerning sexual coercion that would not apply to females.

Items on the CIRare repeated in two sections: Part A reflects behaviors the re
spondent has shown toward a dating partner (l.e., offending behaviors, such as "did
something to make her feel jealous"), whereas Part B reflects behaviors a dating part
ner has shown toward the respondent (i.e., victimization experiences) . The measure
was constructed to reflect aspects of physical and sexual coercion, psychological
abuse, and positive communication strategies. Factor analyses produced three sim
ilar factors for Part A (offender experiences) and Part B (victim experiences) for both
genders, labeled Coercion, Emotional Abuse, and Positive Communication. A valid
ity study of the eIR was also conducted to determine its ability to discriminate
relationship problems between adolescents with and without backgrounds of mal
treatment. The two principal violence scales of the CIR (coercion and emotional
abuse) discriminated between youths with backgrounds of maltreatment and those
with no history of maltreatment, for both males' and females' reports of offender and
victim experiences. Notably, high-risk males (compared to low-risk males) reported
significantly more coercion and emotional abuse toward a dating partner, and also
perceived their partner as exhibiting more coercion and emotional abuse toward
them. In contrast, high-risk females reported more coercion (but not emotional
abuse) toward their partners, and saw their partner as more coercive and emotion
ally abusive toward them, compared to low-risk females (Wolfe et al., in press-b).

Our initial evaluation involved a sample of 58 youth who were receiving ser
vices from a child protective service agency because of histories of abuse and ne
glect. First, Hierarchical Linear Modeling (HLM; Bryk & Raudenbush, 1987)
growth analysis was used to explore the degree of interest, motivation, and un-
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derstanding shown by youth at risk of relationship violence across the weeks of
their involvement in our program. Based on weekly co-facilitator ratings, we
found considerable growth occurring across the 18 weeks of the program, espe
cially in terms of youth interest and support given and received (Wolfe et al.,
1997). These within-group findings showed that the intervention is of interest to
youth and results in observable changes in their knowledge of and involvement
with the topic.

In the next aspect of the evaluation, we looked at the different emerging rates
of growth between subjects randomly assigned to intervention or control conditions,
using the CIRacross 4 waves of data from pre- to 6-month follow-up (Wolfe & Wek
erle, 1996). Controls continued to receive the normal services of the child agency,
and by and large did not participate in any documented form ofintervention. Level
two HLM analyses were conducted; these involved a comparison of growth curves
for participants in each condition. The pilot outcomes are presented in terms of
HLM analyses (Table4), followed by a more traditional analysis of covariance (Table
5), for comparison of these two methods. Gender differences could not be taken into
account with this small sample, but will be examined in future studies.

Table 4 indicates a trend (p <.20) for the mean growth rate for the intervention
group to exceed that of controls, on the use of coercive tactics with a dating part
ner. The significant X2 for variance in growth rate (Table 4) also suggests signifi
cant variation in the participants' changes in coercive behavior; as expected, some
changed at a faster rate than others. Finally, 12.5% of the variance in rate of
change on the CIR measure of coercion was accounted for by intervention status.
With a greater number of waves and more subjects, these analyses will have more
power to detect growth across conditions. Because the richness of HLM analysis
is beyond the scope of this chapter, interested readers are encouraged to review

Table 4. HLM Linear Model of Change (Decline) on the CIR for Coercion

Final estimation of fixed effects

Fixed effect

Mean initial status. /30
Intercept. GOO
Exp. condition , GOl

Mean growth rate. (slope, /31)
Intercept. Gl0
Exp. condition , Gll

Coefficient SE

0.78 0.26
-0.15 0.11

0.00 0.10
0.06 0.04

tRatio pValue

3.00 <.01
-1.31 <.20

0.03 <.40
1.32 <.20

Final estimation of variance components

Initial status, VO 0.05
Growth rate. V, 0.01
Level-l error R 0.05

Varianceexplained by experimental condition:

Random effect
Variance

component df X2 pValue

47 61.38 <.10
47 64.64 <.05

Initial status Growth
47.5% 12.5%
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Table 5. Analysis of Covariance (with Pre-Test Scores) Comparing Treatment (N =30)
and Control (N =28) Subjects on the CIR (N =58) at Six-Month Follow-up

Treatment Control

M SD M SD F(l,57) p<

Conflict in Relationships subscales
Coercion .91 .45 1.17 .22 4.62 .05
Emotional Abuse 1.24 .50 1.39 .26 1.15 .30
Positive Communication 1.98 .66 2.20 .53 1.04 .32

Note: Subscale scores are averaged across all items. which can rage from 0 (did not occur) to 3 (occurred very of
ten). The Positive Communication scale is inversed scored to be consistent with the other two; i.e.• a higher score
equals worse adjustment.

recent discussions (e.g., Bryk & Raudenbush, 1987; Osgood & Smith, 1995; Rau
denbush, 1993; Willett, Ayoub, & Robinson , 1991).

The traditional way to look at these data above is to compare groups at follow
up, using analysis of covariance (covarying on the pre-test score), as shown in Table
5. Again, we see a significant difference on the coercion scale favoring the treatment
condition, indicating less use of this strategy at 6-month follow-up. Again, with ad
equate sample size and power, additional effects would likely be demonstrated.

For the full evaluation of the YRP, additional measures regarding peer rela
tions, trauma experiences, dating background, and conflict experiences during
dating relationships are also completed by participants at the beginning of the
group program, at midpoint, at the end of the program, and every 6 months there
after for a period of two years. Brief telephone interviews are held with the sub
jects on a bimonthly basis to maintain contact, and to determine whether the
subjects are dating and how the relationship is progressing. When subjects are en
gaged in a dating relationship, a video interaction is obtained of the couple at
tempting to solve a problem that exists in their relationship. Dating partners
complete questionnaires about each other regarding social competence and con
flicts they experience in their relationships. Results of this longer-term evaluation,
involving approximately 400 youths across both conditions, will be available in
1999. We look forward to continuing to work with the youth involved in the pro
gram, to find new ways to stop the cycle of violence before the behaviors and atti
tudes become well established in adulthood.
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Parenting Issues and
Interventions with

Adolescent Mothers
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INTRODUCTION

The Intersection ofAdolescent Motherhood and Child Maltreatment

Adolescent parenthood and child maltreatment rank as two of this country's lead
ing contemporary social problems. Both problems seem, thus far, to be impervious
to effective control, despite formidable efforts at prevention and intervention over
the past quarter-century (Children's Defense Fund, 1996; National Research Coun
cil , 1993; Weatherley, 1991). In addition to their shared status as social morbidi
ties, the two conditions converge in some families. Because few adolescents are
ready to independently assume the responsibilities of childrearing, teen mothers,
particularly those with limited social and economic resources, are vulnerable to
conditions that can escalate into child maltreatment. Thus, a chapter focusing on
disadvantaged adolescent mothers is appropriate in a volume on child abuse .

Teenage mothers are presumed to be more likely than older mothers to maltreat
their children, in part because they experience the stress of being at once adolescents
and parents (McAnarney, 1988; Werkerle & Wolfe,1993). Many of the characteristics
associated with perpetrators of child maltreatment (e.g., poverty, lack of education,
childhood history of maltreatment, single parenthood) are true of adolescent mothers
as well (Bolton, Laner, & Kane, 1980; Kinard & Klerman, 1980; Zuravin, 1988). How
ever, research investigating a direct link between early parenthood and child mal
treatment is scant, contradictory, and complicated by methodological difficulties.
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These difficulties include low base rates, definitional inconsistencies, and problems
separating out effects ofvarious adverse conditions associated with both phenomena
(Gelles, 1986; Kinard & Klerman, 1980).Mothers' agesmay be useful mainly as a con
veni-ent but crude index of general readiness and resources for parenting .

Purpose of This Chapter

This chapter examines the parent training needs of adolescent mothers and re
views empirically based parenting interventions designed to address these needs.
The first section provides a brief overview of the prevalence, correlates, and devel
opmental implications of adolescent parenthood. The next section summaries find
ings of a parent training survey (Stockman & Budd, in press) conducted with
service providers of teen mothers in the child protective system, in order to high
light priority areas of concern and common parenting intervention approaches in
a sample of applied programs. The third section reviews empirically evaluated in
terventions targeting parenting competence in adolescent mothers, with the goal
of identifying effective training approaches and documented areas of positive im
pact. A concluding section summarizes current knowledge and recommends future
directions for parenting interventions with teenage mothers. The overall aim of the
chapter is to review parenting programs for adolescent mothers and their children
within the broader context of child abuse prevention efforts.

ANTECEDENTS AND CONSEQUENCES OF ADOLESCENT MOTHERHOOD

Prevalence and Predisposing Factors

National attention to adolescent pregnancy and parenting surfaced in the mid
1970s, in reaction to a number of changing demographic trends (Alan Guttmacher
Institute, 1981; Furstenberg, 1976; Furstenberg, Brooks-Gunn, & Chase-Lansdale,
1989; Hayes, 1987; Hofferth & Hayes, 1987; Weatherley, 1991). Although the an
nual rate of teen births had declined steadily from over 90 births per 1,000 females
in the 1950s to just under 60 births per 1,000 females by the mid 1970s, teens in
creasingly gave birth out of wedlock and chose to keep their children rather than
place them for adoption. Earlier initiation of sexual activity among adolescents, to
gether with lower rates of teen marriage, resulted in an increased prevalence of
single teen mothers. By the mid 1980s, three-fourths of African-American and al
most one-half of Caucasian adolescent females reported that they had intercourse
by age 18 (Brooks-Gunn & Chase-Lansdale, 1995). The proportion of all teen births
by unmarried women climbed from 18% in 1963 to 72% in 1993 (Children's De
fense Fund, 1996). In 1993, there were 59.6 births per 1,000 female teens; 44.5
births per 1,000 were to unmarried teens (Children's Defense Fund, 1996).

Teenage pregnancy and childbearing are markedly higher, and contraceptive
use is lower, in the United States compared to other industrialized countries (Jones
et al., 1985). These figures suggest that national attitudes and practices regarding
birth control contribute to the prevalence of teenage childbirth. According to a re
cent report by the Institute of Medicine (Brown & Eisenberg, 1995), 57% of all preg
nancies to U.S. women, and 82% of pregnancies to teenagers, are unintended.
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What accounts for the persistence of unplanned pregnancy and parenthood
among U.S. adolescents, despite 25 years of concerted social attention toward pre
vention? Furstenberg (1991), in discussing the discrepancy between teens ' inten
tions and actions regarding sex, listed several possible reasons: the unpredictable
and sporadic nature of sexual activity, teens' distortion or misjudgment of the like
lihood of becoming pregnant, involuntary or coerced nature of some intercourse,
negative views of birth control options, youthful attraction to risky or "under
ground" behavior, limited sex education in schools, and proliferation of positive
images of sex in the media (see also Adler, 1995; Brown & Eisenberg, 1995). Based
on his analysis, Furstenberg concluded that teen parents regard unplanned preg
nancy (and subsequent parenthood) as a "default option" (p. 134). In other words,
parenthood happens because adolescents have sex without using birth control and
then fail to take active steps toward abortion or adoption.

A different perspective of adolescent motherhood suggests that it is a reason
able, adaptive response to the social and cultural realities of urban life, particu
larly for poor African-American teens. For example, Williams (1991) conducted
detailed interviews with African-American women in Boston who raised children
as teens. Her findings indicated that early, out-of-wedlock births mirrored the ex
periences of their own mothers , peers, and female relatives. Most of the women
had poor academic records at inner-city schools and foresaw little chance of edu
cational or vocational success. Given the dearth of educated, employable black
men in their communities, the women generally viewed marriage as an unlikely or
even undesirable event. Thus, rather than representing a default option, early
childbearing appeared as an accepted "career" option. This rationale echoes the
views of other scholars from sociological, child welfare, and public policy per
spectives (Hamburg & Dixon, 1992; Ladner, 1987; Wilson, 1987).

The ecological and cultural factors predisposing some teens to view early par
enthood as acceptable, in combination with evidence that a majority of teens
engage in sexual activity with irregular birth control, reveal reasons for the con
tinued prevalence of adolescent motherhood. As Furstenberg (1991) stated, "Early
childbearing owes its persistence to the fact that many women-not just disad
vantaged black youth-have relatively little to lose by having a first birth in their
teens or early 20s" (p. 136). However, the fact remains that early childbearing ex
acts a toll on families, as described next .

Consequences for Mother and Child

Consistent evidence indicates negative effects of early childbearing on women
and their children (Furstenberg et al., 1989; Hayes, 1987; Hofferth & Hayes, 1987).
For example, teenage mothers are less likely than are older mothers of similar
backgrounds to complete their education, obtain marketable job skills, enter into
stable partner relationships, and achieve economic self-sufficiency. Teen mothers
and their children are more likely to experience health problems, many of which
are attributed to the lack of adequate prenatal care and nutrition. In addition, as a
group , children of adolescent mothers have poorer academic achievement, greater
difficulties in peer relationships, and more behavioral and developmental prob
lems than do children of older mothers. Small but consistent adverse effects
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become evident as children reach preschool years, and they generally persist into
adolescence (Brooks-Gunn & Chase-Lansdale, 1995).

The negative outcomes documented for the offspring of teenage mothers are
presumed to be mediated by the quality of mother-child interactions. The con
sensus of reviewers (e. g., Brooks-Gunn & Furstenberg, 1986; Hans, Bernstein, &
Percansky, 1991; Osofsky, Hann, Peebles, 1993; Panzarine, 1988) is that teenage
mothers, in comparison to older mothers, generally are less effective in interac
tions with their children and less knowledgeable about childrearing. Emotional
immaturity is one factor cited as affecting teenagers ' parenting behavior (Reis &
Herz, 1987). Younger mothers have been found to exhibit less eye contact and
smiling with their infants (Teberg, Howell, & Wingert, 1983), to be less verbal and
positively expressive, (Culp, Culp, Osofsky, & Osofsky, 1991; Levine, Garcia Coll,
& Oh, 1985; Teberget al., 1983), and less likely to modify their own behavior in re
sponse to their child's behavior (McAnarney, Lawrence, Ricciuti, Polley, & Szi
lagyi, 1986). Further, teen mothers are more likely than are older mothers to have
unrealistic expectations of children's developmental difficulties and to provide
less stimulating learning environments for their children (Field, 1981; Parks &
Arndt, 1990). However, individual differences exist, and some mothers overcome
their initial disadvantages, as do their children.

Developmental Implications

To understand the challenges facing adolescent mothers, it is helpful to con
sider them within a developmental context. Hill (1983) described five main de
velopmental issues ofthe teenage years: (1) discovering and understanding oneself
as an individual (identity), (2) forming close and caring relationships with others
(intimacy), (3) establishing a healthy sense of independence (autonomy), (4) com
ing to terms with puberty and expressing sexual feelings (sexuality), and (5) be
coming a successful and competent member of society (achievement). In addition,
cognitively oriented theorists cite a sixth issue : thinking hypothetically about fu
ture options, alternatives, and consequences (abstraction) (Inhelder & Piaget, 1964).

From a developmental perspective, the responsibility of caring for a child is
likely to interfere with an adolescent's opportunities to concentrate on her own
psychosocial changes (Catrone & Sadler, 1984; McAnarney, 1988; Musick, 1993;
Trad, 1993). For example, actions directed toward establishing the teen's identity
(e.g., experimenting with different ideas, values, and roles) may be hampered by
caregiving responsibilities. Similarly, motherhood can interfere with a teen's
achievement of personal goals (e.g., academic or vocational interests) or pursuit of
intimate relationships. A young mother may need to rely heavily on her family or
surrogate family members to obtain basic caregiving assistance, when otherwise
she would be developmentally ready to become more independent of her family.
As with other adolescents, her problem-solving skills are still developing, so she
may fail to anticipate the consequences of her actions. Yet when the young
mother's problem-solving attempts involve caring for her infant, her decisions
may have negative implications for the child.

To date , little research has tied specific developmental conceptualizations to
the circumstances of adolescent parenting (Brooks-Gunn & Chase-Lansdale,
1995). Nevertheless, developmental experts speculate that the stresses of early
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parenting arise from a conflict between age-appropriate and parent-mandated
roles that may engender negative feelings in the teen toward her child. Further,
some writers (Osofsky et al., 1993; Thad, 1993) suspect that a subset of adoles
cents become pregnant as a source of identity, and thus may become resentful of
the child if their expectations are not met. The complexity of developmental is
sues suggests that teens vary considerably in their adaptation to the life changes
surrounding motherhood.

The preceding section on antecedents and consequences of adolescent moth
erhood suggests two patterns that are likely to continue over the next decade.
First, demographic trends indicate that a substantial proportion of adolescent fe
males, especially those with fewer economic, social, and interpersonal resources,
will continue to become single teen mothers. Second, the combination of envi
ronmental disadvantage, parenting gaps, and developmental asynchrony associ
ated with adolescent childbearing poses significant challenges to families . These
trends provide a framework for considering interventions to address the needs of
adolescent mothers.

SURVEY OF SERVICE PROVIDERS IN ADOLESCENT PARENT PROGRAMS

Purpose and Participants

In the past two decades, numerous community-based programs have been es
tablished to provide supportive and educational services to pregnant adolescents
and those who are already parents. Although most programs include strengthen
ing parenting and the parent-child relationship among their goals, in fact, the ser
vices provided usually concentrate more on the mother's personal functioning than
on her child's development or on the parent-child dyad (Hans, Bernstein, & Per
cansky, 1991; Musick, Bernstein, Percansky, & Stott, 1987). Typically, programs of
fer services such as prenatal and well-baby care, psychosocial support, resources to
keep mothers in school, vocational training, and family planning education (Hof
ferth, 1991). Less is known about intervention components directed at parenting
and the parent-child relationship. To address this issue, the survey described in
the following discussion sought information on parenting-specific interventions
within service programs for a high-risk subgroup of adolescent mothers.

The first author collaborated with the Illinois Department of Children and
Family Services (DCFS) over a 5-year period (1991-1996) to provide assessment
and consultation regarding community services to teen mothers who are wards of
the state's child protective system (Budd, Heilman, & Kane, 1994; Budd, Holds
worth, & HoganBruen, 1996). The mothers are in substitute care because of abuse,
neglect, dependency, abandonment, or other significant problems in their families
of origin. They are single, economically dependent, and often emotionally, so
cially, and educationally disadvantaged. A consistent concern expressed infor
mally by service providers in this project is that adolescent mothers lack crucial
knowledge about safe and effective child care, yet the teens often reject traditional
parenting education programs. Teen wards themselves acknowledge the need for
parenting supports, but informally they often complain that existing training pro
grams are rigid, irrelevant, inconvenient, or boring.
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As part of the DCFScollaborative project, Stockman and Budd (in press) con
ducted a survey of service providers' views, based on their firsthand experiences
with wards. This survey solicited information on priority topics in which teen
mothers need parent training, methods of delivering training, strategies for engag
ing adolescents in training, screening and assessment methods used, and impact
evaluation procedures. Highlights of the survey are presented below (ef. Stockman
& Budd, in press, for a more comprehensive account).

All programs in the state of Illinois with a DCFS contract focused specifically
on serving pregnant and/or parenting teen wards were invited to participate in the
survey. Twenty-eight of the 30 agencies responded, including 19 agencies (68%) in
the Chicago area and 9 (32%) in the remainder of the state. Agencies served be
tween 1 and 39 female adolescent wards, and many also served non-wards. They
represented a variety of program types, including group residential facilities, co
operative or independent living programs, high-risk pregnancy intervention pro
grams, transitional living arrangements, shelters or emergency placements, and
foster care. Programs offered a variety of substitute care services (e. g., living
arrangements, health care, counseling, educational support) in addition to parent
training. Agency representatives (1-4 per site) were interviewed during a site visit,
lasting approximately 2 hours.

Survey Instrument and Administration Procedures

The Parent Training Survey was specifically developed for this study through
a review of common components in existing parent training programs for adoles
cents. Information also was drawn from sources which address the needs of teen
wards specifically (Children's Defense Fund, 1987; Child Welfare League of Amer
ica, 1993). The survey consists of five main sections: (1) parent training topics, (2)
methods of delivery, (3)methods of engaging teen wards in parent training activi
ties , (4) assessment of parenting, and (5) impact evaluation.

The first section of the Parent Training Survey inquired about the topics on
which teen mothers need training. Service providers were presented with several
parenting-related areas and asked to indicate whether or not their agency provided
some education or training in each of these areas. They were then asked to rank
the top four most important areas of training for teen wards . The structured ques
tions provided an opportunity to gather systematic information across different
agencies and to obtain qualitative information on specific programs. A similar for
mat was followed to gather information in the remaining four sections of the Par
ent Training Survey. To summarize survey findings, the ratings for each service
provider at an agency were averaged into a composite agency rating for each of the
areas assessed.

Considering that the survey findings are based on self-reports rather than
on objective documentation of parent training activities, they should be inter
preted with caution. In an effort to cast their agency in a positive light, respon
ders may have made comments that were overly optimistic or that describe
training that occurs occasionally rather than consistently and systematically.
However, despite their inherent limitations, the survey findings offer an initial
perspective on parent training practices and priorities for adolescent mothers
who are wards.
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Survey Results and Discussion

Table 1 presents a summary of the survey responses regarding parent training
topics covered by agencies serving adolescent mothers. (The far right column of
Tables 1-3 pertains to data from a review of parent training studies, which is dis 
cussed in the next section.) Overall, providers indicated that virtually all of the
listed topics were included in their training agendas. These findings suggest that
the providers perceive a need to address a wide range of parenting, child care , and
developmental issues with adolescent mothers who are wards . Many providers
commented that it seemed essential for the teen to address her own emotional and
developmental needs (i.e., Teen Parent Factors) before being in a position to nur
ture the development of her child(ren).

Table 2 displays the methods of parent training delivery reported by the sur
veyed agencies, organized from the most frequently reported method (modeling
and feedback; 100%) to the least frequently reported method (mentoring programs
with experienced parents or role models; 14%). Providers ranked the two most fre
quently used methods , modeling and feedback and didactic parent training, as
high in effectiveness. However, three other methods that providers ranked among
the top five in effectiveness (home visiting, peer support groups, and mentoring
programs) were reportedly used less frequently than several other methods. This
discrepancy may relate to the fact that home visiting, peer support groups, and
mentoring programs all require staff with specialized skills to organize the pro
grams, as well as coordination with outside resources and special travel arrange
ments. Thus, they may be more difficult to implement. Also , the nature of the
program affects the methods used. For example, although home visiting is feasible
for independent living and high-risk pregnancy programs, it is not an option for
group residential programs.

Table 3 displays a summary of the survey findings on strategies used to engage
teens in parent training activities. Engagement was defined as a mother's active

Table 1. Parent Training Topics Covered in Programs for Adolescent Mothers

% of28 % of20
Parent training topic Examples of content Agencies Studies

Teen parent factors (T) Anger management, building self-esteem 93 70

Basic caregiving routines (B) Feeding . bathing, regular sleep times 93 60

Emotional needs of infant (E) Soothing . handling child fears. showing 93 50
affection

Health and medical needs (H) Parental and well-baby care, general 89 55
first aid

Safety (S) Correcting home hazard s. protecting 89 15
against danger

Language and communication (L) Talking to child. labeling objects. reading 89 45
to child

Discipline (D) Setting limits . non-violent punishment 86 25

Child development (C) Stimulating cognitive. social. or 86 95
motor skills
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% of20
Studies

% of28
Agencies

Table 2. Methods of Parent 'fraining Delivery across Programs for Adolescent Mothers

Ranking
of28

agencies aMethod of delivery

Modeling and feedback
Didactic parenting classes
Encourage use of supportive friends or family
Videotapes on parenting
Books or readings on parenting
Home visiting
Homework exercises to practice skills
Peer support groups
Parent involvement in nursery/daycare
Mentoring programs with experienced parents or role models
Counseling services
Use of videotapes of parent-ehild interactions as teaching tool
Connect with other service providers

100
79
75
75
72
61
61
32
21
14
.:»

1
3

2

4

5

50
30
20
15
50
55
15
35

5
30
20

5
40

a 1 =Highest renkedin effectiveness.
bDelivery methodsassessed only in reviewofparent trainingliterature.

Table 3. Strategies Used to Engage Teens in Parent Training Activities

Strategy
% of28

Agencies

Ranking
of28

agencies"
% of20
Studies

Serving snacks or food at sessions
Providing transportation to sessions
Providing free babysitting at sessions
Awarding certificates of participation
Removing privileges for nonattendance
Awarding special activities
Releasing checks at sessions
Giving gifts to baby
Raffies/lottery at sessions
Awarding money for attendance
Providing high school credits
Providing paid job training

68
64
57
43
39
29
25
21
11

7
_b

1
2
3

4

5
20
10

5
o

20
o

25
5

15
10

5

a 1 = Highest ranked in effectiveness.
b Strategies assessedonlyin review of parenttrainingliterature.

participation in training toward positive goals (Kanfer & Schefft, 1988). Overall,
there was much variability in the methods used by different agencies. The three
strategies used by more than 50% of surveyed agencies include serving snacks or
food at sessions, providing transportation to sessions, and providing free babysit
ting at sessions. These same strategies were ranked overall by providers as the
most effective means of motivating mothers' participation in parent training ac
tivities . Interestingly, the technique used the least frequently, awarding money for
attendance (7%), was nevertheless ranked as the fourth most effective strategy by
survey respondents.
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To obtain more information about engagement issues, service providers were
presented with the open-ended question, "What do you believe are the main ob
stacles in engaging teen wards to participate in parenting education/training pro
grams?" The majority of provider responses can be grouped into five general
content areas: (1) logistics Ie.g., transportation, scheduling, facility limitations,
weather) , (2) teens' emotional adjustment (e.g., depression, lack of self-esteem,
sense of shame), (3) difficulties in making the topic or presentation interesting for
teens, (4) extended-family dynamics Ie.g., relatives giving teen conflicting parent
ing information), and (5) difficulty establishing a trusting relationship with the
teen ward. Another engagement question dealt with extending parenting services
to male companions of the teen mothers. Two-thirds of the agencies reported that
they attempted to include the mother's boyfriend or the child's father in parent
training activities. However, all agencies said that their attempts to engage these
males were generally unsuccessful, citing the instability of many of the relation
ships between the teen mothers and their male companions, as well as the teen
mother's ambivalence about including the males in parenting.

With regard to the agencies' methods of client assessment and/or program
evaluation, few agencies reported that formal assessments were conducted in
their programs. Most agencies said they relied on informal staff impressions to
estimate parenting skills and needs. The initial intake assessment was cited as a
source of general parenting information, such as history of any parent-child dif
ficulties or prior parent training activities. One-quarter of the agencies reported
that they conducted child development assessments in their programs, whereas
the other agencies reported using community resources to assess child develop
ment when concerns arose. With regard to evaluation of program impact, most
agencies reported no consistent procedures. The most frequently reported in
dices were case staffings , teen attendance records at training sessions, and teen
satisfaction ratings. In addition, some agencies reported using the goals and ob
jectives from teens' Individual Treatment Plans as a way of evaluating progress
in parenting.

Summary and Implications ofSurvey

The survey findings suggest that a wide array of parenting topics is addressed,
at least nominally, within service programs for adolescent mothers in substitute
care. However, providers' comments about the difficulties they encounter in en
gaging teens in training imply that these efforts often are unsuccessfuL Also, the
lack of formal assessment or evaluation mechanisms within agencies means that
parent and child outcomes are not being documented.

The survey results are consistent with Musick and colleagues' (1987) comments
about the challenges involved in influencing parent-child relationships in the
Ounce of Prevention program for teen mothers. These writers contend that a par
ent-ehild focus is difficult for community programs, given the predominant use of
paraprofessional staff and other persons without direct training in parenting and
child development. In addition, they note that parenting curricula developed for use
in adolescent programs often are unsuccessful in achieving meaningful changes in
staff or parent performance. To address these difficulties, the Ounce of Prevention
adopted a screening protocol involving focused assessments of child development



366 KAREN S. BUDD et al ,

as well as structured observation of parent-child interactions to guide parenting in
terventions (Musick et al., 1987).

In terms of the methods of delivering parent training, what survey respon
dents reported as using most frequently did not correspond closely with what they
identified as most effective with parenting teen wards . The methods of parent
training that were used most often were modeling and feedback, didactic parent
ing classes, supportive relatives or friends, videotapes, and books. Whereas the
first two of these methods were ranked as highly effective, service providers also
ranked home visiting, peer support groups , and mentoring among the top five
most effective methods of training. The discrepancy between methods used often
and those perceived as effective may relate to limitations in the staff and resources
available in community programs.

The current survey findings underscore the serious challenges entailed in pro
viding parenting-focused interventions to adolescent mothers in substitute care.
Many of these same difficulties are likely to exist in programs serving adolescent
mothers who are not clients in the child protective system. However, the "substi
tute parent" role involved in serving wards means that agencies are obligated to
actively promote the teen's welfare , even when the mother may not be responsive
to offered services . This dilemma complicates services to adolescent parent wards.

EMPIRICALLY EVALUATED INTERVENTIONS FOR TEEN MOTHERS

Purpose and Method ofParent Training Review

Whereas the survey findings point to commonly reported characteristics of
parenting programs for adolescent mothers in substitute care, the extent to which
the interventions resemble established parenting programs for other teen mothers
is unclear. We reviewed the parent training literature to identify studies focusing
on teen mothers. One objective of this review was to compare features of empiri
cally evaluated programs with the features self-reported by surveyed agencies. A
second objective was to determine the positive outcomes of the empirically eval
uated programs.

Three criteria were used to select studies for this review: (1) the target popu
lation for intervention was teenage mothers; (2) part or all of the intervention was
directed at facilitating parenting skills and/or the parent-child relationship; and
(3) intervention effects were measured by assessing parenting skills , attitudes, or
knowledge, parent-child interactions, and/or child development scores. Programs
that targeted other subgroups of parents (e.g., older mothers who were poor or had
premature infants) in addition to adolescent mothers were excluded, because the
review sought programmatic information specific to teen parents.

Using these criteria, 20 studies were identified, as listed in Table 4. Studies
varied in number of participants, methodological sophistication, adequacy of ex
perimental design, level of information presented to substantiate results, and pro
grammatic specificity; however, a relatively wide latitude was applied to provide
a broad perspective on the outcomes reported across the programs . None of the in
terventions specifically targeted adolescent wards; however, most participants
were economically and socially disadvantaged.
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Table 4. Empirically Evaluated Parent Training Programs for Adolescent Mothers

Age of Training Delivery
Reference child topics" methods" Positive program impacts

Badger. Burns. & 3-4wks B.E.H.L.C 1.2,4 • Parenting classes resulted in increased
Rhoads (1976) to 6 mos knowledge of preventive health.

nutrition. and child development
• After training. participants showed

more appropriate responding to
infants during observed interactions

Baskin. Umansky. Birth to T.E.L.C 1.5.6.8.13 • Mothers who participated in both
& Sanders (1987) 12 mos home visits and peer support groups

became more responsive to their
infants than those who only had peer
support groups

Butler. Rickel, Prenatal to T.H.D.C 10.13 • Parenting attitudes became more
Thomas. & early negative after infants ' birth (at
Hendren (1993) infancy program completion); however.

attitudes worsened less for mothers
with peer advocates than for a
comparison group of teen mothers

Capplernan, Birth to T.B.L.C 5.6.11 • Home visit intervention resulted in
Thompson. 24 mos marginally better infant development
DeRemer- scores at 12 & 30 mos than for the
Sullivan. King, control group
& Sturm (1982) • At 30 mos. fewer intervention than

control infants were considered at risk
on the Binet IQ norms

Causby. Nixon, Infancy to T.B.E.D.C. 1.2.6 • Intervention including a school
& Bright (1991) early curriculum and home visits resulted

childhood in more positive interactions during
teaching and more stimulating home
environments than home visits only

Cherniss & Prenatal T,B.H 3.6.11.13 • In-home family therapy plus individual
Herzog (1996) and/or treatment was associated withsignif-

parenting icantly higher parenting quality at 12
mothers mos than individual treatment only ;

however, this effect disappeared at
24 mos

Dickinson & Prenatal to B,E.H.L.C 5 • Mothers who received educational
Cudaback (1992) 12 mos booklets regarded the booklets highly

and reported improved parenting atti-
tudes and practices over a comparison
group

Field. Widmayer. Birth to B.E.H.S.L. 1.5.6.7.9 • Parent training either via home visits
Greenberg, & 6 mos D.C or at a nursery improved infant devel-
Stoller (1982) opment, temperament. and mother-

child interactions compared to
controls

• Nursery training was superior to home
visits in impact

(continued)
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Table 4. (Continued)

Age of Training Delivery
Reference child topics" methods" Positive program impacts

Field, Widmayer, Birth B,E,L,C 1,5,6,7 • Home-based intervention with mothers
Stringer, & through of pre-term infants led to more
Ignatoff (1980) 12mos optimal infant development, temp-

erament, parenting knowledge, and
mother-child interactions than
controls

Fulton, Murphy, Prenatal T,H,C 4,5,6,13 • Pre-post measures showed increased
& Anderson (1991) and knowledge of child development and

infancy decreased abuse potential after inter-
vention via home visits and supportive
resources

Gutelius, Kirsch, Prenatal T,B,E,H,L, 3,5,6,8,11 • Mothers who received a package of
MacDonald , through D,C home-based, clinic, and counseling
Brooks, & 3yrs services showed positive findings over
McErlean (1977) a control group in several child [i.e.,

diet, behavioral adjustment) and par-
enting (attitudes, child-rearing prac-
tices) variables

Halpern & Covey Infancy T,C 1,6,8,10,13 • After a program of home visits , peer
(1983) support, and mentoring, participants

responded more appropriately to cues
from their infants and gained knowl-
edge of child development

Kissman (1992) Infancy T,E,D,C 2,3,5 • Mothers who had group parenting
classes and counseling in accessing so-
cial networks showed improved parent-
ing attitudes and greater social support
compared to control mothers

Koniak-Griffin, ~wks E,L,C 12 • Following videotape instruction and
Verzemnieks , & old feedback, intervention dyads scored
Cahill (1992) significantly higher than controls on

quality of parent-child interactions

Miller (1992) Prenatal T,B,H,S,C 1,2,4,5,8,10 • After a comprehensive intervention,
through Atlanta teens reported fewer health
infancy problems and Toledo teens were more

likely to read to their children than
controls

• However, young mothers did not attend
the program regularly, and few behav-
ior changes were observed

Osofsky, Culp, Prenatal T,B,L,C 1,5,6,8,13 • Active participants in a clinic-and-
& Ware (1988) through home intervention showed greater

30mos gains in play and interaction, and their
children had higher developmental
scores at 13 mos, than inactive
participants

• However, comparisons of intervention
and control mothers indicated little or
no overall effect
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Table 4. (Continued)

369

Age of Training Delivery
Reference child topics" methods" Positive program impacts

Polit, Quint, & Prenatal T,B,H,C 1,2.8,10. • After 5 yrs, enrollment in Head Start ,
Riccio (1988); through 11,13 quality of home environment, and
Quint (1991) early children's vocabulary and behavioral

childhood ratings were significantly better for
participants in a comprehensive pro-
gram than the comparison group

Unger & Prenatal T,H,C 3,6,10.13 • Mothers who received home visits and
Wandersman through supportive resources showed more
(1985); Study 2 8mos parenting knowledge, infant respon-

siveness , and parenting satisfaction
than controls

Weinman, Infancy T,B,E,H, 2,B,10 • Mothers who participated actively in
Schreiber. & or early S.C parent education classes showed
Robinson (1992) childhood greater increases in parenting knowl-

edge than mothers who did not com-
plete training

Widnayer & Field Perinatal C 1,7 • Mothers ' observation and feedback
(1980) through re: neonatal assessment of pre-term

1 mo infants , plus completion of weekly de-
velopmental checklists during the first
mo, resulted in more optimal maternal
feeding and face-to-face interactions
than for comparison groups

• Maternal observation of assessment
plus completion of checklists was
more effective than checklists alone

Q Refer to Table 1, column 1, for key to abbreviations.
b Refer to Table 2, column 1, for key to numbers.

The 20 studies were reviewed with respect to parent training topics covered,
methods of delivering parent training, strategies used for motivating teen partici
pation, and positive program outcomes. Coding categories for the first three review
topics were similar to those used in the parent training survey reported in the pre 
vious section; in addition, a few new categories that emerged from the studies
were included in the coding. The fourth area, specific program outcomes, was
coded based on findings reported in the studies on relevant parent and child vari
ables . It is possible that some programs included features that were not fully de
scribed in the published reports, and thus the review may have underestimated
some program components.

Results and Discussion ofParent Training Review

The far right column of Table 1 displays the percentage of reviewed programs
covering the listed parent training topics in interventions with adolescent moth
ers. With the exception of Child Development, which was covered by 95% of the
programs, the empirically documented interventions cited fewer parent training
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topics than were reported by service providers in surveyed agencies. The biggest
differences were in the areas of Safety and Discipline, on which only a fraction of
the empirically evaluated programs provided training, compared to more than 85%
of surveyed agencies. The general impression is that the surveyed agencies
emphasize a wider variety of topics in programs for teen wards. However, it is pos
sible that the differences, at least in part, are due to differing methods of data col
lection (self-report of agencies versus review of published studies).

The far right column of Table 2 displays the methods of parent training deliv
ery described in empirically evaluated interventions. The three most frequently
used delivery methods in these programs were home visiting (55%), modeling and
feedback (50%), and books or readings on parenting (50%). Overall, far fewer de
livery methods were cited in the published intervention studies than were re
ported by service providers in programs for adolescent wards. The reasons for this
difference may relate to the differing methods of data collection (self-report versus
review of articles) ; however, other explanations are plausible. For example, inter
ventions represented in the literature may involve systematic use of a narrower
range of techniques , in comparison to intermittent use of many techniques in sur
veyed agencies. Also, the varied types of programs (e.g., residential, foster home,
independent living) serving teen wards may influence the delivery methods used.

The far-right column of Table 3 displays the percentage of empirically docu
mented programs that reported using each of the listed engagement strategies.
Again, the most striking finding is the reported use of far fewer engagement strate
gies in reviewed studies than in surveyed programs. The three most frequently re
ported motivational strategies in the reviewed studies were giving gifts to baby
(25%), providing transportation to sessions (20%), and awarding special activities
(20%). Interestingly, the study (Miller, 1992) that cited the largest number (6) of
motivational strategies also reported that its intervention was largely unsuccessful
in affecting parent or child outcomes. Considering that teen wards in the surveyed
programs may not be voluntary recipients of services, agencies may assume or
have learned that they need to employ more motivational strategies with clients.

Table 4 summarizes the basic characteristics and outcomes of interventions
in each of the reviewed studies, including the target age of infants when training
occurred, parent training topics and delivery methods, and positive program im
pacts reported by the authors. The interventions reviewed here fall into one of
three formats : individual (45%), group (15%) , or a combination of the two ap
proaches (40%). Interventions varied considerably, from relatively narrow pro
grams providing educational booklets (Dickinson & Cudaback, 1992), one-time
videotape instruction and feedback (Koniak-Griffin, Verzemnieks , & Cahill, 1992),
or observation of neonatal assessment and completion of weekly developmental
checklists (Widmayer & Field, 1980), to comprehensive programs involving home
visits, peer support groups, and other services (Baskin, Umansky, & Sanders, 1987;
Gutelius, Kirsch, MacDonald, Brooks, & McEarlean, 1977; Halpern & Covey, 1983;
Miller, 1992; Osofsky, Culp, & Ware, 1988).

The summary of positive program impacts, in the far right column of Table 4,
indicates that all but 3 (Butler , Rickel , Thomas, & Hendren, 1993; Osofsky at al. ,
1988; Weinman, Schreiber, & Robinson, 1992) of the 20 programs reported positive
outcomes for the intervention group(s) on at least one parent or child measure.
Two of these programs (Osofsky et al. , 1988; Weinman et al., 1992) reported dif-
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ferential outcomes for teens who participated actively in intervention compared
with those who did not. Miller (1992) reported the most pessimistic account, cit
ing numerous programmatic complications and areas in which no behavioral
changes were observed; however, several programs acknowledged only partial
success or short-term improvements (e.g., Cappleman, Thompson, DeRemer-Sul
livan, King, & Sturm, 1982; Cherniss & Herzog, 1996). The reported challenges are
similar to those articulated elsewhere (Ware, Osofsky, Eberhart-Wright, & Leicht
man, 1987) in balancing the often conflicting interests ofteens, children, and the
service system.

Only two studies reported follow-up data beyond one year after program
completion. Both studies (Gutelius et al. , 1977; Polit, Quint, & Riccio, 1988) in
dicated the maintenance of some positive effects on parent or child measures.
Field and her colleagues (Field, Widmayer, Stringer, & Ignatoff, 1980; Field, Wid
mayer, Greenberg, & Stoller, 1982) conducted two of the most well-controlled in
tervention studies , which showed impressive gains in infant development,
temperament, and mother-child interactions following home sites or parenting
instruction at a nursery. However, a follow-up study (Stone, Bendell, & Field,
1988) of the children at 5-8 years of age revealed no long-term intervention ef
fects ; the authors attribute this result to the overriding impact of extreme poverty
on the families' lives .

Summary and Implications of Parent Training Review

The general impression that emerges from a review of empirically documented
program outcomes is that, even in established programs for adolescent mothers,
positive impacts are hard to achieve. This conclusion should not, however, obscure
the fact that almost all of the empirically evaluated programs did show successful
outcomes on some parent or child variables. There is some evidence that teens who
participated more actively in services showed greater benefits.

Programs involving home visits usually reported changes in the quality of
parent-child interactions, and, less often , in child development scores (Baskin et
al. , 1987; Cappleman et al., 1982; Causby, Nixon, & Bright, 1991; Field et al., 1980,
1982; Halpem & Covey, 1983; Unger & Wandersman, 1985). These measures pro
vide the most direct and impressive evidence of intervention success, and they
probably reflect the combined influence of several program components. Inter
ventions employing didactic parenting classes or peer support groups more often
measured and documented changes in parenting knowledge or attitudes (Badger,
Burns, & Rhoads, 1976; Kissman, 1992). These summary comments are consistent
with the conclusions reached by Wekerle and Wolfe (1993) in their review of par
ent training programs targeting young parents.

Comparison of parent training interventions in empirically evaluated pro
grams and those reported in the survey of providers serving teen wards is limited
by the differing methods of data collection and lack of outcome measurement in
the surveyed programs. Agencies serving adolescent wards reported offering a
wider range of parent training topics, more methods of delivery, and greater use of
motivational strategies. Given the identified parenting deficits of teen parent
wards (Budd et al., 1994), comprehensive services should be available to enhance
their parenting capabilities.
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CONCLUSIONS AND FUTURE DIRECflONS

This chapter opened with a discussion of the presumed overlap between ado
lescent childbearing and a heightened tendency of teen mothers to maltreat their
children. Parenting programs for at-risk mothers have the dual aims of both re
ducing the likelihood of adverse outcomes and strengthening positive develop
ments (Werkerle & Wolfe, 1993). Based on the current review, what conclusions
and recommendations can be drawn regarding the preventive impact of parenting
interventions with adolescent mothers? Three aspects of this question are briefly
addressed.

First, when considering the success of parenting programs in inoculating teen
mothers against child abuse or neglect, very little can be concluded from the pro
grams reviewed in this chapter. This is because only one study (Fulton, Murphy,
& Anderson, 1991) included data on child maltreatment incidents as part of the
evaluation. None of the 76 participating mothers in this intervention were re
ported for abuse or neglect during a la-month period following services. Further,
the mothers showed significant reductions in scores on the Child Abuse Potential
Inventory (Milner, 1986) from before to after intervention. This study is com
mendable for evaluating child maltreatment data. Ideally, these findings would be
accompanied by data on an appropriate comparison group and would extend for a
longer follow-up period.

A second way to evaluate the preventive impact of parenting programs is to
consider whether the interventions enhance the teen mother's capacity for parent
ing, the parent-ehild relationship . or the child's developmental functioning. Find
ings from the 20 empirically evaluated programs are modestly encouraging in
documenting short-term effects on some parent and/or child measures. The most
consistent positive outcomes were reported for programs that combined home vis
its with peer support groups and additional services. Considering that most pro
grams last only a few months or, at most, for the first 2-3 years of the child's life,
the duration of services may be an important limiting factor. Chase-Lansdale,
Brooks-Gunn, and Paikoff (1992), in reviewing research findings on parenting in
terventions for teenage mothers. argue that programs need to be longer to accom
plish the far-reaching environmental and personal objectives deemed necessary.
These authors propose a reinitiation of services with mothers after their children
enter school, when mothers have fewer child care demands. In addition, they rec
ommend that services should be offered to the teens' children during their school
years, when the detrimental effects of being raised by a teen parent become more
evident.

A third question relating to the preventive impact of parenting programs con
cerns which mothers benefit from services. Teens who participated more fully in
training activities appeared to show greater gains, yet little is known about how to
predict, in advance, which mothers will be receptive to services. A disproportion
ately large number of teen mothers are victims of sexual abuse (Boyer & Fine , 1992),
have dysfunctional family relationships (Cherniss & Herzog, 1992), or are socially
isolated (Kissman , 1992; Unger & Wandersman, 1985). Young mothers in substitute
care often have multiple disadvantages, which vary among them. Programs are
most likely to succeed if they take into account these individual differences and tai
lor services accordingly. Some empirically evaluated programs for teen mothers
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gathered input in the development of their programs from potential participants
(Dickinson & Cudaback, 1992) or collaborated with the teens regarding their spe
cific needs in implementing interventions (Fulton et al., 1991; Osofsky et al ., 1988;
Polit et al., 1988). These strategies would seem to be wise; however, to date, the im
pact of including teens in planning parenting interventions has not been evaluated.

It is obvious that much work remains to enhance the palatability and effec
tiveness of parenting programs for teen mothers. At the same time, data on the per
sistence and negative consequences of teen parenthood imply that interventions
for adolescent mothers will be needed for a long time to come. Schorr (1988) , in re
viewing intervention programs for disadvantaged populations, advises that service
providers aim, not to eliminate all risk factors for bad outcomes, but to change the
odds. Reducing even one or two risk factors can have a beneficial impact. Schorr
highlights some characteristics of more successful interventions with high-risk
populations as follows : a broad spectrum of services, high intensity services, flex
ibility and easy access, community-based services, continuity over time, and in
clusion of program recipients as collaborators in planning interventions. These
characteristics are in line with many of the views expressed by service providers
and documented in the parent training literature review. They provide guidelines
for designing services to strengthen the parenting capabilities of young mothers
and thereby reduce the likelihood of child maltreatment.
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Contributions of Parent Training
to Child Welfare

Early History and Current Thoughts

ELSIE M. PINKSTON and MALCOLM D. SMITH

CONTRIBUTIONS OF PARENT TRAINING TO cann WELFARE

Core parent training techniques are useful for developing new skills for parents
who abuse or neglect their children. In our view parent training has had five pri
mary functions: (1) to improve the quality of parent-child interaction, (2) to pre
vent further abuse and neglect by the parents, (3) increase community and family
linkage, (4) allow parents to resume the care of their children, and (5) reduce the
number of children who renter the system. Families who are considered high-risk
frequently fit these criteria and techniques may be borrowed from the general par
enting literature; its relevance to this population will always be considered.

Other aims of this chapter are to display sensitive parenting interventions that
(1) facilitate the transfer of skills from training class to home, (2) extend the effect
of training over time, (3) facilitate community and family linkage, and (4) teach the
mother to evaluate her own skills.

Single-Parent Families

Single-parent families constitute a growing amalgamation of family types in
the population of the United States (U.S. Bureau of the Census, 1991). By 1970, 15
percent of all families were headed by a single woman (Ross & Sawhill, 1975), and
2.9 percent by a single male parent (Blechman & Manning, 1976). Although parent
families headed by males have increased more rapidly than have those headed by
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females, by 1970, 84 percent of all children in single-parent homes lived with a
female parent (Ross & Sawhill, 1975). During the decade of 1960-1970, the num
ber of children residing with one parent increased 12 times as fast as did the num
ber of children living with both parents (U.S. Bureau of the Census, 1960, 1970).
The absolute increase in the number of children living with single parents con
currently exceeded the increase of children in two-parent families . From these sta
tistics, it is evident that single-parent families comprise a significant segment of
the population whose specific needs require consideration in the planning and al
location of family service resources.

The rapid growth of single-parent families in the previous decade has been
accompanied by a crucial shift in approaches to their status and function. His
torically, single-parent families have been viewed as deviations from "intact" two
parent family norms and have been associated with "broken" homes, illegitimacy,
and other disparaging characterizations denoting incompleteness or inadequacy.
As a result of increased attention focused on the family (Dworkin, 1978) and sin
gle motherhood (Klein, 1973; Mindey, 1969) by the feminist movement, emphasis
on family treatment in the helping professions (Fifth Changing Family Conference,
1976; Haley, 1977; Mash, Handy, & Hamerlynch, 1976; Rossi, Kagan, & Hareven,
1977; Satir, 1967), and awareness of the increase in the number of single parents
by state (Oregon Bureau of Labor, 1968) and federal governments (Children's Bu
reau, 1974), single-parent families have begun to be viewed as a "variant child
rearing context" (Kadushin, 1970, p. 263) and not inherently or necessarily path
ogenic. Single-parent families do seek help for problems, and, according to Beck
and Jones (1973), "are disproportionately heavy users of family services" (p, 17).
Blechman and Manning (1976) encourage investigators to "train the parent family
to compare their outcomes of idealized two-parent families" (p. 80). Although a fo
cus for developing services for single-parent families has been established by cen
sus, agency, and conceptual sources, practically no applied versions have been
reported. By discarding the notion that they are inherently aberrant and recogniz
ing their increasing representation in the population of family service recipients,
researchers and practitioners have been challenged to develop service delivery sys
tems relevant to the needs of single-parent families.

Treatment of Single-Parent Families

Critical reviews of single-parent family literature (Blechman & Manning,
1976; Herzog & Sudia, 1971; Kadushin, 1970; Selden, 1965; Sprey, 1967; Thomes,
1968) have concurred that investigators have emphasized the detrimental effects
of family membership, but "have not encouraged planners of primary prevention
or secondary intervention to consider the unique treatment needs of parent fami
lies, (Blechman & Manning, 1976, p. 61).

However, a growing body of articles has encouraged further investigations of
demographic variables, research methods, and social welfare policies to facilitate
a constructive approach to one-parent families . Sprey (1967), in proposing guide
lines for single-parent family research, endorsed specification of the "conditional
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characteristics ofthe families under consideration" (p. 56) and the comparison of
carefully chosen samples of different types of single-parent families in order to
explicate the unique aspects of single-parent family functioning. Consideration of
special acts of a sample may lead to erroneous generalizations, as in the similar
ity between one-parent families and two-parent families in which a parent is of
ten absent because of work obligations. Rosenfeld and Rosenstein (1973)
developed mapping to standard profiles of single-parent families based on the
precipitating causes of single parenthood, degrees of parental absence, and their
particular effects on family relationships . Consensus on the existence and ex
pression of feelings of social isolation by single mothers is virtually unanimous
(Blechman & Manning, 1976; Bould, 1977; Brandwein, Brown, & Fox, 1974;
Burgess, 1970; Glasser & Navarre, 1965; Specific variables associated with social
isolation that affect parent functioning have been found to include the stigmatiz
ing effects of welfare (Bould, 1977); negative sanctions on single mothers and the
poverty resulting from divorce (Bradwein et al., 1974); and the separate personal,
family, and role adjustments often required of single parents (Burgess , 1970;
Goode , 1960). Similar behavior has been observed in groups of economically de
prived families (Besner, 1965), AFDC mothers (Glasser & Navarre, 1965), and
British single parents (Ferri & Robinson, 1974; Schlesinger, 1977). Ross and
Sawhill (1975) used the phrase "time of transition" to describe single mother
hood as a period between living in one nuclear family and another, and also as
symbolic of the changing nature of the family in American society, particularly
women's expanding roles in the labor force. They emphasized the need for a so
cial policy in regard to families that would allow mothers to improve their eco
nomic independence while maintaining a neutral stance toward support of
particular family types via family support mechanisms, such as transfer pay
ments and welfare eligibility requirements. Meyer (1978) also recognize the
changing structure of family norms and encouraged social policy and practice to
maintain neutrality toward them. However, she advised practitioners to remain
cognizant of social policy demands which may affect family functioning , and
their implications for treatment effectiveness.

Blechman and Manning's (1976) reward-cost analysis emphasized the in
fluence of classes of variables differentiating single-parent families from one an
other, as well as from two-parent families, and suggested objectives for services
to them. Central to their approach is the behavioral diversity among single-parent
families attributable to demographic characteristics, such as the gender of the
single parent, causes of parental absence, or allocation of parental roles before
marital breakup, which mediate members' behaviors. Crucial in an analysis of
the mediating functions of demographic variables are their effects on access to
rewarding and punishing consequences of the family members' performances of
various classes of behaviors. In examining the contingencies that affect single
parents, the authors provided two major contributions to the development of
this proposal: (1) a description of the role of behavior analysts in engaging in
one-parent family treatment; and (2) guidelines for intervention. Clinically ori
ented social scientists have disparaged the single-parent family's ability to pro
vide adequate role models for children's development (Freud, 1961) or have
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suggested that women cannot responsibly manage a family outside of marriage
(Deeter, 1972; Graves, 1965; Staines, Tauris, & Iayaratne, 1974; and Vilar, 1972).
Therefore, Blechman and Manning (1976) concluded that "it is not surprising
that many therapists have limited therapeutic strategies for the troubled single
parent family" (p. 63). In moving away from treatment focused on the absence of
a normal two-parent family, a behavioral treatment approach was considered to
be a viable means to change single-parent family behavior without changing
family composition.

The guiding philosophy of experimental behavior analysts seems to involve
a readiness to view demographic and ecological characteristics as setting events
(Bijou & Baer, 1966; Kantor, 1959) that selectively expose the individual to
classes of reinforcers and then selectively reinforce behaviors. Demographic char
acteristics are not uniformly viewed as causes of irreversible structural change
within the individual (Blechman & Manning, 1976). The authors expressed opti 
mism that one-parent families could raise children successfully and proposed
that their outcomes should be compared to those of other one-parent families
rather than to the outcomes of two-parent families, whose behaviors occur under
separate sets of setting events . Blechman and Manning (1976) listed the following
primary prevention and secondary intervention approaches to behavior and atti
tude change in single-parent families: (1) train the new single parent to carry out
tasks formerly accomplished by the absent parent and self-reward performance of
novel tasks; (2) train the single parent to establish personal and parental priori
ties and to use limited time, energy, and material resources wisely; (3) train to
compare outcomes to those of other single-parent families rather than to the out
comes of their idealized two-parent families; (4) prepare the single parents to
overcome obstacles to satisfactory adult social relationships; (5) capitalize on the
brief period of increased positive interaction between parent and child that may
follow one parent's departure; (6) educate the parent about the imbalanced rela
tionship that exists between single parents and children, provide the parent with
cognitions that will interfere with a exploited martyred self-concept; and (7) train
the parent and children to avoid a spiral of aversive control and avoidance dur
ing adolescent socialization.

Fathers

Parent training has proven to be effective for improving the behaviors of chil
dren with a variety of conduct problems. It has also helped educate parents about
child development; this in tum reduced the rates of abuse and neglect that occur
in many households. Much of the research that is conducted on parent training
has looked at mothers more than at fathers. Several studies have examined fa
thers' experiences with parent training programs. One question is whether or not
the presence of fathers influences the results of parent training. Over the years,
several researchers have begun examining the different effects that fathers ' pres
ence or absence in a family has on the results of parent training programs. May
argue that a father's presence in the household has no additional effect on the
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parent training, whereas others insist that the father can enhance the results of
parent training programs, or hinder the results ifhe is not invested in the success
of the program. The following will examine research which has been conducted
with the intention of answering the question of the influence of fathers on par
ent training programs.

Several studies have established that parent training classes do assist in the
education of parents and the reduction of conduct problems in children. However,
many factors influence a program's success. Children's improved behaviors do not
diminish when their surrounding environment continues to provide them with
consequences for their actions. Studies have found that the involvement of one
parent in a child management program is not as effective as having two. If one par
ent does not participate, the program's potential may lose its power because the
parent, often the father, who has not participated, will act in ways that discount
the structure of the child management program (Budd & O'Brien, 1982).

Budd and O'Brien (1982) found that fathers are more actively involved in par
ent training than has been generally recognized. Additional studies have exam
ined ways in which parents ' behaviors have influenced the results of parent
training programs . Many issues, such as parents' disagreeing on the methods taught
in the program and misunderstandings between parents about the implementation
of the treatment methods, have created problems with the results of the program.
Once misunderstandings of this nature are clarified, the results have been more
successful child treatment. Budd and O'Brien present three studies which look at
whether the father's presence in the family has a impact on the changes that oc
cur in a child's behavior after the parents have gone through a parent training
class. The first study found that parents reported significantly fewer problems
with their children after the parents had completed the program, but no major dif
ferences were seen as a result of the father's presence or absence in the family
(Budd & O'Brien, 1982). In the few situations where the father was present but not
a part of the training, the treatment methods were said to be "sabotaged" by the
father.

The second study that Budd and O'Brien discuss is a 1980 study by Firestone,
Kelly, & Fike (1980). The results ofthis study were the same as the first, in that the
families who participated in the study saw decreases in the negative behaviors of
their children. The families where a father who was involved in the parent train
ing showed significant decrease(s) in problematic behavior in one part of the
study. There were no differences between a father's presence and a father's ab
sence on other parts of the study.

Adesso and Lipson (1981) performed the third study that Budd and O'Brien
presented. The results of the study were similar to the previous two in that be
haviors changed, but no significant differences were discovered when both par
ents were part of the training.

The basic conclusion of all three of the studies was that fathers' involvement
did not have a significant impact on the effectiveness of parent training programs.
In her article titled "The effects of father involvement in parent training for con
duct problem children," Carolyn Webster-Stratton discusses a study by Strain,
Young, and Horowitz (1981) which shows that "fathers' involvement [in parent
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training programs] is an important factor in the maintenance of treatment effects"
(Webster-Stratton, 1985). The apparent lack of impact of the fathers' presence cre
ated a desire for more research. Many felt that the studies' reliability was invalid
because of the methods of data collection.

Webster-Stratton performed a study with 30 families, 18 in which the father was
involved and 12 in which the father was absent, that was geared toward determin
ing whether fathers' presence did have an effect on parent training in families. Web
ster-Stratton found that men's (fathers' and boyfriends') involvement altered their
attitudes toward their conduct-disordered children, and the changes were found in
the men one year later. In the families in which mothers and their children main
tained an improved relationship one year after the parent training program, the
fathers' presence yielded a higher number of relationships between mother and
child which were reported to have retained the satisfactory improvements. These re
sults suggest that the father 's presence helps maintain the efforts of parent training
programs. Webster-Stratton suggested that the results of the study show that the
male figure can act as a support system for the mother, to maintain the methods of
the parent training program in the family. She also suggests, however, that single
parent mothers may want to go through a parent training program with a close friend
or relative in order to create a similar support system when a man is not around to
encourage the mother to carry out the parent training techniques. Webster-Stratton
concludes that other factors such as income could have created the differences that
were found a year later, rather than the presence of a male figure.

There still seems to be a question about the importance of a father's presence
in terms of creating the best possible parent training results. One could speculate
that any individual who is invested in being trained to assist the child would suf
fice as a partner to the parent of a conduct-disordered child. One must also con
sider, however, that the presence of the father in the child's life will most likely
have an enormous effect on the effectiveness of a parent training program. Addi
tional research should look at differences among groups in which the mother has
a partner other than the husband, has the husband as a partner, or has no partner
with whom she can go through the parent training. The results of such a study
may help reveal additional information about how to continue and enhance the
positive results that come from parent training programs .

In conclusion, one must recognize that we have so far examined what dy
namics would influence a parent training program in a way that will enhance the
results of the program. The parent training programs which have been discussed
have produced desired results when the techniques were correctly followed by the
families. The presence of the father only introduced the issue of what can be done
to improve the already effective results of such programs . In selecting approaches
to use while treating families , parent training should be seen as a highly desirable
option to help accomplish the desired goals.

Parents with Substance Abuse Problems

Substance abuse is a problem that has spread throughout the United States.
Many children are abused and neglected by their substance abusing parents. Par-
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ents often do not understand what types of behaviors or activities are appropriate
for children of different ages. This often leads to unrealistic expectations being
placed on the child. The following looks at how parent training has been useful in
working with families in which a parent is abusing substances.

In an article entitled "Intervention with Cocaine-Abusing Mothers," Haskett,
Miller, Whitworth, and Huffman (1992) discuss the issue of parenting classes with
substance abusing parents. They report that parents who abuse drugs "feel less ade
quate in the parenting role; have a more authoritarian, controlling approach to inter
acting with their infants and children; and are less capable of providing appropriate
stimulation" (Haskett et al., 1992, p. 456). In a special program designed to teach co
caine-abusing mothers parenting skills , mothers learn about bow their cocaine
exposed babies are easily stimulated. They are taught how to comfort their children
without overstimulating them. The mothers are also taught to look for specific signs
that would show that the child was becoming overstimulated. The mothers are fur
ther taught such skills as stress management, controlling their anger or frustration,
and planning ahead for both their baby's care and their own.

DeMarsh and Kumpfer (1985) note that parent training is now considered a
necessary component of any comprehensive prevention plan that can affect a wide
range of social and health problems, including child abuse and neglect, juvenile
delinquency, childhood mental health problems and behavioral problems, and
substance abuse.

They go on to elaborate that practitioners are beginning to use parent train
ing methods in order to enhance the work they do with children. By involving
parents in the process, the effectiveness of their therapy improves when the par
ents are conducting the same therapeutic strategies at home (DeMarsh & Kump
fer, 1985). The parents are taught skills such as attending to children, reinforcing
behaviors, using appropriate discipline, behavior management, raising a child's
self-esteem, improving the family 's communication, and assisting children in
performing well at school. They are then given homework assignments to help es
tablish the new skills.

DeMarsh and Kumpfer (1985) report that some see parent training with an in
dividual as less effective than training an entire family. Family training techniques
also exist. Behavioral sessions with both the parents and the children enable ther
apists to observe how the parents interact with their children. This proves to be a
strong advantage for therapists working with dysfunctional families . Several stud
ies have found family sessions to be effective alternatives to individual parent
training.

Azar (1989) has examined the historical background of child abuse and parent
training. She states that parents who are typically labeled as child abusers often
"demonstrate low cognitive functioning, are poorly educated, and come from low
socioeconomic backgrounds" (p, 420). She states that behavioral therapists had
found that parent training proved to be effective over a short period of time with
dysfunctional families. In the 1970s, behavioral therapists began to apply parent
training techniques with abusive parents. Azar writes of the importance of parent
training that addresses not only the abuse of the child, but also the lack of parental
responses that guide the child toward alternative behaviors that would be seen as
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appropriate by the parent. Parents must be taught what responses by children are
developmentally appropriate. Many adults expect children to respond in ways
that are characteristic of adults. To do so sets the child up to fail, which often leads
to their abuse by the parent holding the expectation.

Azar (1989) has observed that abusive parents have been shown to have
higher levels of unrealistic expectations of their children, to overgeneralize nega
tive ratings of child behavior, to ascribe more negative intention to children's be
havior even in situations where they are not at fault, and to have significantly
poorer problem-solving ability. Moreover, the fact that abusive parents have been
shown to have significantly lower levels of interaction, especially positive inter
action, with their children supports the idea that these parents may find contact
with their children more aversive.

Parent training provides abusive parents with alternative, nonabusive ways to
discipline their children, methods that can be used to shape the child's environment
so that the need to punish is decreased. Parents are taught stress reduction techniques
for themselves. This allows them to manage their children when their own stress lev
els are low. Reinforcement, extinction, time-out, and response-cost procedures are
other methods which could be taught during parent training sessions (Azar,Benjet,
Fuhrmann, & Cavallero, 1995; Azar, Robinson, Hekimian, & Twentyman, 1984).

Azar (1989) suggests that when working with abusive families it is important
for the parent trainer to keep the child's safety as the primary concern at all times.
At each treatment, clinicians should ask themselves whether or not they suspect
any maltreatment. Azar stresses the importance of therapists receiving consulta
tion and of being aware of clinical biases or denial about families whom they
would not suspect of being abusive (e.g., middle- and upper-class families , and
families who are not of minority status).

According to Azar (1989), many abusive parents frequently have borderline
or retarded cognitive functioning levels, which makes it difficult for them to un
derstand the techniques that are being taught. If parents are high on a substance,
the same results would most likely occur. In some situations, the cognitive skills
are not so limited; however, the parents often have low levels of education and
are therefore unable to read the material they are given in parent training ses
sions. Parent training can be provided to these individuals, but it may be nec
essary to treat them individually in order to produce the same results. Many
parents have histories of maltreatment by their own parents, and many of the
techniques that are introduced to them trigger memories of the earlier abuse. In
these situations, it is often necessary to help the parents cope with their own
memories before teaching them new techniques with their children. Finally,
Azar discusses the importance of teaching parents anger control skills . In many
situations, the behaviors they are trying to eliminate, with extinction, for exam
ple, will increase before they decrease. The parents must have training that will
allow them to cope with this increased behavior and will keep the child safe
from lashing out by the parent. When a parent is abusing substances, this pro
cess may take longer.

Cognitive restructuring and problem solving are also discussed by Azar
(1989). She states that it is important for parents to understand the relationship be-
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tween their thoughts and their responses. With such an understanding, parents are
able to work on cognitive restructuring. This process assists the parents in recog
nizing their unrealistic expectations of their children, or may help increase their
problem-solving skills.

Stress management and anger control training are other areas that Azar (1989)
highlights as being important parts of the parent training process. Many parents
are able to control their stress, but it is control of their anger that often presents
problems that lead to abuse. Training parents to recognize signals that occur before
the abuse starts helps to reduce abusive behaviors. Recognizing and pinpointing
warning signs is often the most difficult part of this intervention for abusive par
ents. As Azar writes, parents will often say "it just happened." Such techniques as
role-playing, guided imagery, and reading scripts have been used to assist parents
with the difficult and confronting process. Again, substance abusing parents may
take longer to get through this process. Often they may understand what they are
taught in the parent training session; however, their cognitive functioning will be
so grossly distorted while under the influence of substances that not all of the in
formation they have learned will not be accessible to them.

Azar (1989) details additional techniques that have been used in parent train
ing. One technique teaches families about the use of rewards, consequences, and
modeling. Another-the combination approach-included interventions such as
desensitization to children's behaviors , targeting situations which are most likely
to lead to stress, and child-proofing homes . The results of the combination treat
ment were positive, but it was difficult to isolate the relevant treatment variables.

Parent training may be presented in several ways. It is often more effective
when the primary caretaker is the only one to receive treatment. For other fami
lies, family treatment has been more effective in eliminating some of the abusive
behaviors. Regardless of how the parent training is delivered, it has consistently
assisted in eliminating abusive behaviors. Parents who are substance abusers may
forget the information when they are under the influence of a substance, but the
studies have shown that substance abusing families are also positively influenced
by parent training techniques. Educating parents about appropriate children's de
velopmental behaviors, as well as the options that exist in terms of responding to
their children, will assist in the healthy development of family bonds and rela
tionships. It will also assist in reducing the rate of child abuse in the United
States , and will provide positive alternatives to families who incorporate the par
ent training into their daily lives .

Discontinuance

A potential problem in any parenting program is discontinuance. Baekeland
and Lundwall's (1995) exhaustive critical review of disengagement in many types
of helping interventions presented three ways to conceptualize attrition: (1) demo
graphic , personality, and clinical factors of the client; (2) variables of the thera
pist's personality, attitudes toward clients, and therapeutic style; and (3)variables
related to environmental factors. Of particular relevance to this program are the
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setting events which may affect parent participation and family functioning, per
ceptions of the therapists' roles by the parents, and parent attitudes toward their
own roles as therapists, a unique component of the program. Treatment literature
includes studies of motivation (Ripple, 1957), predictive factors in the initial in
terview (Blenkner, 1954), types of social environments that may influence disen
gagement (Mayer & Rosenblatt, 1964; Rosenblatt & Mayer, 1966), and a description
of the process of securing and receiving services from the client's perspective
(Mayer & Timms, 1970) that contributed to the form and content of the follow-up
interview.

Extensive reviews of continuance-discontinuous (C-D) studies revealed
that considerable efforts have been expended on issues in one-to-one psy
chotherapeutic treatment approaches (Baekeland & Lundwall, 1995 ; Bostwick,
1977; Garfield, 1978). Bostwick (1977) found only one behavioral article that
mentioned C-D in parent-child problems (Thomas & Walters, 1973), and, in
five studies that directly examine C-D in parent-child treatment, behavioral ap
proaches were not used and parents were excluded from the samples (Clement,
1964; Lake & Levinger, 1960; McAdoo & Roeske, 1973; Ross & Lacey, 1961;
Williams & Pollack, 1964). In discussing the paucity of attrition studies in be
havior therapy, Garfield (1978) speculated that "since many . .. are planned in
vestigations of therapy outcome, little attention is focused on dropouts ; rather,
the emphasis is placed on filling the vacated slots in the different subject
groups" (p. 210).

One parent training study (Bernal, North, & Kreutzer, 1974) directly exam
ined C-D with single- and two-parent families , and only a few studies even re
ported dropout rates (Cohen, 1970; Eyberg & Johnson, 1974; Morrey, 1973;
Patterson, 1973a; Rickert & Moore, 1970; Stuart & Tripodi, 1971) . Results of two
studies of procedures used to identify problem children indicated that excuses
were related to dropping out, and cooperation with early procedures predicted
continuation (Bernal et al ., 1974). Although the program was not designed to
teach the parents child management skills, the results are relevant to evaluating
participating in training: (1) associations between single- and two-parent family
membership and phase completion or completion of the entire identification
process were insignificant; (2) parents who did not ask for help were more likely
to drop out of the program at its outset; (3) time demands and delays in service
delivery may increase attrition; (4) parents are more likely to keep home than of
fice appointments; (5) staff expenditure of effort in soliciting parental coopera
tion may affect continuance. Measures of client satisfaction, parent perceptions
of problem severity, and the extent of the child's problems were recommended
for a comprehensive evaluation of services. In conclusion, Bernal and associates
(1974) predicted that to recruit 22 families to complete the identification process,
workers would have had to send letters to 1800 families, of which 50 would meet
entrance criteria, considering the 56 percent dropout rate from the two studies (p.
63): Parent training attrition rates have been reported as high as 70 percent, but
these figures are not necessarily higher than those of other types of parent treat
ment programs (Bernal, 1971), and basically reflect a failure to engage the parent
initially.
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The concept of parents as therapists for their children has been widely used
by behavior analysts and has been reviewed for its effectiveness (Berkowitz & Gra
ziano, 1972 ; Johnson & Katz, 1973; O'Dell, 1974), research methodology (Gelfand
& Hartman, 1968; Pawlicki, 1970), generality of treatment effects (Forehand &
Atkeson, 1977) , and effectiveness compared to other treatment models (Anchor &
Thomason, 1977; Tavormina, 1974). Four major areas of experimentation are rele
vant to the program: (1) investigation of currently accepted treatment procedures
and their effects (Christopherson, Arnold, Hill , & Quilitch, 1975 ; Herbert et al.,
1973 ; Pinkston & Herbert-Jackson, 1975; Wahler, 1969a, b, Wahler, Winkel, Peter
son, & Morrison, 1965; Wetzel, Baker, Roney, & Martin, 1966); (2) investigation of
parent training in the home (Bernal et al., 1968 ; Budd, Pinkston & Green, 1973;
Hawkins, Peterson, Schweid, & Bijou, 1966; Levenstein, Kochman, & Roth, 1973 ;
O'Leary, O'Leary, & Becker, 1967); (3) treatment of parent-child interaction prob
lems via a clinic approach (Bernal, 1971; Budd et al., 1973; Hanf, 1968; Henderson
& Garcia, 1973; Russo, 1964 ; Zeilberger, Sampen, & Sloane, 1968); and (4) appli
cation of parent training research criteria to the treatment of single-parent families
(Berkowitz & Graziano, 1972; Bernal et al., 1974; Blechman & Manning, 1976;
Forehand & Atkeson, 1977; Johnson & Katz, 1973; Patterson, 1973a, 1974b; Patter
son et al., 1975).

Extension of procedures supported by existing two-parent family training
data to single-parent families appeared feasible because "in nearly all papers
the mothers were the primary objects of training and bore the major responsi
bility for carrying out the home programs," (Berkowitz & Graziano, 1972, p.
465) . A glaring omission in the parent training literature has been concern for
the effects of parent demographic characteristics on training (O'Dell, 1974),
which severely limits the generalizability of the results. Identification of sin
gle parents in training reports has usually been confined to their inclusion as a
few members of a larger group of two-parent families (Bernal et al., 1972; Ey
berg & Johnson, 1974; Karoly & Rosenthal, 1977; Patterson et al ., 1975), and out
comes have rarely been analyzed according to family composition variables
(Patterson et al., 1975). The lack of systematic evaluation of variables affecting
parent participation and success rates for different types of families may be ex
plained by the primary thrust of parent training to date: the efficacy of change
procedures for various classes of child behaviors, such as aggression (Patterson
et al., 1975), noncompliance (Forehand, King, Peed, & Yoder, 1975; Peed, Rob
erts, & Forehand, 1977), and toilet training (Foxx & Azrin, 1973a, b) . Family
characteristics which may affect participation have been viewed as secondary
to recruiting families with children who exhibit the specific behaviors under
investigation. O'Dell (1974) ascribed sampling problems in parent training to
using volunteers as subjects, which may account for parent diversity but does
not preclude consideration of variables affecting differential treatment out
comes. Although the field of parent training is moving toward the study of
planned generalization of behavior change (Stokes & Baer, 1977), there is an
accompanying emphasis on the differential effects of training procedures for
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parents whose ability to participate in programs may be affected by a variety of
conditions associated with family composition.

Drawing from the basic tenets of social learning theory and parent training re
search, the Parenting Training Program extends the application of home-based
contingency management programs to families. Grounded in learning theory (Skin
ner, 1953, 1969) and applications of the theory to child development (Bijou & Baer,
1965), the program assumed the primacy of the parent as a source of social and
material consequences affecting children's behavior in the home (Patterson,
1973b). Therefore, undesirable child behavior was seen as partially caused by the
interaction of the child and parent, and the locus of intervention entailed training
the parent as a therapist for his or her child (Berkowitz & Graziano, 1972; Johnson
& Katz, 1973; O'Dell, 1974). Three principles are implicit in a social learning, or
behavioral, approach to parent training programs: (1) most of a child's behavior
(maladaptive and desirable) is maintained by its effects on the natural environ
ment and can be most effectively modified by changing the reinforcing contingen
cies supplied by the social agents who live with the child (Berkowitz & Graziano,
1972; Peine, 1969); (2) demographic and ecological characteristics are setting
events that selectively expose an individual or family to classes of reinforcers and
that selectively reinforce behavior, but do not cause irreversible personal or group
structural changes (Bijou & Baer, 1966; Blechman & Manning, 1976; Kantor, 1959);
and (3) actively training parents to be future problem-solvers rather than future
service seekers describes a delivery system based on prevention (Berkowitz &
Graziano, 1972; Ojeman, 1967; Walder et al., 1971). A constructional approach to
behavior change (Goldiamond, 1974) underscored intervention strategies focused
on providing reinforcement for attractive behaviors that are incompatible with un
desirable ones.

The parenting literature has shown many practical benefits: reduced child
abuse behavior, reduced delinquent behaviors, less mental illness in children, and
improved quality of life. We will be discussing good parent training practices that
will (1) develop more targeted assessment of parents to determine their deficits
and strengths, (2) decide the best point of entry for parents to receive training, (3)
replace the "one size fits all " model of parent training with a more focused ap
proach to specific parent problems, and (4) use outcome measures that will be
more useful to workers and the juvenile court for making decisions regarding par
ent fitness. Goals designed to correct existing problems in parent training are to (1)
facilitate the transfer of skill from training class to home, (2) extend the effect of
training over time, and (3) teach the mother to evaluate her own skills. To accom
plish these aims we will institute more structured evaluation during home visits,
increase the opportunities for mothers whose children are in foster care to practice
parenting skills in supervised visits, and add booster sessions, following termina
tion, at 1 month, 3 months, 7 months, and 12 months.

The guiding philosophy we will use in selecting parent training methods in
volves a readiness to view demographic and ecological characteristics (Bijou &
Baer, 1966; Kantor, 1959) as not causing irreversible pathology within the indi
vidual (Blechman & Manning, 1976). Parent training selectively exposes the indi
vidual to experiences that support desired behavioral outcomes, that is, improved
parenting skills and better child developmental repertoires.
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Graziano and Diamet (1992) note that the main thrust of parent training with
child abuse and neglect has been to alter aggressive behavior toward the child.
They found 17 studies with abusive and neglectful parents that showed promise.
They point out, and we agree, that more studies should be conducted on parent
training that focuses on the positive skills that are needed to care for their children.
For instance, using public school records, George, Van Voorhis, Grant , Casey, &
Robinson (1992) discovered that more than six times as many foster children
receive special education than reported to Illinois Department of Children and
Family Services (IDCFS). We infer from this that it is likely that many parents of de
velopmentally delayed children could benefit from parent training that teaches
them to understand their children's problems and how to work with them. In some
cases developmental disability may be environmentally caused and , therefore, fos
ter parents and biological parents need additional training to learn to work with the
children. This is also true in the area of emotional and medical disabilities.

Parent training is a substantial source of innovation that could be incorpo
rated in the child welfare endeavor (see Graziano & Diamet, 1992; Polster, Dangel,
& Rasp, 1987).

TRAINING METHODS FORPARENTS

A few studies teaching counting and recording skills (Cohen, 1970) and be
havioral vocabulary rather than contingency management skills (Lindsley, 1970)
may influence participation, but the bulk of parent training research concerned
with factors involved in discontinuance has concentrated on identifying incen
tives to encourage parents to complete training programs . Services for the parent
contingent on engaging in child-related tasks (Patterson & Reid, 1970; Stein &
Gambrill, 1976a, b), payment of a contract deposit refundable upon completion
oftask assignments and training (Eyberg & Johnson, 1974; Patterson et al., 1975),
and group training as a means of multiple reinforcement for attendance (Rose,
1977) have been shown to facilitate participation. Parental cooperation and mo
tivation have also been considered important for successful training (Bernal et
al., 1968 , 1972; Wagner, 1968), and parents with schizophrenia and mental retar
dation have usually been excluded from training (Karoly & Rosenthal, 1977; Pat
terson et al., 1975; Wiltz, 1969). However, the effectiveness of parent training
procedures and the specific reasons for discontinuance are often vague . O'Dell
(1974) offered limited evidence in drawing two conclusions regarding the effi
cacy of parent training: (1) verbal learning approaches sometimes require more
highly educated parents (Patterson et al., 1973; Saliinger et al., 1970); and (2)
programs that emphasize actual behavioral learning, and tailored programs, can
produce desired results in a wider range of parents (Bernal et al., 1968). Although
Patterson and associates (1975) claimed that "poorer treatment outcomes tended
to be obtained with father-absent families," (p, 61), the conditions affecting their
results were not fully described. Interactive effects of training techniques and
individual parent characteristics may further increase diversity in treatment
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outcomes (Gelfand & Hartman, 1968) , even among ostensibly homogeneous
groups, such as single parents. The objectives of this program included collecting
not only observational data from participants to assess the effects of child man
agement procedures on the children's behavior, but also follow-up interview data
from all program entrants to describe the conditions that may have affected par
ent participation.

The concept of parents as therapists for their children has been widely used,
reviewed for its effectiveness (Berkowitz & Graziano, 1972; Johnson & Katz,
1973 ; O'Dell, 1974), research methodology (Gelfand & Hartman, 1968; Pawlicki,
1970), generality of treatment effects (Forehand & Atkeson, 1977), and effec 
tiveness compared to other treatment models (Anchor & Thomason, 1977;
Tavormina, 1974) . Four major areas of experimentation are relevant: (1) investi
gation of currently accepted treatment procedures and their effects (Christo
pherson et al., 1975; Herbert et al., 1973; Pinkston & Herbert-Jackson, 1975;
Wahler, 1969a b, Wahler et al., 1965; Wetzel et al., 1966); (2) investigation of par
ent training in the home (Beral et al., 1968; Budd et al., 1973 ; Hawkins et al.,
1966 ; Levenstein et al., 1973; O'Leary et al., 1967); (3) treatment of parent-child
interaction problems via a clinic approach (Bernal, 1971; Budd et al., 1973;
Hanf, 1968 ; Henderson & Garcia , 1973; Russo , 1964 ; Zeilberger et al. , 1968) ; and
(4) application of parent training research criteria to the treatment of single-par
ent families (Berkowitz & Graziano, 1972;, Bernal et al., 1974; Blechman & Man
ning, 1976; Forehand & Atkeson, 1977; Johnson & Katz, 1973; Patterson, 1973a,
1974b; Patterson et al., 1975).

TRAINING METHODS FOR WORKERS

We regard staff training and supervision as key to any successful improve
ment in child protective service delivery. Service workers must be trained to
strengthen families to prevent unnecessary out-of-home placement of children
and to develop and implement acceptable permanency plans. We endorse and
will incorporate the recommendations of the report "Review and Revision of
Training Chapters Reform Panel" (April, 1993). As noted in Illinois Department
of Children and Family Services' (IDCFS) response to the panel report, "Review
and Revision of Training Chapters Reform Panel Recommendations," many of
the structural changes suggested are under way. In the panel's report they state
that, "Training should always reflect the service needs of the clients , the sup
port needs of the workers and respect for the inclusion of cultural diversity" (p.
15). We also endorse their recommendation that all new workers receive Core
Training. We intend to use their report, which contains excellent suggestions for
the structure of core training that would involve (1) the core would be split into
two mandatory components, Core I and Core II; (2) Core would occur immedi
ately upon hiring, take 12 weeks, and cover the broad conceptual areas of as
sessment, protection, documentation, and cultural competency. Core II would
include skill-building more closely related to the workers' specific needs and
would be selected by the workers and their supervisors . To the suggested Core I
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curriculum we would add values and ethics; skills for client and family en
gagement, especially as related to involuntary clients; task analysis; problem
solving; behavior management; and education based on the perspective that
children preferably should he maintained in their homes, but that regardless of
location they should be provided with stability that will allow education and
ongoing relationships.

Skills for Workers

All skills required are beyond the scope of this paper but a preliminary list is
provided by Maluccio, Krieger, and Pine (1990):

• Assessing and utilizing family strengths
• Assessing, modifying, and using the environment
• Assessing severe pathology, chronic substance abuse , the potential for vio

lent behavior; goal planning, including setting clear , specific, and limited
goals on the basis of careful assessment

• Using time frames and setting time limits
• Decision making; contracting with families
• Combining concrete and clinical services
• Using informal as well as formal helping resources
• Teaching life skills, especially skills in parenting, problem solving, negoti 

ation, communication, behavior management, and mood management
• Collaborating with a variety of service providers
• Understanding and working with the policies, rules, and procedures of a

variety of child welfare programs
• Tailoring services to the needs of each family, with flexibility in the use of

self on the part of the worker, in accessibility of worker, in location of ser
vice, and in selection of strategies

• Offering crisis intervention services
• Providing intensive services
• Responding quickly to a family's direct or indirect request for help
• Engaging families in their home settings
• Using termination as an aid in empowering families, and facilitating net

working and referrals to ongoing services when needed

One of the great weaknesses in most child welfare staff training systems is the
lack of attention to existing staff training literature. The current training literature
describes a number of techniques for transferring skills learned in group sessions
to the home and community. The absence of this transfer has been one of the most
serious problems in the delivery of this treatment approach. Effective staff training
produces staff who are knowledgeable about and competently trained in the ap
plication of behavioral procedures. In this chapter, special care is taken to distin
guish between initial staff training and procedures for the generalization and
maintenance of training knowledge and skills (Hersen & Bellack, 1978). Tradi 
tional staff training methods have included lectures, discussions, readings, films,
and slides (Hersen & Bellack, 1978). These techniques are often informative about
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general behavioral principles and the global outline of interventions (Cuff, 1977;
Delamater, Conners, & Wells, 1984; Gardner, 1972). However, their effectiveness in
promoting the acquisition and employment of intervention skills is, at best , equiv
ocal. For example, a few studies note at least some positive effects on caregiver
skills (Cuff, 1977), but many others find that such techniques have little or no ef
fect in developing behavior-management skills (Bernstein, 1982; Delamater et al. ,
1984). Significantly, however, several studies find it possible to greatly augment
the positive impact of such instructional methods by supplementing them with
other more experiential techniques (McMahon, Forehand, & Griest , 1981). Among
the most notable of these experiential techniques are role-playing (Gardner , 1972),
modeling, and feedback. Numerous studies have now tested packages of these
methods, for example, role-playing, modeling, and feedback; training manuals,
modeling, and feedback; lecture and discussion, modeling, rehearsal , and feed
back; lecture, case examples , and role-play; and in-service role-play, modeling, re
hearsal, feedback, and reinforcement (Delamater et al., 1984). These studies make
it evident that a variety of quite effective methods are now available for teaching
behavior-change skills.

In addition to the initial acquisition of knowledge and practice skills, there is
the matter of generalization, or transfer of new learning from the convenient set
tings where it is taught to the problematic settings where it is needed. The proce
dures that can greatly enhance generalization (and maintenance) may be (and
optimally would be) incorporated into the initial training, or, if necessary, could
be made part of subsequent maintenance procedures. When that is done well, the
resultant generality of behavior-management skills greatly increases the probabil
ity that new problems will be solved soon after they arise , that new clients will be
effectively included as they enter the setting, and that new skills will be main
tained at effective levels over time.

Demonstrations of such generality built into initial training processes include
generality across problems , generality across clients, and temporal generality (Griest,
Forehand, Rogers, et al., 1982). However, a problem with many of these studies is
that their assessment of that generality (especially maintenance) was often done
far less rigorously than their assessment of the effectiveness of their teaching tech
niques. In addition, even when we trust their summary conclusions, we rarely can
see which parts of their complex packages were responsible for that very attractive
outcome.

In light of that uncertainty, and considering the need for strong maintenance
after any initial training, posttraining is a useful additional or complementary
process. It may take the forms of public posting, practice, and feedback; modeling;
planning activities, feedback, and reinforcement; fading out (Herbert & Baer,
1972); and self-monitoring, self-evaluation, and self-reinforcement. Ofthe studies
just mentioned, those that show desirable maintenance of their newly taught skills
also employed multiple techniques-a training/maintenance package. Most of
these packages included some form of instruction, guided practice, and immedi
ate feedback. We see the desirability of the multimethod approach, probably with
instructions, some form of practice, and some form of feedback about that practice
as its major components.
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Our review of parent training in child welfare shows that too often there
was little in the way of specific plans regarding training (Wolfe, 1985). Most pro
grams seemed to focus primarily on anger control and child management. In
general there were no specific plans for dealing with the problems of parents of
special needs children or parents with specific problems such as alcohol or drug
abuse. The vast number of cases referred to the Illinois Department of Children
and Family Service are for neglect. In addition, many of the children in the child
welfare system have developmental disability problems; therefore, it would
seem that a different focus is called for in the development of contracts. The cur
rent contracts are essentially nonspecific in focus, Even basic requirements for
information such as the following are missing in most contracts: number of fam
ilies, number of classes, curriculum, percentage of attendance, and percentage of
completion.

Such basic questions as the following about the parenting groups are not re
quired in most proposals: (1) What assessment is used to determine the lack of
parenting skills? (2) Does assignment to parenting class involve an assessment of
parents' abilities to participate and learn? (3) What is the mental stability of the
parent? (4) Is there drug use or the management of drug use by the parent? It is im
portant to state these issues and to analyze their functional relationship to parent
ing skills .

Other questions that need to be answered are listed: Is the parenting program
problem specific? What are the problems to be addressed in training? How does
the parent need to change? Is changing behavior a goal? What behaviors will be
changed? What are the interventions that will be used to achieve these changes?
Are both the child and the parent involved in the training? Are there provisions
for additional services such as mental health services and substance abuse pro
grams? Is there an evaluation component, that is, how does the agency know if it
has met its goals? How would specific behavioral improvement on the part of the
parent be measured? How would developmental and behavioral progress on the
part of the child be measured? Is there a home visit component to the program? If
so, describe the visits: frequency, length , tasks to promote generalized training. By
and large the contracts are too general and do not foster the development of parent
training innovations. More seriously, they do not offer a clue as to whether or not
the program has any of the characteristics of parenting programs that have been
shown to be effective.
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Parents with Intellectual
Disabilities

Implications and Interventions

MAURICE A. FELDMAN

One group of parents singled out more than any other for being at risk for child mal
treatment are parents with intellectual disabilities. This chapter summarizes the re
sults of our 15 years of research and clinical practice with these families. We
describe (1) the parents, (2) the impact on children raised by parents with intellec
tual disabilities, and (3) a home-based parent education program designed to in
crease parenting skills and decrease the risk of child neglect and developmental
problems. Most identified parents with intellectual disabilities have IQs between
60 and 80 and have been labeled as having mental retardation. Some are so labeled
despite having IQs above 75, the accepted cutoff for a diagnosis of mental retarda
tion (American Psychiatric Association, 1994; Luckasson et al., 1992). In this chap
ter, the term "intellectual disabilities" will be used to describe persons with IQs
less than 80 who are considered by the social service system to have mental retar
dation (Mercer, 1973). Parents with intellectual disabilities routinely have their
children removed from their care, often without evidence of child maltreatment
(Hayman, 1990). Concerns about parenting by persons with intellectual disabilities
center more on physical and psychological neglect than physical and sexual abuse.
In the United States and Canada, about 80% of these parents have their parenting
rights terminated, primarily because of actual or potential child neglect (Feldman,
Case, & Sparks, 1992; Feldman, Sparks, & Case, 1993; Seagull & Scheurer, 1986;
Taylor et al. , 1991). To some extent this high percentage may reflect society's bias
toward these families, but it also likely reveals serious parenting difficulties in the
absence of (and sometimes with) community supports and services .

For various reasons there is likely to be an increase in the number of parents with
intellectual disabilities. Virtually every person with intellectual disabilities now
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grows up in a family environment; many adults have never been institutionalized, or
have been living in the community for many years. Not surprisingly, these individu
als have developed a set of status quo family values; they are aware of, and may wish
to exercise, their full rights as adult citizens, including the right to be parents (Hay
man , 1990; Vogel, 1987). Most jurisdictions have banned involuntary sterilization
and repealed discriminatory marriage laws. Judges are beginning to question the pre
sumption of parental incompetence based solely on IQ in the absence of additional
evidence of risk to the child and are making more custody decisions in favor of the
parents (Hayman, 1990; Vogel, 1987). Because of court challenges and research, the
child welfare and social service systems are recognizing that many of these parents
may be able to provide adequate child care ifprovided with specialized services and
supports (Feldman, 1994).

CHARACfERISTICS OF FAMILIES WITH PARENTS
WHO HAVE INTELLECfUAL DISABILTIES

There have been few studies of the qualities of families in which one or both
parents have intellectual disabilities. Research has focused on parents who had al
ready come to the attention of the child welfare and social service systems. Ac
cordingly, we do not know to what extent the findings are representative of the
population of parents with intellectual disabilities in general. Identified parents
with intellectual disabilities probably have the potential to provide adequate child
care (with appropriate supports and training), or have sufficient community
awareness and self-advocacy skills to obtain legal representation when their child
is taken into custody. Parents with more severe developmental disabilities are not
likely to be given the chance to be parents, because of the clear danger to the child.
Conversely, parents with intellectual disabilities who have acceptable parenting
skills and greater cognitive capacities may never come to the attention of, or be of
concern to, the child welfare and social service systems.

Research in this area has concentrated on mothers with intellectual disabilities
who are typically the primary child-care providers; much less is known about the
fathers. Based on characteristics of samples from existing published reports and our
database of about 200 families, it appears that when they were children, many par
ents with intellectual disabilities were victims of abuse or neglect. Most were labeled
as having mental retardation when they were in school and consequently received
special education services. Currently, they still are (often inappropriately) consid
ered as having mental retardation, impoverished, stigmatized, unemployed, and live
in substandard housing. These families usually receive numerous services and are
under the surveillance of child protection agencies (Walton-Allen& Feldman, 1991).

Child-CareSkills

Despite the concerns about the parental incompetency of adults who have
cognitive limitations, few studies have objectively evaluated their parenting skills.
Using parenting skill observational checklists developed with the input of pedi
atric health-care professionals, we compared the performance of parents with
intellectual disabilities referred to a parenting education program, to parents with-
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out intellectual disabilities from both low and middle socioeconomic status (SES)
families on a variety of child-care skills. The results are presented in Figure 1. As
can be seen, across all skills observed, the parents with intellectual disabilities
showed significantly lower performance than parents without intellectual disabil
ities (p < .05). The parents with intellectual disabilities scored significantly less in
feeding, washing hair, sleep safety, cleaning baby bottles, and nutrition. However,
typically they scored above 50%, signifying that they had partial skills. Notice that
for the parents without intellectual disabilities , the overall mean percentage cor
rect was 85%; for no skill observed did the mothers without intellectual disabili
ties have a mean score of 100%. These findings helped us to establish reasonable
guidelines for setting child-care skills training criteria by social comparison
(Kazdin , 1977).

Parental Stress and Depression

Given their often considerable and varied adverse historical and contemporary
experiences, parents with intellectual disabilities are likely to be under consider
able stress and may be depressed. Negative parenting and child outcomes are re
lated to both parental stress (ernie, Greenberg, Robinson, & Ragozin, 1984;
Forehand, Lautenschlager, Faust, & Graziano, 1986; Webster-Stratton, 1988; Wein
raub & Wolf, 1983) and depression (Forehand et a1., 1986; Hammen et al., 1987;
Hops et a1., 1987; Seifer, Sameroff, & Jones, 1981). There is reason to believe that
parents with intellectual disabilities are under stress related to (among other
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Figure 1. Mean percentage correct child-care skill performance of mothers with and without intellec
tual disabilities.
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things): poverty, inadequate and crowded living conditions, stigmatization, being
in an abusive relationship, and threat of child removal.

We (Feldman, Leger, & Walton-Allen, 1997) orally administered the Parenting
Stress Index (Abidin , 1990) to 82 mothers with intellectual disabilities (IQ range:
57-80) and found that, compared to the normative sample, they reported experi
encing clinically significant stress (~ 80th percentile). Parenting stress signifi
cantly escalated as the child matured from infancy to preschool to school age (p <
.05). The mean Parenting Stress Index child domain stress score of mothers of in
fants and preschoolers was in the 90th percentile, but rose to the 99th percentile
for mothers with school-age children. With respect to depression, Walton-Allen
(1993) found that 62.5% of 40 mothers with intellectual disabilities had clinically
significant depressive symptomatology as measured by the Beck Depression In
ventory (Beck, Ward, Mendelson, & Erbaugh, 1961). Thus, it is conceivable that
many ofthe problems seen in parents with intellectual disabilities and their chil
dren may be related to psychosocial distress that these parents face in addition to
parenting deficiencies related to cognitive impairment.

Parental Stress and Social Support

Parents without intellectual disabilities who have children with develop
mental disabilities or chronic illness may also face considerable stress. In these
families social support is negatively correlated with parental stress and may
buffer the effects of the strain of raising a child with disabilities (Dunst, Trivette,
& Cross, 1986; Minnes, 1994). No study has yet to examine the relationship be
tween stress and social support in parents with cognitive impairments. In an
other study with 18 mothers with intellectual disabilities, we found a significant
negative relationship between overall social support as measured by a modified
version of the Interpersonal Support Evaluation List (Cohen & Hoberman, 1983)
and the Parenting Stress Index total stress score (r:;: -.49, p < .05). The correla
tions with another measure of social support, the Parenting Social Support Index
(Telleen, Herzog, & Kilbane, 1989), revealed that the parent's satisfaction with her
support network was negatively correlated with parental stress (r= - .55, p < .05),
but size of the support network was not. The parents' ratings of need for social
support were positively correlated with parenting stress (r =.66, P < .01). Satis
faction with, but not size or need of, social support was correlated with maternal
positive interactions (r= .53, p < .05). Further research is needed to determine to
what extent parental stress affects the abilities of parents with intellectual dis
abilities and whether interventions would be more effective if they included
strategies to help these parents cope more adaptively with their seemingly in
evitable stressful life events.

CHILDREN OF PARENTS WITH INTELLECfUAL DISABILITIES

Evidence is mounting that children of parents with intellectual disabilities are
themselves at risk for developmental delay. Reed and Reed (1965) examined 7,778
children genetically related to 289 Caucasian residents of a Minnesota institution
for persons with mental retardation and found the occurrence of mental retarda-
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tion in children born to two , one , and zero parents with mental retardation to be
40% ,15% , and 1%, respectively. Children of parents with low IQ were found to
be at high risk for developmental delay among inner-city African Americans (Gar
ber, 1988), in Sweden (Gillberg & Geijer-Karlsson, 1983), and in Northern Ireland
(Scally, 1973). Brandon (1957) did not find a higher incidence of intellectual delay
in offspring of parents with mental retardation in England.

Infants

In Canada, we (Feldman, Case, Towns, & Betel, 1985) studied 12, 2-year-olds
of Caucasian mothers with intellectual disabilities and found that the children's
mean score on Bayley Scales of Infant Development Mental Development Index
(Bayley, 1969) was 84, which was significantly lower than the test mean of 100.
An item analysis of the Bayley indicated that the most serious delay was in lan
guage. Physical development was not significantly below the mean. Child mental
development scores were highly correlated with the quality of home environment
and maternal interactions as measured by the Caldwell Home Observation for the
Measurement of the Environment (HOME) Inventory (Caldwell & Bradley, 1984).

In a recently completed cross-sectional study of 86 infants of parents with intel
lectual disabilities, we found that not only was the mean BayleyMental Development
Index score significantly below lOa, but also there was a significant decrease from a
mean of 86.3 to 77.8 from 6 to 23 months of age (ps< .05). Unlike the earlier study, the
Bayley Psychomotor Index was also significantly delayed in our larger sample (p <
.05), although the decline in this scale from a mean of 87.3 to 81.7 was not statistically
significant. Similar findings were obtained in a longitudinal analysis of 33 children.

School-Age Children

What happens to children of parents with intellectual disabilities during the
school years? To begin to answer this question, we (Feldman & Walton-Allen,
1997) attempted to rectify some ofthe problems of previous research documenting
the effects of being raised by parents with intellectual disabilities. First, to con
trol for the possible detrimental effects of poverty, we compared a sample of
school-age children (n =27) whose mothers had intellectual disabilities to simi
larly impoverished children (n =25) whose mothers did not have intellectual dis
abilities. Second, to ensure that the mothers with intellectual disabilities clearly
met the generally accepted intellectual criterion for a diagnosis of mental retarda
tion, we included mothers in this group only if their adult IQ was below 70. Third,
to reduce selection bias , we did not approach child welfare agencies for referrals
of known child maltreaters. However, if we subsequently found that child welfare
was involved, we did not drop the family from the study. Fourth, to take a com
prehensive look at the impact on the children, we included not only a measure of
intellectual development (i.e., IQ) which had been the focus of most previous
studies, but also we investigated academic achievement and behavior disorders.

We found that the children raised by mothers with intellectual disabilities had
significantly lower IQs (mean =80.5) than children raised by parents without in
tellectual disabilities (mean =102.9,P < . 001);both boys and girls were significantly
affected . Academic achievement showed similar differences , except that the boys
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of mothers with intellectual disabilities were affected more than girls. Fifty-nine
percent of children of parents with intellectual disabilities were in special education
as compared to 12 % of children of parents without intellectual disabilities . Overall,
children of parents with intellectual disabilities had significantly higher Ontario
Child Behavior Checklist (Offordet al., 1987) scores than the low-income children
of parents without intellectual disabilities (p < .03), and again boys were affected
much more than girls. According to the Child Behavior Checklist cutoff scores, more
than 40% of the children of mothers with intellectual disabilities had clinically sig
nificant behavior disorders, and those children with multiple behavior problems
tended to have IQs ~ 85 . The quality of the home environment as measured by the
Caldwell HOME Inventory was significantly negatively correlated with conduct
disorders (r = -.43 , P < .05) and hyperactivity [r = -.39, P < .05) in the maternal in
tellectual disabilities group only; Caldwell HOME Inventory total scores were sig
nificantly positively correlated with child IQ in the children of parents without
intellectual disabilities (r =.51 , P < .01), but not in the children of parents with in
tellectual disabilities . Not one school-age child of parents with intellectual disabili
ties in our sample was problem-free: 60% had below averageIQs; the remainder had
learning disabilities and/or a clinically significant behavior disorder. The adverse ef
fects of poverty cannot fully account for these findings, as similar results were not
obtained in impoverished children of parents without intellectual disabilities. Thus,
studies, by us and by others, of infants and school-agechildren strongly suggest that
children of parents with intellectual disabilities are at significant early risk for de
velopmental delay that continues, and may worsen, as the child ages. In addition to
an increased threat of developmental problems, these children, especially the boys,
are at high risk for behavior disorders when they reach school age.

HOME-BASED INTERVENTION

The need for early intervention for families in which the parents have cogni
tive limitations is clear. It is generally agreed that many of their children's prob
lems reflect inadequate childrearing abilities (Budd & Greenspan, 1984; Tymchuk
& Feldman, 1991). Can parenting skills be improved so as to reduce the risk of
child neglect, developmental delays, and behavior problems? In this section, we
describe our parenting assessment and intervention model, developed over a 15 
year period. The intervention occurred in the family home and was provided by
specially trained parent education therapists who visited weekly (more often for
newborns or family crises). The therapists had B.A.or M.A. degrees in psychology,
nursing, or early childhood education. We have found that to work effectively
with these families, parent education therapists should have knowledge of both
child development and the impact of mild intellectual disabilities on adults. Ap
preciation and knowledge of behavioral skill training and parent training methods
are essential. Also, these therapists must be able to put aside their own (usually
middle-class) biases and accept some possible differences in values and practices
by adults who have grown up under less optimal conditions.

Referrals were made by child welfare agencies, advocates , hospital social
workers, family physicians, family members, and the parents themselves. Often
referrals were court-ordered. In about 20% of the cases, the child had already been
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removed, but could be returned if the parent(s) made demonstrable improvements
in skills. Virtually all the referred parents were mothers, about 50% of whom were
single . Even when a male assuming the father role was present, it was often diffi
cult to encourage him to participate in the program, as many of them did not ac
cept child-care responsibilities.

Throughout the parents' involvement, we recognized that parenting educa
tion was just one part of the continuum of services needed by these multiproblem
families. We provided ongoing counseling, stress management, community living
and social skills training. We were an integral part of an interagency multidisci
plinary team. We worked closely with the family physician, public health nurse,
child protection worker, the parents' advocate, and the child's day-care or school
staff. When necessary, and with the parents' approval, we referred the families to
the failure-to-thrive clinic, psychiatrists, psychotherapists, and women's shelters.
We helped the families develop and maintain natural support networks, including
family members, friends , neighbors, and organizations.

PARENT EDUCATION CURRICULUM

We were primarily an early intervention program (although we did try to help
families with older children who were referred because of child behavior problems).
Table 1 presents the typical sequence of parent education for the first 3 years of the
child's life. When a family with a newborn or infant entered the parent education
program, the first priority was usually remediating basic child-care skill deficiencies
affecting child health and safety.Although not true of all referrals, some of the com
mon problems included failure to clean and sterilize baby bottles; this failure
resulted in infant gastric distress and infection. Often, formula (or food) preparation

Table 1. Sequence of Training Parenting Skills

0-10 Months
Basic child-care (e.g., newborn handling, diapering, bathing. feeding)
Crib and sleep safety
Infant health and illnesses
Stimulating child physical development
Nutrition

10-24 Months
Home safety
Handling emergencies
Positive parent-child interactions
Stimulating child language and social development
Nutrition

24-36 Months
Street safety
Toilet training
Parent-child rapport
Child behavior management
Cognitive stimulation
Day careand other community programs
Parental stress management
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and feeding skills were ineffectual; this led to child malnourishment. The parents
did not effectively treat diaper rash and other childhood afflictions. Sometimes they
placed the child in dangerous situations by using bath water that was too hot , leav
ing the baby alone on the changing table, using medication incorrectly, or allowing
dangerous objects within the child's reach. Once these crucial issues were amelio
rated, then we begin to focus more directly on teaching the parents to provide a more
stimulating home environment to foster child physical, language, social , and cogni
tive development. In the second and third years , we expanded upon nutrition,
safety, and more sophisticated cognitive stimulation. We also concentrated on main
taining a positive parent-child relationship, as well as preventing and solving child
behavior problems. We encouraged the parents to place (or maintain) their child in
day care, to access the library and other community resources, and to enroll in pro
grams to upgrade their own academic and vocational skills.

PARENTING ASSESSMENT

General Assessment of Risk Factors

Prior to the child-care skill evaluation, we conducted a variety of standard
ized assessments, interviews, and observations to identify factors that could facil
itate or inhibit the parent's current abilities, their responsiveness to training, and
child outcomes (Tymchuk & Keltner, 1991). Consistent with Belsky's (1984) inter
actional model of parenting, we explored parental, child, and environmental vari
ables that could accumulate and interact to increase risk of inadequate parenting.
With respect to parental variables , we examined historical factors (such as par
ental health and abuse), parenting stress, social support, marital satisfaction, psy 
chopathology, and reading skills. Many of the mothers reported being physically
and/or sexually abused when younger; many had chronic physical or mental
health problems such as asthma and depression, and reported being highly
stressed. Most of the parents had attended special education classes when they
were in school and few could read beyond the grade 2 level. Often several agen
cies were involved, including child protection. To determine the possible role of
child variables, we arranged for a standardized developmental assessment of the
child (usually with the Bayley Scales of Infant Development) and gathered infor
mation about the child's physical health, temperament, behavior problems, skill
development, history of abuse, and relationships with siblings and peers. As men
tioned earlier, these children often showed problems in development starting in
infancy, with language being particularly delayed (Feldman et al., 1985). We
looked for adverse environmental factors such as financial constraints, inadequate
housing, crowding, unstimulating home environment, and lack of satisfactory nat
ural social supports. Many of the referred parents had several of these risk factors .

Child-Care Skills Assessment

The heart of our parent education assessment was the direct evaluation of
child-care skills. We created a variety of task-analysis observational assessments
of many important parenting skills. Table 2 illustrates two of these task analyses (a
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full set is available from the author). The checklists were developed based on the
latest available information on child care and were reviewed by pediatric health
care professionals. Our experiences and normative observations showed that
sometimes the recommended criterion skills were not always performed by most
parents (e.g., washing hands after every diaper change, even when the diaper is
not soiled or wet; no toys in the crib). We were faced with a dilemma: Do we teach
the parents enrolled in our program to become "superparents" Ii.e., perform skills
better than the typical parent) or do we set the training criterion such that it re
sembles the norm, even if the typical parent does not fully follow recommended
procedures? We left this decision to the parents themselves, and invariably they
chose to learn the ideal set of skills. They said that they wanted to do whatever
would be best for their child and to show others (particularly the child protection
worker) that they could be good parents. We constantly updated the checklists
based on new information and changes in acceptable practice. For example, in our
sleep safety checklist we previously advised to lay the baby "on stomach or side"
(Feldman, Case, & Sparks, 1992). Given recent evidence on the relationship be
tween Sudden Infant Death Syndrome and sleeping in a prone position, we now
recommend laying the baby on back or side.

We conducted an extensive series of observations in the home, usually by
spending a "day-in-the-life" of the family. We tried not to cue or prompt any child
care skills; we would fill out the appropriate checklist when the parent engaged in
the child-care task. If the parent did not perform a task (e.g., bathing, playing) that
we wished to observe, then toward the end of our visit we would ask her to do it
so that we could evaluate her skill level. The first series of target skills were se
lected based on these initial observations , concerns expressed by others (espe
cially the child protection worker) , and the parent's own preferences.

Table 2. Examples of Child-Care Task Analyses

Sterilizing baby bottles

1. Puts washed bottles in pot
2. Puts washed nipples into pot
3. Puts washed caps and rings into pot
4. Puts can opener (if used) into pot
5. Puts washed spoon (if used) in pot
6. Puts washed measuring cup and funnel (if

used) into pot
7 . Fills pot with tap water until all contents

are covered
8. Turns on stove and heats water until it boils

for 5 minutes
9. Fills a small pot or kettle with water and

boils for 5 minutes
10. Pours boiled water from small pot or kettle

over tongs
11. Removes contents of pot with tongs
12. Puts contents upright on clean surface

Feeding solids

1. Serves food at room temperature or slightly
warmer

2. Presents different foods separately on the
dish

3. Ties child securely in the high chair
4. Adjusts seat position to allow eye contact

with child
5. Uses positive coaxing strategies. if needed
6 . Remains calm if child refuses food
7. Makes four attempts to offer food, but does

not force-feed
8. Allows child to touch food
9. Talks to child during the meal

10. Serves vegetables or fruit, protein source,
and cereal

11. Does not serve "junk food"
12. Wipes the child's face after the meal
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For the most part, we used behavioral performance-based training strategies
that have been validated in numerous studies teaching community living skills to
persons with intellectual disabilities (Matson, 1988). These techniques included
simple instructions, task analysis, pictorial prompts , modeling, feedback, role
playing, and positive reinforcement. Many of these strategies have also been used
to teach parents without intellectual disabilities child management and skill train
ing techniques (e.g., Hudson, 1982). Thus, it is not surprising that we viewed
teaching parenting skills to parents with intellectual disabilities as the intersection
of training community living skills and parent training.

Training Visits

A typical visit in which training took place usually lasted 1-2 hours depend
ing on the number of skills being observed and other issues that the parent wished
to discuss with the parent education therapist. The visit started with a general dis
cussion of the previous week's events, with particular emphasis on the skills be
ing trained (e.g., "Were you able to play every day with Sarah?"). Sometimes, the
parents would dwell on an event (e.g., an argument with a family member). Usu
ally, the parent education therapist would ask the parent to hold further discus
sion of these issues until after the training session, unless the parent's concerns
needed to be responded to posthaste. Following the assessment and training por
tions of the visit, the therapist would discuss or assist on other matters of impor
tance, particularly if raised by the parent (e.g., help in filling out forms, what to do
about a nosy neighbor, accessing a community program). Of course, if the parent
was in crisis or emotionally distraught, training was canceled for that visit.

Training Probes

Next , the parent would prepare for an observational probe on new target skills
(for a baseline score), skills currently being taught or in follow-up . Typically, no
more than 2-3 skills were actively taught at anyone time. Every attempt was made
to accommodate the family schedule so that the training session would occur at a
natural time for that task. For example, if the parent was receiving training in in
creasing positive interactions, then the visit would be scheduled at a time that the
parent reported she usually would play with her child. If during the first 15-20
minutes of the visit, the parent did not initiate the child-care routine, this fact was
noted and the parent education therapist would ask the parent to perform the ac
tivity (e.g., "play with your child the way you usually do," "show me how you
clean the baby bottles"). Generalization probes were conducted as necessary [e.g.,
the observer would record interactions during a meal or a diaper change) . No
training was provided during these training and generalization probes. These ini
tial observation probes were used to evaluate the parent's retention of training ef
fects from one weekly visit to the next and therefore served as a more conservative
measure of the effectiveness of the program than did probes conducted during or
immediately after a training session.
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Training Strategies

Following the probe, the parent education therapist would go over the results
of the probe and highlight several steps of the task analysis that the parent per
formed correctly and praise the parent (especially for steps previously incorrect or
missed). For example, ifthe target skill was imitating child vocalizations, the par
ent education therapist may say, "That's great, he said 'mama' and you repeated it;
that must make you feel good that he called you 'mama'!" Then the parent educa
tion therapist would mention areas that were still missed or needed correction.
For example, in training the parent to increase descriptive praise to the child, the
therapist may say, "When he built the tower with the blocks, you should say,
'Wow, Jimmy, that's great, you built a tower all by yourself!" The parent education
therapist may play with the child and model some ofthe skills for the mother; the
therapist may exaggerate the skills (e.g., very enthusiastic praise) to try to increase
the parent's recognition of the skill being modeled.

After demonstrating the skill, the parent education therapist would take out
a blank checklist and ask the mother to try again; unlike the earlier training probe,
now the therapist would immediately praise the mother for correct skills and
prompt missed opportunities (e.g., "He's climbing on your lap-now's a good time
to give him a hug and kiss" ; "Don't forget to wipe in the creases before putting the
new diaper on"). The therapist would record the parent's performance and
prompts required on each step ofthe child-care checklist. The therapist would cal
culate the mother's percentage correct (unprompted) performance by dividing the
number of steps correct by the total number of steps (for interaction skills; the
therapist would divide the number of 10-second observational intervals in which
the behavior was observed by the total number of observation intervals).

Training Coupons

The parent would receive parenting coupons based on the score on the (sec
ond) checklist filled out during training. When training first commenced, the
mother would receive a coupon simply for being home for the training session;
from the second training visit on, she could obtain additional coupons for im
proved unprompted performance, week to week. The training criterion was 80%
of steps for child-care skills and 30% of intervals for interaction skills over 2 con
secutive visits. These objectives were based on the performance seen in parents
without intellectual disabilities (see Figure 1 and Feldman et al., 1986, 1993).
When the parent reached criterion, she would receive coupons for maintaining the
skill in follow-up visits. Each coupon was worth approximately 50 cents and
coupons were exchangeable for small gift items (e.g., children's clothing, toys, ac
cessories; public transit tickets; family photo; movie passes). On a typical visit, a
parent usually earned 2-4 coupons, depending on the number and performance of
skills being trained or maintained. The parents could cash in their coupons as
soon as they earned them (e.g., usually for public transit tickets), but most parents
preferred to save them to purchase more expensive items.

During follow -up, observational probes of trained skills were steadily de
creased over weeks , then months. Coupon reinforcement also was gradually
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thinned in follow-up by using a version of a lottery. If the parent met criterion, she
selected three numbers from 1 to 6, and then rolled a die; if one of her numbers
came up, she won her coupon. Over weeks, the number of guesses she was al
lowed for maintaining criterion performance was reduced from three to one, then
a second die was added, and finally no coupons were distributed. Well before this
time, the parent was usually quite proficient and the skill was being maintained
by natural (or other) reinforcers (e.g., the child smiling back when the mother
praised him or her, the approval of the child protection worker).

EVALUATIONS OF IN-HOME PARENTING EDUCATION

We have completed several evaluations of the child-care training using both
single-subject and between-group designs (Feldman, Case, Garrick, et al., 1992;
Feldman, Case, Rincover, Towns, & Betel, 1989; Feldman, Case, & Sparks, 1992;
Feldman et al., 1993; Feldman et al., 1986). Two studies utilizing between-group
designs will be described.

Child-Care Skills Training

The first study evaluated training basic child-care skills for infants and tod
dlers (age range: 1-23 months) to reduce the risk of child neglect, malnourish
ment, sickness, and accidents (Feldman, Case, & Sparks, 1992). As we received too
many referrals at one time, we randomly assigned mothers with intellectual dis
abilities to either a training group or a waitlist control group (ns =11). The control
group was receiving other services similar to those received by the training group
(e.g., visits from public health nurses and advocates). We also included a group of
12 low- and middle-SES mothers without intellectual disabilities to serve as a so
cial comparison group to establish realistic training criteria (Kazdin, 1977). We as
sessed a wide range of skills in the three groups and then trained the specific skills
that had pretraining scores of less than 80% to members of the training group only.
Skills trained included treating diaper rash, crib and sleep safety, nutrition,
preparing formula, and toilet training. Weekly in-home training continued until
each parent met the training criterion of 80% over 2 consecutive visits on each tar
get skill. Mean training duration was 7.7 weeks (range: 2-29 weeks).

As seen in Figure 2, the training group significantly outperformed the control
group on the posttest (p < .001). Training increased child-care skills in the training
group to levels seen in the comparison group of parents without intellectual dis
abilities. Follow-up results over a 2-76-week period (mean =28 weeks) showed
that original training group parents maintained their skills and that when the con
trol group parents received training, they replicated the training effects. Impor
tantly, parent training had a beneficial impact on the children. After their mothers
were trained in skills related to feeding and nutrition, four malnourished, under
weight infants showed increases in rate of weight gain. Training in the treatment
of diaper rash resulted in elimination of this affliction in six children; another
mother successfully toilet trained her child. The training was also associated with
increased family preservation. Before participating in the program, 82% of parents
with intellectual disabilities (in both the training and control groups) who had a
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previous child, had lost parenting rights to that child. This percentage is consis
tent with previous studies of U.S. custody cases involving parents with intellec
tual disabilities (Seagull & Scheurer, 1986; Taylor et al. , 1991). After finishing the
parent education program . how ever, only 19 0/0 of the parents forfeited the child
who was the target of the intervention. In fact, the four parents who lost custody
of their children had dropped out of the program prematurely, against our advice.

Interaction Skills Training

The next study evaluated the effects of teaching parents to be more responsive
and reinforcing to their children (Feldman et al., 1993). We were particularly in
terested in determining if child language development would increase as a function
of parent interactional training, as language was found to be particularly deficient
in 2-year-old children of parents with intellectual disabilities (Feldman et al .,
1985). We had previously conducted several single-subject stud ies that showed that
interaction training rapidly increased the positive interactions of mothers with in
tellectual disabilities (Feldman et al., 1986, 1989). Given limitations of the research
designs , we could not ascertain whether the increases in child language that we ob
served were due to the parent training or child maturation or experiential effects.
Accordingly, we ran a between-groups study to control for expected increases in



414 MAURICE A. FELDMAN

child language (i.e., any pre- to posttest increases in child language measures in the
group of children whose parents did not receive interaction training were thought
to represent maturational effects). We also controlled for possible attention-placebo
effects of receiving parent education services.

To accomplish these goals, we randomly assigned 28 mothers with intellec
tual disabilities to either interaction training or emergency and home safety skills
training (all mothers needed training in both sets of skills). Mothers in both groups
received scheduled weekly visits, training (in either interactions or home safety),
and interaction probes during mother-child play. We also collected interaction
data from 38 mothers without intellectual disabilities who had children of simi
lar ages (4-44 months) for social comparison (Kazdin, 1977).

As in our previous studies, we trained mothers to increase specific interac
tional skills known to be strongly related to optimal child language development
(Clarke-Stewart & Apfel, 1979). In the child development literature, skills such as
praising the child, imitating and expanding child vocalizations, talking and look
ing at the child when interacting, and providing physical affection would be
considered indices of maternal sensitivity and responsivity that foster child de
velopment and attachment.

We conducted the training in each parent's home on a weekly basis . To teach
all of the interaction skills to criterion (based on the performance of the compari
son group of parents without intellectual disabilities) took a mean of 45 weeks
(range: 17-89 weeks). Before training, both groups of mothers with intellectual
disabilities were scoring significantly below the comparison group mothers on the
percentage intervals of total parental interactions (p < .02). After training, the
training group performance was significantly greater than that of the control group
on total interactions and each interaction skill (ps ranged from < .05 to < .001). On
the posttest, the control group , but not the training group, remained significantly
below the comparison group in total parental interactions (p < .05).

Before parental interaction training, both groups of children whose mothers
had cognitive limitations were vocalizing significantly less than the comparison
group of age-matched children whose parents did not have intellectual disabilities
(p < .005). Significantly fewer ofthe former children were talking compared to the
latter children (p < .01). Did the improvements in the parents' interaction skills in
crease the rate of child language development above maturation alone? As seen in
Figure 3, the answer is yes. During parent training, child vocalizations and ver 
balizations increased in both the training and control groups , but the gain was sig
nificantly greater in children whose mothers had received interaction training (p
< .01). The interaction training group children were now in the range of their peers
who had mothers without intellectual disabilities. Compared to the children
whose mothers received home safety training (attention controls), the children in
the interaction training group scored significantly higher on posttest language and
social items of the Bayley Scales of Infant Development and they began talking
sooner. When the control group parents received interaction training, the children
also increased their verbalizations to levels seen in peers of parents without intel
lectual disabilities. Informal observations and analyses of audiotapes of mother
child interactions suggested that interactional training resulted in qualitative im
provements in mother-child interactions. The parents became more affectionate;
they were more responsive and reinforcing of child language and other appropri-
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ate behaviors. The children began to use language in functionally positive ways
and reciprocated affection and play with the mother.

As in the Feldman, Case, and Sparks (1992) research described above, in this
study we also found that the rate of child removal dropped considerably from
78% to 20% (up to 3 years after participating in the program). These findings
should be interpreted cautiously, because in neither study was there an experi
mental design to confirm that the reduction in child apprehension could be at
tributed to program involvement.

Thus, the results of our parent training studies suggest that in-home parent
training of parents with intellectual disabilities increased their skills to levels seen
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in parents without intellectual disabilities. The training appeared to directly bene
fit the children's health and development. This type of intervention, however, is not
the only potentially effective strategy. Significant , and perhaps more substantial, im
provements in child intellectual development were found when children of moth
ers with intellectual disabilities were placed in specialized preschools for several
years, starting in infancy (Garber, 1988; Ramey & Ramey, 1992). These costly inter
ventions, however, did not specifically attempt to improve parenting skills to reduce
the risk of physical neglect or increase stimulation at home. Accordingly, in-home
services for at-risk children that produce increases in parenting skills and child de
velopment may be more feasible and cost-effective (Bronfenbrenner, 1974).

FUTURE RESEARCH

We are currently addressing several additional areas related to increasing the
effectiveness and scope of parent education.

Self-Instruction

To make parent training more efficient and disseminable, we have designed il
lustrated manuals that depict each step of the task analysis for a variety of child-care
skills. Simple text describing the step is placed next to the relevant picture. For
those parents who cannot read , we have also made audiotapes that describe the pic
tures while the parents scrutinize them. Preliminary field-testing with more than 30
parents suggests that about 70% of parents with cognitive impairments and low
reading levels can improve their child-care skills through self-instruction alone.

Generalization and Maintenance

A recent review of the effectiveness of parenting education for parents with
intellectual disabilities (Feldman, 1994) found inconsistent generalization and
maintenance of skills within and across studies. Generalization enhancement
strategies such as sufficient exemplars, common stimuli, and instructions to gen
eralize (Stokes & Baer, 1977) may promote generalization of parenting skills in
these parents (Feldman et al., 1986, 1989). Gradually thinning coupon reinforce
ment may increase maintenance (Feldman et al., 1989; Feldman, Case, Garrick, et
al. , 1992). We are continuing to evaluate the effects of programmed generalization
and maintenance techniques, particularly on parent-ehild interactions.

Parenting Game

Older children of parents with intellectual disabilities are at risk for behavior
problems (Feldman & Walton-Allen, 1997). The parents ' own upbringing, ongoing
high stress, their lack of positive child behavior management strategies, and other
factors, may lead them to use ineffective or potentially abusive discipline. Some
parents whom we observed were overly permissive, did not supervise or set lim
its, and allowed their children to run the household. Conversely, other parents
were overly restrictive and relied heavily on corporal punishment.
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We have developed a "parenting game" to teach parents with intellectual dis
abilities to use noncorporal. positive-based child management skills. We focused
on increasing parent-child cooperation by teaching parents to give clear instruc
tions, reinforce child cooperation, and use noncorporal disciplinary strategies
such as taking away privileges and a brief sit-out. We also used the parent game to
improve parent-ehild rapport. We taught the parents to pay more attention to their
children, show more interest in their children's lives, allow their children to make
reasonable choices and decisions, and increase opportunities for positive engage
ments. The game is played by two parents at a time (usually two mothers, but
sometimes between the spouses) at a clinic. The parents select a card that depicts
a typical problem situation (e.g., "you have told your child it is time for bed, but
she refuses to go") and must role-play the correct response. The majority of par
ents reported that they have enjoyed this game and our observations revealed that
they readily learned to role-play correct responses. Of course, the crucial issue is
whether they would generalize these skills to real-life situations. Preliminary
videotaped observations in the homes indicated that the parents generalized most
of the skills learned in the game to their natural interactions with their children.
Providing consistent consequences for inappropriate child behavior appeared to
be the most difficult skill to transfer from the game to home.

Social Support Networks

As mentioned earlier, we found that mothers with intellectual disabilities ex
perienced very high stress levels, but social support was negatively correlated
with stress and satisfaction with social support was positively correlated with
parental positive interactions. While these results do not indicate causality, future
research should examine the possibility that increasing fulfilling natural social
support networks in these families may buffer the effects of stressors, increase ac
ceptance of and responsiveness to interventions , and improve parent and child
outcomes (Telleen et al. , 1989).

CONCLUSION

Although parenting education could be a viable and more humane alternative
to the permanent termination of parenting rights, it is not a panacea. These families
still have many problems related to parental, child, and contextual factors that can
impede adequate parenting and child development (Belsky, 1984). Some of the fac
tors not directly addressed by parent education include (1) parental physical and
mental health problems, (2) stigmatization, (3) poverty, and (4) absence of, or dis
satisfaction with, family support networks. Future efforts should develop and eval
uate expanded services for parents with intellectual disabilities to enhance the
effects of parent education in improving parental competencies and reducing the
risk for child maltreatment and/or developmental and behavior problems.
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The Importance of
Matching Educational

Interventions to Parent Needs
in Child Maltreatment

Issues, Methods, and Recommendations

ALEXANDER J. TYMCHUK

In this chapter, a discussion of unresolved definitional, assessment, educational,
and policy needs regarding parenting in general and child maltreatment in partic
ular is presented. These unresolved needs are critical to consider when discussing
parenting by persons with disabilities . Juxtaposed with the issues surrounding
parenting is a presentation of the changing view of disabilities and the adequacy
of past, present, and future services and supports available to parents with dis
abilities. Finally, some of the methods available to professionals who work with
parents with disabilities is presented to aid such professionals in preparing their
clients for parenting as well as in answering and resolving concerns about their
clients' parenting skills .

PARENTING IN A CHANGING SOCIETY

Parents Must Learn to Parent and to Adapt Largely on Their Own

In order to provide for the health and safety of their children, parents must
either have extensive knowledge and skills in these areas, or must know how to
seek, obtain, and utilize resources that may help them in providing care in these ar
eas. Despite parents' needs for health and safety skills , there has been no systematic
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societal effort to provide education for parenting. The lack of educational services is
based in part on the assumption that people will develop the requisite knowledge
and skills and will adapt to changing circumstances on their own and/or with what
ever resources are currently available. There also has been a general reluctance to in
trude into the domain of parenting, which has hitherto been considered a private
matter. Parents with higher education, personal abilities, finances, social supports,
and other resources will be able to seek, obtain, and acquire parenting knowledge, as
well as to adapt to economic and other societal changes. On the other hand, parents
who are less educated encounter obstacles in acquiring parenting knowledge. They
may have difficulty understanding complex English and have individual learning
needs due to a functional or categorical disability, rendering it difficult to access and
learn important parent information. In addition, the less educated parents may live
in chaotic circumstances with few social supports and face economic impoverish
ment. In the absence of parent education and supports, the young children of these
parents may be at high risk for inadequate health care and for home, personal, and
community endangerment (Gaudin, 1993). Such heightened risk status, whether ac
tual or perceived, may place the parents at a higher risk for report for child mal
treatment (Gaudin, 1993; West, Richardson, LeConte, Crimi, & Stuart, 1992).

Definitions ofDisabilities

Throughout this chapter the word "disability" will be used in a generic sense,
although technical use of the word refers to specific characteristics displayed by
a person which are categorized and labeled as a disability. There are a number of
issues related to the nomenclature of disabilities that confound our understanding
and may interfere with the thoughtful development of procedures regarding par
ents with disabilities within the arena of child abuse and neglect.

The confounding issues include the heavy reliance upon a medical/disease
model used to describe behavioral phenomena; historical changes in the terms
used; the significant delay between changes in classification and the complete,
consistent use of the changes within various societal groups; the variety of terms
used to describe a disability or disabilities, as well as the terms' criteria which of
ten differ across discipline or function; the treatment of people to whom such
terms were applied; and the basis from which a term is derived and the manner
in which the term is used (Nagler, 1993).

Functional versus Categorical Approaches to Disabilities

There are two current perspectives on disabilities: the functional perspective
and the categorical perspective. Within a functional perspective, emphasis is on
the determination of the person's current knowledge and skills, the learning abil
ities, and the circumstances under which the person successfully learns or applies
what is learned. The advantages of the functional approach are its focus upon abil
ities, rather than inabilities, and its examination of the circumstances that either
encourage or hamper learning. These considerations allow for tailored educational
methods that fit the person's specific needs and circumstances.

On the other hand, the primary emphasis of the categorical perspective is on
the degree to which the person meets criteria for a particular category. This
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process is similar to diagnosis and classification. For instance, learning disabili
ties, mental disabilities, or developmental disabilities are types of diagnoses and
classifications. Secondarily, there may be a consideration of ability determination.
In the area of child abuse and neglect, a categorical rather than a functional ap
proach has generally been taken.

Current Nomenclature and Epidemiology of Disabilities

Table 1 contains several of the current words and definitions used to describe
disabilities. Depending on the circumstances, either a functional approach or a cat
egorical approach is utilized. The inconsistency of the approaches remains even
within the recent Americans with Disabilities Act (ADA) (1991). Workers in the field
must be aware that different approaches to disabilities exist and must understand
the evolution of each approach. Workers should also realize that maintaining both
approaches has hindered our understanding of the epidemiology of disabilities.

Although there has not been a systematic epidemiological study of functional
or categorical disabilities among parents in any country, it is estimated that be
tween 15% and 25% of Americans have physical or mental impairments that limit
their activities (Department of Health and Human Services [DHHS], 1990; Boyle,
Decoufle, & Yeargin-Allsopp, 1994). In schools, 43% of the 4.4 million students
with "handicaps" who were served had learning disabilities, and high school stu 
dents with disabilities have an average reading grade 3.5 grades below their actual
grade level (e.g., Wagner, 1995). Furthermore, about 20% of adult Americans read
at or below a 5th grade level, while another 30% read between a 6th grade and 9th
grade reading level (Doak, Doak, & Root, 1996; National Center for Education Sta
tistics, 1993).

What Do We Know about Parents with Individual Learning Needs
or Disabilities within the Area of Child Maltreatment'?

In the United States , there are no systematically collected data on the number
of parents with disabilities who are referred to child protection services, the needs
of parents with disabilities, and the ways in which the parents' needs are addressed
(National Child Abuse and Neglect Data System [NCANDS], 1994). However, there
is a recognition by those who work with parents with disabilities that gross inci
dence data, more specific needs assessment and intervention data are necessary
(NCANDS, 1995 ; Tymchuk, 1996). The need for such information stems not only
from the increasing recognition that these families require more extensive, indi
vidualized interventions in order to be successful (Booth, Barnard, Mitchell, &
Spieker, 1987; Cohler &Musick, 1984; Tymchuk, 1990a; Tymchuk &Feldman, 1991),
but also from the need to find effective strategies for an already overburdened sys
tem (Blanch, Nicholson, & Purcell, 1994; Briere, Berliner, Bulkley, Jenny, & Reid,
1996; National Research Council [NRC], 1993). Furthermore, the need for data on
parents with disabilities arises from the increased economic costs associated with
adjudicating child maltreatment cases involving such parents, the lost economic
benefits because of lost productivity of both parents and their children when their
lives are disrupted, and an increased recognition of the great potential for a contin
ued cycle of abuse and neglect when the children of parents with disabilities also
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Disabilities

ALEXANDER J.TYMCHUK

Table 1. Disability Terms. Definitions. and Sources

The term "disability" means with respect to an individual:
(A) A physical' or mental impairment' that substantially limits one of the major life activities of

such individual;
(B) A record of such impairment; or
(C) Being regarded as having such an impairment. If an individual meets anyone of these three

tests. he or she is considered to be an individual with a disability for purposes of coverage
under the Americans with Disabilities Act (p. 35699)

1 Categorical examplesinclude orthopedic.visual,speechand visual impairments, cerebralpalsy. multiple sclerosis.
cancer.diabetes.

'Mental retardation. emotionalillness. specific learningdisabilities.HIV disease, tuberculosis.drug addiction and
alcoholism.

Source: Federal Register, 28 CFR Part 35, July26.1991.

Developmental disabilities

The term "developmental disability" means a severe, chronic disability of a person which:
(A) is attributable to a mental or physical impairment or combination of mental and physical

impairments;
(B) is manifested before the person attains age twenty-two;
(C) is likely to continue indefinitely;
(D) results in substantial functional limitations in three or more of the following areas of major

life activity: (i) self-care. (ii) receptive and expressive language. (iii) learning. (iv) mobility.
(v) self-direction. (vi) capacity for independent living. and (vii) economic self-sufficiency;
and

(E) reflects the person's need for a combination and sequence of special. interdisciplinary. or
generic care. treatment, or other services which are lifelong or extended duration and are
individually planned and coordinated.

Source: The Developmental Disabilities Assistance and BillofRights Act (asamendedby P.L.95-602).

Mental retardation

Mental retardation refers to substantial limitations in present functioning. It is characterized by sig
nificantly subaverage intellectual functioning, existing concurrently with related limitations in two
or more of the following applicable adaptive skill areas : health and safety. functional academics.
leisure. and work. Mental retardation manifests before age 18. (p, I)
Source: AmericanAssociation on MentalRet~dalion. (1993) . Mental retardation definition classification and sys
tems ofsupports. Washington, DC: Author.

Specific learning disability

A disorder in one or more of the basic psychological processes involved in understanding or using
language. spoken or written. which may manifest itself in an imperfect ability to listen. think. speak,
write. spell. or to do mathematical calculations. This category includes perceptual handicaps. brain
injury, minimal brain dysfunction. dyslexia. and developmental aphasia. but does not include learn
ing problems resulting from visual. hearing. or motor handicaps. or from mental retardation.

Source: P.L. 94-142 (anact to amendthe Education forAll HandicappedChildrenActof 1975). November 29, 1975.

become parents (Barnett, 1993; Bryant & Daro, 1994.; Caldwell, 1992). Juxtaposed
against this information, legislation has emerged recognizing the civil rights of per
sons with disabilities (e.g., ADA, 1991), while other emphases have been placed
upon maintaining the integrity of the family unit.

The actual number of parents with disabilities or individual learning needs
who are reported for suspicion of child abuse and/or neglect is not precisely
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known. However, such parents seem to make up a number of child protective ser
vices caseloads that is disproportionate to their actual numbers in society (e.g.,
Seagull & Scheurer, 1986; Trupin, Tarico, Low, [emelka, & McClellan, 1993). In
other words, the percentage of people with disabilities involved with child pro
tective services appears to be greater than the percentage of people with disabili
ties in society in general. While this statement must be taken cautiously because
of the difficulty of determining the accuracy of diagnosis, description, and report
ing across locales, the estimated numbers of parents with disabilities seen in child
protective services appear to be substantial.

Because of the variety of disabilities and the different ways in which disabil
ities are expressed, a person with a disability often requires adaptation of educa
tional methods to their needs in order to learn and apply information (Mercer &
Mercer, 1985). Parents with a disability also require adaptations of educational
methods in learning parenting skills (e.g., Wells, Ruscavage, Parker, & McArthur,
1994). However, in the absence of a policy for identifying parents with individual
needs and the lack of services and education related to those needs, child protec
tive services is often the initial contact agency for reporting possible child mal
treatment. It may be found that as the incidence of child maltreatment continues
to increase, the numbers of parents with disabilities seen in child protective ser
vices will also increase (DHHS, 1988; NRC, 1993). Other factors that may con
tribute to the increase in child maltreatment by parents with disabilities are (1) the
continued deterioration in education, health care , and social services, (2) the lack
of integration of service provisions for low-income families, (3) increasing famil
ial disintegration, (4) poverty, (5) homelessness, (6) drug and alcohol abuse, (7) un
employment, and (8) the incidental effect of deinstitutionalization and of full
inclusion. In addition, many of those who have a disability are also of low income
and therefore especially vulnerable to the problems of society just mentioned.

Needs to Be Addressed in Order to Serve Parents with
Specific Learning Needs in Child Maltreatment

Need for Definition of the Components ofParenting:
A Focus on Health and Safety

Although there is no agreed-upon definition of parenting, there is a definition
of what parenting is not-child abuse and neglect. What constitutes child mal
treatment, however, also suffers from inconsistent operationalization (Gaudin,
1993). In the absence of a standard definition of parenting, researchers and practi
tioners might focus upon the prevention of child maltreatment as a dependent
variable, using as a definition whatever appears in case records as indicators of the
presence or absence of child maltreatment (e.g., Fink & McCloskey, 1990). How
ever, such an approach could seriously limit the empirical study of parenting.

Need for Empirical Methods ofAssessment of Components ofParenting

The absence of a standard definition of parenting also hampers the develop
ment of empirical methods for assessing the components of parenting (cf., Saun
ders , 1995; Runyan, 1991). Lacking such methods, practitioners and researchers
are left to either use or adapt methods from related areas of research that may not
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adhere to basic psychometric criteria (e.g., NCPCA, 1994); they may develop their
own methodologies with varying adherence to psychometric criteria. The conse
quences of uncritical application of methodologies from other areas of research to
child maltreatment are unclear.

Need for a Range of Standards for Adequacy ofParenting

The absence of standardized assessment methods also means that there are no
recognized standards for the determination of adequacy or inadequacy of parent
ing other than what the "average" parent does or does not do or what the "normal"
parent does or does not do. In order to apply to the wide range of socially accept
able differences in parenting, such established standards must be presented
within a range rather than as specific criteria. Most normative data for assessment
instruments pertain to the middle socioeconomic class. Applied to parenting, then,
the middle-class standard becomes the de facto standard against which the par
enting of those in lower socioeconomic classes is compared. In the absence of a
range of standards, decision making by caseworkers becomes more subjective, less
reliable and more time-consuming. More importantly, the lack of criteria results in
the application of more general standards such as "an inability to parent," or "par
ent places child in danger," or "parent shows an inability to bond," without oper
ationalizing what these mean. Such a lack places parents with disabilities in
greater jeopardy of erroneous reporting for child maltreatment, of child removal,
and of determinations of parental incompetency.

Need for Empirically Developed Parenting Curricula Materials
and Educational Strategies

In addition to the needs for a definition of and range of standards for, parent
ing, there is a critical need for the development of empirically based parenting
curricula and materials. Although there are many parent education programs that
detail the topics to be taught, the materials to be used in teaching, and the general
strategies to be followed , most of the programs have not been formally developed
using empirical criteria.

There are several stages in the design of an empirically based program. The
same empirical standards that apply to research also apply to curriculum devel
opment in order for confidence to be placed in the information obtained through
the program, judgments to be made, theories to be built, policies to be established,
and for funding to be given to the program (e.g., Ornstein & Hunkins, 1993; Judd,
Smith, & Kidder, 1991).

What We Know about Parenting by Persons with Disabilities

Much of the published research surrounding parents with certain categorical
disabilities such as mental illness, alcoholism, learning disabilities, physical dis
abilities, and visual or hearing impairments have been descriptive in nature and fo
cused upon epidemiology and factors related to child risk status (Quinton, Rutter,
& Liddle, 1984; Walker & Emory, 1983). Although there has been an increasing in
terest in child risk status in cases in which one or both parents have a categorical
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disability, the descriptions of interventions with parents in these categories suffer
from many of the criticisms mentioned earlier (e.g., absence of an operationalized
definition of the components of parenting and lack of empirically standardized
assessment, instrumentation, educational materials, and educational processes)
(Cohler & Musick, 1984). However, there is a growing empirical research base com
paring parenting by persons who have developmental disabilities with that by per
sons who are not seen as disabled, but who exhibit identical levels of parenting
knowledge and skills and live in similar environments (Tymchuk, 1992a). In addi
tion, there is extensive literature on early childhood intervention (e.g., Booth, et al.,
1987; Martin, Ramey, & Ramey, 1990; Gallagher & Ramey, 1987; Garber, 1988) and
parent training (e.g., Helm & Kozloff, 1986) in which assessments and intervention
strategies have been developed and evaluated. The foci in these areas, in general,
have not included issues related to parents' health and safety skill development or
issues related to child maltreatment.

Despite the lack of extensive information on parents with other functional or
categorical disabilities, there are definite similarities between the factors that need
to be addressed in order to facilitate parenting skill development in these popula
tions, and those factors that need to be addressed with a parent who has a cogni
tive or developmental disability.

A Systematic Approach to Parenting by Persons with Functional Disabilities

As part of an ongoing , systematic research program studying the adequacy of
parenting by persons with individual learning needs , parenting assessment in
struments have been developed, evaluated, and refined with large numbers of
mothers. Parenting intervention strategies have also been developed, evaluated,
and refined with individual mothers or with small groups of mothers referred by
health care, education, disability, and child protective service agencies . The envi
ronmental, social, and psychological factors that facilitate or inhibit learning have
also been identified (e.g., Tymchuk, 1990a; 1992a; Tymchuk & Andron, 1990; Tym
chuk, Andron, & Rahbar, 1988; Tymchuk, Hamada, Andron, & Anderson, 1990).

The Need for Specificity in Assessment and Education

A Taxonomy for Parenting: The UCLA Parent/Child Health
and Wellness Project

From this empirical base, a model parenting program was developed. This
program was created using a multifactorial/multilevel developmental process ap
proach in order to provide criteria for the educational interventions. The goals of
the education program are to improve parenting knowledge and skills in persons
with individual learning needs and to prevent future child abuse and neglect.

Within the UCLA Parent/Child Health and Wellness Project, four major com
ponents of parenting are stressed:

I. Fundamental Knowledge and Skills for Parents
II. Health

III. Safety
IV. Parent and Child Enjoying Each Other
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In addition to the development and demonstration of methods and processes, the
preparatory work of the Wellness Project demonstrates the need for adaptation
and coordination of such community services as health care, education, child pro
tective services, and disability services (TYmchuk, 1990a; 1992a). As can be seen
in Table 2, each component contains a number of critical sub-areas.

Table 2. Component Areas Considered to Be Critical
for Parenting Assessments and Education

(from the UCLAParent/Child Health & Wellness Project)

Component I: Fundamental Knowledge and
Skills for Parents

A. Support Relationships
1. Social Supports
2. Service Supports

B. Effective Short and Long-Term Planning
C. Effective Decision-Making
D. Effective Coping
E. Effective Observation Skills

1. Self-Observer
2. Child Observer

F. Finances and Budget
G. Meal Planning
H. House Cleanliness
I. Hygiene

1. Personal Grooming
2. Child Grooming

Component II : Health
A. Body Works

1. Understanding Health Comprehension
2. Parts of the Body
3. Common Problems Associated with

Body Parts
4 . Understanding of Sickness and Health
5. Knowing When You Are Sick
6. Knowing When Your Child Is Sick

B. Diagnostics
1. Body Temperature
2. Pulse
3. Breathing
4. Common Health Problems
5. Diagnosing Common Health Problems

C. Life-threatening Emergencies
1. Knowledge of Life-threatening

Emergencies
2. Causes of Life-threatening Emergencies
3. Prevention of Life-threatening

Emergencies
4. Emergency Planning
5. When a Life-threatening Emergency

Occurs
D. Calling the Doctor: Knowing When to Call

and What to Do
1. Symptoms to Call the Doctor About

2. Calling the Doctor
3. Understanding the Doctor's Directions

E. Medicines
1. Asking Questions About Prescription

Medicine
2. Getting a Prescription Filled
3. Getting Over-the-Counter Medicine
4. Using Prescription Medicine
5. Using Over-the-Counter Medicine

Component III: Safety
A. Partner Safety
B. Safety in the Home or the Apartment

1. Phone Safety
2. Door Safety
3. On Vacation

C. Community Safety
1. Going Out

a. Before Going Out
b. While Out in the Community
c. Returning Home

2. Reporting a Crime
D. Home Safety

1 . Home Dangers and Precautions
Inventory

2. Fire
3. Electrical
4. Danger of Choking From Small Objects
5. Suffocation
6. Firearm and Other Projectile Weapons
7. Poisons
8. Falling Heavy Objects
9. Sharp/Pointed Objects

10. Clutter
11. Inappropriate Edibles
12. Dangerous Toys or Animals
13. Cooking
14. General Dangers
15. Yard/Outdoors
16. Danger & Safety Maps

Component IV: Parent and Child Enjoying
Each Other

A. ChildSafe
B. Parent & Child Playing
C. Parent Reading and Singing to Child
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Why Assess?

There are a number of reasons to perform assessments with parents and chil
dren: (1) to categorize, diagnose, and label; (2) to describe; (3) to determine strengths
and weaknesses in order to design an intervention; and (4) to show change in knowl
edge (both increases and decreases) as a result of an intervention (Anastasi, 1976;
Cronbach, 1970). The majority of studies that assessed parenting in general and
child maltreatment specifically have focused upon the first two reasons.

Selecting an Instrument

There are a number of factors that must be considered in the selection of in
struments and methods of assessments. These factors include (1) the degree of ad
herence to psychometric standards (e.g., reliability, validity, and suitability of
normative data for the population to be assessed), (2) the appropriateness of the as
sessment (i.e., can an intervention be designed based on the instrument or would
this be an indirect measure of efficacy?), (3) the time it takes to administer (e.g.,
when combined into a battery of instruments does fatigue affect the results? Are all
the data going to be used?), (4) the format [e.g., can the person see, hear, and/or dis
criminate the information?), (5) the complexity of items Ie.g., are the items written
at a level so that the person being assessed can understand the questions?), and (6)
the training that is required in order to administer the instrument. Consideration to
these factors either in the development of new assessments or in the use of exist
ing assessment methods becomes of greater importance in ensuring fairness when
a parent has a disability. In the absence of adherence to parts of any or all of the in
strumentation standardization (and of curricula) criteria, any deficits in perfor
mance may be erroneously attributed to the parent rather than to such absence.
Unfortunately, such misattribution has occurred regularly with parents with devel
opmental disabilities (e.g.,Hayman, 1990; Miller, 1994; Whitman & Accardo, 1990).

Available Methods and Instruments

Several authors have described the types of instruments that are available and
that have been used in the assessment of parenting. Few of these instruments were
developed for use in the area of child maltreatment and none was developed for
use with individuals who have limited reading or speech comprehension abilities.
Virtually all available assessments are meant for descriptive (i.e., description of
characteristics and related factors) rather than for prescriptive (i.e., identification
of areas of strengths and needs in order to develop educational interventions) pur
poses (Family Preservation Evaluation Project, 1995; Lubeck & Chandler, 1990;
Zill & Coiro, 1992). Thus, most available instruments currently used in child mal
treatment have limited value in response to specific parenting needs (NRC, 1993).
There are, however, a number of alternative assessment strategies such as the use
of direct behavioral observation (e.g., Tymchuk & Andron, 1992) and task analy
sis (e.g., Williams & Cuvo, 1986) of parenting components (Lubeck & Chandler,
1990; Lutzker & Campbell, 1994; Tertinger, Greene, & Lutzker, 1984). These alter
native assessment strategies hold the greatest promise for work with parents with
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disabilities, and still require adherence to psychometric standards (Bellack,
Hersen, & Kazdin, 1982) and training in their application (Bloom & Fischer, 1982).
In addition, individuals can develop their own assessment devices for the areas in
which they are interested (e.g., Glik, Greaves, Kronenfeld, & Jackson, 1993; Peter
son , Harbeck, & Moreno, 1993; Speltz, Gonzales, Sulzbacher, & Quan, 1990).

How to Assess

Demographics

Formal assessment of a parent reported for child maltreatment is used for de
scriptive or predictive purposes or both rather than for prescriptive purposes. Al
though prescriptive assessment should be done for all parents associated with child
maltreatment, this type of assessment is especially important when a parent has spe
cific learning needs associated with a disability. Since many parents with a disability
have limited experiences, their current abilities may be falsely depressed and are not
indicative of their capabilities. Prescriptive assessment coupled with studying the ef
fects of education matched to specific needs can help identify those capabilities. In
addition to such prescriptive assessments, there are other factors identified during
the determination of advantage and risk factor that need to be examined further.

Chief among the specific factors that should be identified are the parent's
physical abilities such as vision, hearing, general motility and coordination, and
strength of the limbs. Often this information can be gathered by asking the parent.
However, some parents may be unwilling to admit that they cannot read informa
tion that is in small print, that they cannot recognize information presented at a
distance, or that they do not understand information imbedded in other informa
tion. Similarly, parents may be unable to hear information, to discriminate noises,
or both, from one ear or at certain distances when masked by other noises. In ad
dition, they may be unable to lift or extend their arms or hands without severe in
voluntary shaking. Each of these may impair current parenting or the learning of
new skills. Educational adaptations can be made to overcome the impacts of these
impairments. Adaptations include larger print, illustrations, single sets of infor
mation, louder speech, and an uncluttered environment (e.g., Berger, Inkelas,
Myre, & Mishler, 1994; Tymchuk, Andron, & Tymchuk, 1990).

Cognitive Ability

Few studies in child maltreatment have formally assessed the intellectual
abilities of the parents or report the IQ recorded in case records. Assessment of
cognitive ability may be seen as unnecessary or inappropriate given the sensitive
issues surrounding the meaning of IQ. Nonetheless, IQ can provide useful infor
mation particularly regarding learning ability. In general, the lower the IQ is below
average, the lower and flatter the learning curve. That is, it takes these individuals
longer to learn material and they may not learn it completely. This means that any
intervention will take a long time, and this probably will increase costs.

Reading ability instruments. There is an increasing awareness that the level
of a person's reading recognition and comprehension abilities can influence their
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knowledge and skill levels, as well as their learning abilities (Lynn, 1989). Despite
this recognition, in the area of child maltreatment there has been virtually no de
termination of parents' reading abilities in order to match educational materials to
these abilities. This is particularly problematic because large-scale studies have re
ported that about 40% of the general population read at or below a 10th-grade
level, whereas 73% of the parents of pediatric patients actually read at less than a
9th-grade level and 31% read at or below a 4th-grade level (Davis et al., 1994). At
the same time, the reading complexity of parent education materials is several
grades higher. For example, 80% of 129 sampled written parent materials from
various professional organizations or available commercially required at least a
10th-grade reading level (Davis et al., 1994). Since these reading formulas measure
only reading recognition, there is no determination of level of reading compre
hension. At the same time, these formulas do not take into account the fact that in
formation is presented in small, cluttered print using technical terms (Tymchuk,
1990b). Misuse of products such as over-the-counter medications, high-risk house
hold products, or prescription medications is a significant contributing factor in
child neglect. Emphasizing the importance of matching information to the in
tended population's reading level, one study found that when pediatric informa
tion materials provided to parents were simplified to the reading grade levels of
parents, there was a significant improvement in understanding (Chacon, Kissoon,
& Rich, 1994).

Reading recognition. There are several formal tests to measure reading rec
ognition in English. A widely used one is the Reading Recognition subscale of the
Wide Range Achievement Test-Revised (WRAT-R) (Jastak & Wilkinson, 1984), in
which the person looks at a list of letters and words of increasing difficulty and
states what those letters and words are. This test takes 5 minutes and yields a
reader's grade equivalent. There is no Reading Comprehension subscale on the
WRAT-R. Norms represent the general population, although there is no compari
son for socioeconomic status. The WRAT-R is widely used, reliable, valid, and is
easily administered with minimal training. In order to interpret the results, how
ever, training is necessary. Another quick, easily used instrument is the Diagnos
tic Screening Test (DST) (Gnagey & Gnagey, 1982) which has several subtests,
including both reading recognition and reading comprehension. One potential
drawback of the DST is that reading comprehension relies heavily on immediate
memory typical of many such instruments. However, the DST is well standard
ized, with a representative sample in norms and provides grade scores. A major
drawback for both the DST and the WRAT is the small print of the words. Enlarg
ing and separating the words may be helpful; the effects of this adaptation on the
norms is unclear, but they appear to be minimal. Since the words in neither in
strument are directly related to parenting issues, neither is useful for prescriptive
purposes.

In response to this need, the UCLA Parenting Reading Recognition List (UP
RRL) was developed to assess a person's ability to recognize words. The words
that comprise the UPRRL represent the areas of parenting within the Wellness Proj
ect. There are two equivalent forms of about 50 words each, in increasing syllabic
complexity presented in 16-point, Times New Roman (see Table 3). Words were
selected from those presented as critical by health care professionals, from those
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Table3. Itemsin FormOne ofthe Parenting Reading Recognition List

1. 1
2. hot
3. two
4. dose
5. sharp
6. help
7. fire
8. fever
9. laugh

10. praise
11. side effect
12. high risk
13. language

14. O.K.
15. 13
16. practice
17. danger
18. patience
19. symptom
20. physician
21. pregnant
22. children
23. swelling
24 . poison
25. swallow
26. reward

27. warning
28. violent
29. overdose
30. resistant
31. suffocate
32. one hundred
33. instructions
34 . alcohol
35. oF.
36. temperature
37. punishment
38. diarrhea
39. 911

40. precaution
41 . consequence
42. expiration
43 . immediate
44. vaccination
45 . prescription
46. penicillin
47. appropriate
48. limitation
49. authoritarian
50. emetic
51. flammable
52. nutritious

used on labels of products commonly used by parents, including prescription and
over-the-counter medications and high-risk household products. Performance on
the UPRR List is highly correlated with performance on the Reading Recognition
subscale of the WRAT-R and can be used in the design of parent education.

Reading comprehension. There are several reading scales with reading com
prehension subtests including the DST (Gnagey & Gnagey, 1982), which is valid
for screening purposes, and the Passage Comprehension subtest of the Woodcock
(1987), which samples a broader range of information and is widely used in
schools for diagnostic purposes. The latter requires extensive training to adminis
ter and takes at least 10 minutes to give.

As with reading recognition, a drawback of all formal reading comprehension
assessment devices is the fact that none contain information related to areas of
parenting. In response to needs of parents to understand common words used in
critical areas of parenting, the UCLA Parenting Reading Comprehension List (UP
RCL)was developed to accompany the UCLAParenting Reading Recognition List.
A single form with 30 items selected as representative of the words are included
in the two forms of the UCLA Parenting Reading Recognition List. Each item has
three choices written at a 5th-grade level of comprehension and printed in 16
point type for ease of reading. Sample items include:

1. What does suffocate mean?
a. to get tired
b. to die from not being able to breathe
c. to run away

2. What does diarrhea mean?
a. a book to write in
b. a type of medicine
c. watery poop

3. What does child abuse mean?
a. hurting your child so you could go to jail
b. not having sex with your child
c. that you are proud of yourself
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Fundamental Knowledge and Skills for Parents

There are certain areas of parenting in which all parents must have sufficient
knowledge and skill themselves, or in which they are able to obtain support, in or
der to ensure the provision for the adequate health and safety of their children.
Within the Wellness Project, these have been termed fundamental areas because
they form the basis for parenting in other areas or may influence the health and
safety of parents and of their children. As listed in Table 2, some of these areas in
clude social and service support, planning for aspects of parenting through the de
velopment of their child, following an effective decision-making process as well
as making the best decision possible, and coping with problems for which they
did not plan. Those areas that influence adequacy of health and safety provided by
parents include being able to handle finances, meal planning, home cleanliness,
and personal and child hygiene. Although there are a number of devices used to
determine social and service support availability and utilization (e.g., Coohey,
1995; Llewellyn, McConnell, & Bye, 1995), there are few devices available to as
sess the other components. Table 4 contains an example of an assessment used to

Table 4. Example of Assessment Regarding Fundamental Parenting Behaviors

Effective Decision-Making

INSTRUCTIONS: Below is a situation in which a parent would have to make a decision on how to act.
Following the scenario is a list of good decision-making steps. Read the scenario to the parent and then
ask questions 1-7 (#3 does not have a question). Each question is followed by sample responses. For
each step, record a 1 if the parent correctly identifies it and a 0 if the parent incorrectly identifies it or no
answer is given. Add up the number of points and record this number where it says "Total Points." Using
the score guide , determine the parent's final score (0-3) and record the number in the space provided.

SCENARIo-"your baby has been irritable all morning and will not stop crying. "
_ 1. DECISION/PROBLEM: "What is happening in this situation?" "What decision do you have to

make?"
• My baby won't stop crying .
• Something is wrong with my baby.

_ 2 . GOAL: "What would you do? Why?"
• Call the doctor because s/he can tell me what's wrong with the baby.
• Change her diaper because she might be wet.

3. WHO CAN HELP
• Call the doctor.

_ 4 . ALTERNATIVES: "You said you would __. Is there anything else you might do?"
• Call the doctor.
• Change her diaper.
• Give her a bottle.
• Hold her.

_ 5. CONSEQUENCES: "What will happen if you do these things?"
• The baby may stop crying.
• I can find out what's wrong.

_ 6. DECISION/CHOOSING AN ALTERNATIVE: "What would your final decision be?"
• Call the doctor.
• Call the doctor if the other things don't work.

_ 7. EVALUATION OF DECISION: "Now I am going to tell you the end ofthis 'story.' It turns out
the baby was sick and the doctor says he had a virus . Knowing this, do you think you made a
good decision? Why?" Yes, because the baby didn't get sicker. No, because the baby
could have gotten worse.



434 ALEXANDER J.TYMCHUK

measure effective decision making (Tymchuk, Andron, & Rahbar, 1988; Tymchuk,
Yokota, & Rahbar, 1990). This assessment was in turn used as a basis for a cur
riculum on effective decision making.

Assessment of the Child

Unlike assessment of parenting, there are many standardized instruments
used with children, across various areas of assessment and for various purposes.
As with tests of parenting, there are additional issues practitioners and researchers
must consider in the selection of assessment methodology when testing children,
including duration of the assessment and the qualifications and training required
for administration. Some of the more widely used instruments to assess children's
general development, such as the Bayley Scales (Bayley, 1969), the Denver II (Frank
enburg et al., 1990), and the Wechsler Scales (Wechsler, 1989), require certain
qualifications and extensive training and supervision of the assessor. In addition,
each takes a long time to administer, ranging from 45 to 60 minutes, depending
upon the child. Because these scales were designed to evaluate a child for catego
rization purposes, for examining the effects of programmatic intervention, or for
predictive purposes, rather than for the design of specific education for the child,
the time and expense for their use in child maltreatment may be questionable. Un
like many of the assessment devices for children mentioned earlier, the Develop
mental Profile (Alpern, Boll, & Shearer, 1986) can be used for all of the purposes
of those devices as well as for the design of specific child-oriented interventions.
It is composed of five subscales, each of which contains individual task-referenced
items ranging from birth to age12 years, 6 months.

Evaluation of the Home and Community Environment

Perhaps the most widely used standardized measure to assess the quality of
the home environment is the HOME (Caldwell & Bradley, 1984). The HOME has
three roughly equivalent forms (Infant and Toddler, Preschool, and Elementary)
which make it useful as the child develops. There also is a Spanish language
Infant and Toddler form. The advantages of the HOME are that it is useful over
time and with different groups of families. It is also standardized with normative
data across the three major socioeconomic groups, with a primary emphasis on
impoverished households. The HOME is easily administered, but does require cer
tain qualifications as well as training; it provides both a cumulative score and in
dividual subscale scores. The HOME was originally designed as a dependent
measure of the effectiveness of early intervention programs; therefore, it has cer
tain limitations. Care must be used in adapting it directly as a measure of the qual
ity of parenting or the efficacy of parent education, or in using it as a measure for
prescriptive purposes either by the parent or by educators, including those ad
dressing issues in child maltreatment.

Functional Assessments

In addition to the assessment devices described thus far, there are a number
of valid instruments available that focus upon specific functional components of
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parenting. Each of these was developed for prescriptive purposes after careful
task analysis and validation and each is useful in parenting in child maltreat
ment. All require tra ining for implementation. Lutzker and his colleagues de
veloped and used the Home Accident Prevention Inventory (HAPI) as a means of
identify ing home dangers with families in child maltreatment (Tertinger, et al. ,
1984). An accompanying manual pro vides instru ction on how to successfully
implement interventions after assessment with the HAPL Tymchuk and col 
leagues (1990; 1992b) developed a series of instruments and curricula that have
been revalidated for the Wellness Project. One assessment is the Home Danger
and Safety Precaution Checklist; a sample is presented in Table 5. Other func
tional assessment devices were developed for each of the remaining components
within the Wellness Project listed in Table 2. The illustration in Figure 1 is used
along with a doll to asses s a parent 's awareness of parts of a child 's bod y and
where specific symptoms of illness can occur.

Table 5. One Portion of Home Danger and Safety Pr ecaution (from the UCLA
Parent/Child Health & WeJln ess Project and the SHARE/UCLA Center

for Healthy Fa milies)

Danger Preven tion /precau tion

1. FIRE

0 Matches/Lighter 0 Removes items o Stored out of reach of child
0 Locked drawer/cabinet

0 Candles/gas lanterns 0 Removes items 0 Uses flashlight

0 Lighter fluids (e.g, gas) 0 Removes items 0 Stored in own containe r
0 Stored out ofreach of child 0 Locked drawer/cabinet

0 Missing fireplace screen 0 Fireplace screen in place

0 Flammable items near 0 Flammable materials stored
heater/stove/oven in cabinets away from

heater/stoveloven

0 Flamable children's 0 Buys fire resistant clothing
clothing for child

0 Oily rags 0 Always disposes oily rags
after use

0 Sawdus t in a pile 0 Removes items 0 Uses sand /cat litter to
absorb oil in garage

General Fire Danger 0 Baking soda available 0 Fire drill posted and practiced
0 Fire extinguisher present 0 Sleeps with doors closed

and knows how to operate
0 Smoke detectors present

and working outside each
sleeping area/each floor

o Other
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Figure 1. Illustration used in assessment of knowledge of body parts and symptom sites .
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Parenting Curriculum and Material Development in Child Maltreatment:
The Science of Curriculum and Material Development

Although the NRC report (1993) has recognized the great need for the sys
tematic development of instrumentation in parenting, the even greater need for
the systematic development of parenting curricula and materials was not ad
dressed. At present, there are few parenting education curricula and materials
that were designed to adhere to the necessary empirical criteria for standardiza
tion for any parents, but especially for parents with special leaning needs. Since
curricula as well as accompanying materials for teaching purposes in any area of
behavior must adhere to the same standardization criteria as does assessment, the
development of curricula is time-consuming. However, such curricula must be
developed in order to determine whether parents with the characteristics at issue
can learn (e.g., Berger et al., 1994; Ornstein & Hunkins, 1993; Rosenblum, 1994;
Wells et al., 1994). In child abuse and neglect it is unclear what curricula are used
for teaching purposes. This serious deficiency may have occurred as a result of
the interest in descriptive studies in the field; however, this lack of standardized
curricula also may be a result of the absence of educators in the field and the fo
cus of federal funding. In such other fields as special education, medical patient
education, management, policing, and nursing, this need has been met (e.g.,
American Red Cross, 1989; Kinzie, Schorling, & Siegel, 1993; Tymchuk, Andron,
Bavolek, et al., 1990).

As in the area of parenting assessment, service providers in the field of child
abuse and neglect must obtain and learn how to apply curricula from related areas
to the development of parenting skills.

Interventions for Functional Abilities

Understanding Alternative Learning Styles and Matching Interventions
to Those Styles: There Is No Normal or Set Way in Which People Learn

Although it should be self-evident, sometimes we forget that there are many
different ways in which people learn. It may seem that most, if not all, people learn
all their information and skills on their own, by observing others, by reading books,
in classes, or training program continually; this is false. Although it may seem that
learning occurs in this manner, one has to look carefully at how much individuals
have learned in these circumstances. Weneed to know what level of information or
skills the individual has attained, and determine whether the levels are optimal for
the stated purpose. Unfortunately, without more attention to individual learning
style, these levels invariably are insufficient, whatever the content area. Some peo
ple learn better when they see information printed or clearly written; others do bet
ter when information is heard. Still others learn optimally when they see as well as
hear information. Some learn when small chunks of information are set at their
own pace, whereas others can learn more rapidly. Also, people learn different in
formation and skills in varying ways and at different times in their lives. As peo
ple age or become ill, they will even learn new information and skills or maintain
previously learned information and skills using strategies that are different from
those used earlier in life. In addition, not everyone is capable of learning how to
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do everything. When a person learns optimally in a manner different from others,
this does not devalue that person.

Influences on Learning

In order to examine how people learn, the following framework was adopted.
Having a consistent framework that is empirically based allows for familiarization
with, and continued use of, terms or phrases. This framework includes three phases:

1. The presentation or input phase refers to how people become prepared for
new information and skills and how they obtain or are presented with in
formation and skills.

2. The assimilation or learning phase refers to how people take the new in
formation and assimilate it with their current knowledge or skill bases.

3. The use or output phase, which includes both immediate and delayed use.
It includes how people make immediate use of new information and skills
and how they maintain the knowledge/skill for use at a later time. Such
use can occur in a testing or contrived situation in which the person, in
this case the parent, is asked questions on a test, is asked to demonstrate
how to do something, or is observed while in the home. A situation that
is set up is termed an in vitro situation; a real-life situation is referred to as
in vivo.

Parental Factors that Influence Each Phase ofLearning

Each of these individual phases is influenced both by parental factors and by
environmental factors. The following are parental factors that influence how well
a parent does in each phase: (1) physical functioning (with or without any correc
tive devices that may be needed), such as vision, hearing, motility, and coordina
tion; (2) previous experience and background, such as familiarity with the
components of parenting and societal expectations (e.g., whether the parent ever
had a model for parenting from whom to learn parenting and societal expecta
tions , or familiarity with the circumstances of assessment or education being
done); (3) current environment, including availability of social supports [e.g.,
whether learning is valued by those with whom the parent is currently involved;
(4) personal values, interest, and motivation (do they want to be parents, do they
want to learn, are they doing it all just for the love of parenting, or would they
learn better if they received recognition for accomplishments, however small
those accomplishments); (5) processing capacity (how much information can par
ents be given comfortably); (6) memory capacity (how much information can par
ents remember over the short or long term); (7) reading recognition and reading
comprehension ability in English or in their primary language, speech recognition
and speech comprehension in English or in their primary language.

Environmental Factors that Influence Each Phase
ofParent Learning and Application

Structural environmental elements. For phase I, these can be divided into
structural and process elements. Structural elements refer to the content of the ed-
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ucation and include such elements as the order, structure and complexity of in
formation, the method of presentation of the information (e.g., written or printed,
size or loudness, with or without illustrations, read to or read by a parent), and the
amount of information or number of items to be given at one time and whether
these items are to be grouped by conceptual category.

Process environmental elements. This refers to where the education occurs
(e.g., at home, in class, at a facility, at work) ; with whom-that is, individually or
in a small or large group; time and date of education (e.g., in the morning, after
noon, early evening, or evening, and on which days) ; duration of each session and
length and number of all sessions; whether the parent realistically can accomplish
his or her educational responsibilities; and who provides the education and the
qualifications and personality of that individual.

Importance ofIdentifying These Factors

Identifying either parental or environmental factors that influence learning
and use is important because the service provider then can provide modifications
in order to improve learning and use. Although it is not possible to change histor
ical events that influenced the parent's current learning style, it is very feasible to
change current environmental factors that do so. It is straightforward to make such
changes, but service providers may be unfamiliar with various options or may
consider such changes too time-consuming for the improvement that may result.
As in any case presented for adjudication, the extent to which such modification
in education does not occur but could benefit the parent and by extension the
health, safety, and wellness of their child, must be considered. Table 6 identifies
those factors that are related to adequacy of parenting and learning and those that
are related to inadequacy of parenting and learning.

Which Factors Are Most Relevant?

There are certain factors that can be changed with minimal cost and time and
that provide substantial benefit not only for the parent's learning and care for his
or her child, but also for other children and for society over the long term. Table 7
contains a list of these factors.

Putting It All Together: Steps in Setting Up an Optimal
Parent Learning Program

The optimal learning program for any parent will vary according to what is
expected, that is, knowledge, skill, or both, and according to curriculum area . For
some tasks, the parent may need to work one-on-one with the educator, whereas
for others the parent may be able to work on his or her own, in small groups or
with periodic feedback, recognition and correction. In addition, the success of any
education will depend upon some of the factors listed in the previous section as
well as on the issues related to the circumstances under which the parent comes
to the program. Here, we will go through the steps in setting up, implementing,
and evaluating the success of an educational program which we term the Specific
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Table 6. Factors Known to Benefit or Hinder Parental/Maternal Care and Learning

Factors known to benefit the adequacy of
childcare and to facilitate learning

a. Maternal Historical Advantage Factors
i. Lived at home
ii. Parental approval of marriage or part-

ner/child
iii. Older than 18 when first child born
iv, Parenting education
v. Self healthcare education
vi. Own parents problem free
vii. Completed high school
Vlll. Stable partner relationships

b. Maternal Current State Advantage Factors
i. Healthy physically
ii. Emotionally healthy
iii. Limited stress
iv. Adequate self-esteem
v. Reading/speech comprehension

> grade 5
vi. No or limited substance intake including

alcohol (if so, is actively participating in
substance abuse program

vii. IQ> 60
c. Maternal Current Process Advantage Factors

i. Good planning
ii. Good decision making
iii. Good coping style
iv. Nonpunitive child interaction with

some positive interaction
v. Strict child interaction but not

idiosyncratic
vi. Reinforces
vii. Smiles/empathetic
viii. Willing to learn/motivated
ix, Learns readily/generalizes
x. Recognizes own needs
xi. Has done well in other programs
xii, Has good adaptive skills

d. Environmental Advantage Factors
i. Supports in

1. Healthcare
2. Education
3. Friend
4. Psychological
5. Vocational
6. Legal
7. Financial aid

ii. Available
iii. Comprehensive
iv, Frequent as needed
v. Duration as needed
vi. Long as needed
vii. Supports with fair view of capabilities
viii. Professionals trained

Factors known to interfere with the adequacy
of childcare and to inhibit learning

a. Maternal Historical Risk Factors
i. Ever institutionalized
ii. Abused as child/incest
iii. Younger than 18 when first child born
iv, No parenting education
v. No self healthcare education
vi. Own problem parents (crime/drugs/

emotional disturbance
vii. Umited formal education

b. Maternal Current State Risk Factors
i. IQ < 60
ii. Medical distorder
iii. Emotional disorder (depression, mental

illness)
iv. High stress
v, Low self-esteem
vi. Reading Comprehension < grade 4
vii. Untreated substance abuser

c. Maternal Current Process Risk Factors
i. Poor coping style
ii. Poor decision making
iii. Punitive child interaction
iv. Authoritarian child interaction
v. Unwilling to use supports
vi. Perpetrates abuse
vii. Rarely reinforces child
viii. Rarely smiles/nonempathetic
ix. Poor motivation to learn
x. Learns slowly/unable to generalize
xi. Does not recognize own needs

d. Environmental Risk Factors
i. No or limited supports
ii. Supports with prejudicial attitudes
iii. Professionals untrained
iv, Any supports some distance away
v. Multiple agencies with multiple

contacts
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Factors known to benefit the adequacy of
childcare and to facilitate learning

ix. Supports/interventions match
learning ability

x. Parental agency contacts through
single individual

e. Family Advantage Factors
i. Only one child
ii. Younger child
iii. Adequate income
iv. Adequate/safe/stable housing
v. Infrequent moves

f. Husband/Partner Advantage Factors
i. Current partner supportive
ii. Current partner emotionally healthy
iii. Current partner involved in vocation
iv. Current partner involved in civics
v. Relatively stable relationship

g. Child Advantage Factors
i. IQ> 70
ii. Adequate health
iii. Pleasant temperament
iv. Few accidents
v. Child < age 6
vi. Adequate behavior

Factors known to interfere with the adequacy
of childcare and to inhibit learning

e. Family Risk Factors
i. More than one child
ii. Older child
iii. Income below poverty level for

community

f. Husband/Partner Risk Factors
i. Current partner abusive
ii. Current partner emotionally disturbed
iii. Current partner in criminal activity
iv. Current partner not in vocation

(supported or nonsupported work)
g. Child Risk Factors

i. IQ < 70
ii. Health problems
iii. Difficult temperament
iv. Frequent accidents
v. Child> age 6
vi. Male?
vii. Child with behavior problems

Parenting Plan (SPP). While the format of the SPP is not presented here because of
space issues, the actual contents include the following:

1. Identification of factors that might influence the success of the SPP imple
mentation, a determination of ways to increase the influence of those fac
tors that might be facilitating, and to decrease the influence of those factors
that are inhibiting or interfering (see Tables 6 and 7). Since motivation may
be an issue in the success of the educational program (e.g., Danoff, Kem
per & Sherry, 1994; Saylor, Elksnin, Farah, & Pope, 1990), the +PAS (Posi
tive Parenting Attention System) has been devised in which those materi
als and processes that are most rewarding to the parent have been
identified. Specific behaviors are targeted for acquisition and maintenance,
including attendance, timeliness, and actual improvement in knowledge
and skills. A schedule of contingencies is developed for providing the
materials to the parent. The parent may be overwhelmed when asked or
required to make their home safe, for example, and the probability of fail
ure increases. To prevent this, actual materials may be provided for the
parent: a home safety kit (e.g., a fire extinguisher, door-handle covers, elec
trical outlet covers) and a health kit (e.g., thermometer, Ipecac, Band
Aids). In the Wellness Project, these cost in total about $50 per family.

2. Determination of where the needs are within a parenting area (see Table
2), the priority level of each, the parent's current level of functioning in
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Table 7. Potential Influences on Learning

I. Parental factors
A. Physical functioning with or without any corrective devices that may be needed (vision. hear

ing. motility, coordination)
B. Previous experience and background (familiarity with components of parenting and societal

expectations; e.g.. did parent ever have a model for parenting from whom to learn parenting
and societal expectat ions? or familiarity with the circumstances of assessment or education
being done)

C. Current environment (e.g.• is learning valued by those with whom the parent is currently in
volved? availability of social supports)

D. Personal values. interest. and motivation (do they want to be parents? do they want to learn?
are they doing it all just for the love of parenting or would they learn better if they received
recognition for accomplishments. however small those accomplishments?)

E. Processing capacity (how much information can they be given comfortably?)
F. Memory capacity (how much information can they remember over the short or long term?)
G. Reading recognition and reading comprehension ability in English or in their primary lan

guage if not English. speech recognition and speech comprehension in English or in their pri
mary language if not English.

II. Environmental factors that influence each phase of parent learning and application
A. Structural environmental elements

1. Content aspects ofthe education-include such things as what is to be taught
2. Order
3. Structure

a. Level of difficulty or complexity
b. Written or printed
c. Size/loudness
d. Illustrations
e. Conceptual groupings
f. Number of items

B. Process environmental elements
1. Circumstances

a. Place-refer to the circumstances in which education occurs (at home . in class)
b. Individual. small or large group
c. Attendance required/mandated
d. Date. time of day. ease of access
e. Number. length. duration of sessions
f. Criteria for changing from one level to another

2. Educator
a. Experience . education

i. Training in parenting by anyone including parenting by persons with special learn
ing needs

ii. Attitudes regarding individual differences in general but specifically in race/
sthnlcity, culture. abilities . appearance and parenting

iii. Knowledge regarding poverty. culture. science of assessment. and know parenting
assessments and interventions

iv, Values such that belief that a certain type of family is best or type of parent is best
or parenting style is best and if so. on what basis do you base that/those values?

b. Other

that area, and the degree of support required to fulfill that need. Such as
sessment may be formal or informal.

3. This specifies the curriculum that would be used in order to address the
specific parenting needs and the steps in that curriculum at which the
parent would begin. In Table 8 an example of the topics that are included
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Figures 2 and 3. Illustrations used to help parent identify dangers in the home and implement
precautions.



444 ALEXANDER J.TYMCHUK

Table 8. Parent Education Topics and Sample Order of Presentation within the UCLA
Parent/Child Health & Wellness Project

Safety and Learning

Health
Effective Planning
Understanding Health
Support & Service Relations
Parts of the Body & Common Problems
Effective Decision Making
Effective Coping
Understanding Sickness & Health
Effective Self Observer
Knowing When You Are III
Handling Finances & Budgeting
Temperature
Effective Child Observer
Knowing When Your Child Is III
Meal Planning
Pulse
Personal & Child Grooming
Breathing
House Cleanliness
Common Health Problems & Diagnosis

Knowledge . Causes & Prevention of Life Threatening
Emergencies

Planning for Emergencies
Partner Safety & Safer Sex
Emergency vs. Common Problems
HomelApartment Safety
Knowing When to Call Dr. & What to Do
Following the Doctor's Directions
Phone Safety
Prescription Medications
Stranger at the Door Safety
Going Out Safely-Before, While Out, & Returning Home
Over-the-Counter Medications
Infectious Diseases
Outside the Home Safety
On Vacation Safety
ChiidSafe
Reporting a Crime
Parent & Child Enjoying Each Other
Reading & Singing
Anticipating Child Behavior

in the Wellness Project is presented. Each topic has a lesson plan with
specific goals and objectives, along with ways to meet those goals and ob
jectives individually or in small groups. Materials written in large print
and illustrated are used in each, accompanied by booklets to be used by
the parents.

4 . Specifies the materials for teaching that would be used in conjunction
with the curriculum. This might include such materials as illustrations
and actual objects. Figure 2 contains an example of one out of the six il
lustrations, each in its own parent booklet , that are used to identify dan
gers and ways to implement precautions. Figure 3 contains another used
for teaching purposes. Although these are shown in this text as black and
white, color illustrations are used .

5. Determines which learning environment would be optimal for the parent,
including who will provide the education.

6. Establishes the parent's motivation and his or her level of individual
responsibility so that the consequences of the parent's actions are under
stood. This might entail a more formal consenting process and may in
clude actual questions to determine the parent's understanding of what is
expected and his or her agreement to what the education will entail.

7. Prepares the person for education by familiarizing him or her with the
program while keeping in mind the goal of parental success as well as en
suring the safety of the child.

8. Starts easy and in small chunks for initial success.
9. Coaches and congratulates.
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10. Continues to measure and provide constructive feedback. If difficulties
occur, the learning situation is reexamined and the parent is asked for
help in identifying the reasons that the difficulties may be occurring and
in making appropriate modifications.

11. Moves to the next level in the curriculum or has the parent assume
greater responsibility for self-learning, or both.

SUMMARYAND IMPLICATIONSFOR FUTURE DIRECTIONS

As presented in this chapter, major questions relate to the fact that many par
ents with any form of functional or categorical disability are reported to child pro
tective services and cases are opened for them. Of concern are the educational
needs of the parents and how they can best be addressed while fulfilling society's
responsibilities to protect the child as well as the rights of the parent. Currently,
there has not been a systematic response to these questions in the area of child
maltreatment, but in the absence of such a response, strategies have been de
scribed here that may be beneficial to workers in the field .
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Enhancing Treatment
Adherence, Social Validity,

and Generalization
of Parent-Training
Interventions with

Physically Abusive and
Neglectful Families

LORI M. LUNDQUIST and DAVID J. HANSEN

The literature on the assessment and treatment of child abuse and neglect has been
steadily growing in recent decades. A consistent theme in the literature is that
maltreating families generally present with a variety of problems and multiple
possible targets for intervention, including many parent and child issues. The
treatment picture is also complicated by the diversity of parents, children, prob 
lems , personal resources (e.g., financial, social, intellectual), and motivation for
change. Unfortunately, due to their challenging circumstances, maltreating fami
lies may be among the least likely to succeed with psychological intervention
(Wolfe, Edwards, Manion, & Koverola, 1988).

Clinicians and researchers view child abuse and neglect as the result of com
plex maladaptive interactions or lack of basic caretaking behaviors that are influ
enced by parental skill or knowledge deficits and other stress factors (Azar & Wolfe,
1989; Hansen & MacMillan, 1990; Hansen & Warner, 1992; Wolfe, 1988). Provision
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of treatment to these families is complicated by a variety of issues. Problems
include, but certainly are not limited to, restricted financial and social resources,
marital problems , limited cognitive abilities, substance abuse problems, and multi
ple personal demands (e.g., variety of appointments with therapists, attorneys)
(Lutzker & Newman, 1986; National Center on Child Abuse and Neglect, 1988). In
addition, maltreating families are often referred for psychological services under
duress or involuntarily (Hansen & Warner, 1994). This makes it difficult to elicit
necessary and accurate information from the parents and to establish the credibil
ity and rapport that will likely increase their motivation to modify their parenting
style (Wolfe, 1988). Also, the assessment of an abusive act is limited by its relative
low frequency, privacy, and illegality.

The potential consequences of abuse vary considerably in type and severity,
including emotional, behavioral, social, developmental, and physical sequelae
(cf. Ammerman, Cassisi, Hersen, & Van Hasselt, 1986; Azar & Wolfe, 1989;
Conaway & Hansen, 1989; Hansen, Conaway, & Christopher, 1990; Malinosky
Rummell & Hansen, 1993). Given the impact of abuse on children, the complex
and challenging treatment picture, and the likely recurrence of maltreatment,
clinicians and researchers need to learn more about how to enhance treatment
adherence, social validity, and generalization of interventions with maltreating
families. If parents do not actively participate in treatment, if the effects are not
at socially relevant or functional levels, or if the effects of intervention do not
maintain over time or generalize across settings, then maltreatment and other
dysfunction will continue.

This chapter examines issues regarding the concepts of treatment adherence,
social validity, and generalization as related to parent training with maltreating
parents. There is significant overlap among the three concepts. For example, the
more socially valid the goals and procedures, the more likely the client will ad
here to treatment. The more likely the client is to participate in treatment, the
more likely the effects will generalize and maintain. Finally, the more the effects
generalize and maintain, the more socially valid and functional the effects.

Systematic consideration of treatment adherence, social validity, and general
ization is needed from the outset in planning research and treatment to facilitate
the development of informative and effective interventions. The information pro
vided in this chapter is drawn from research on parent training and from research
on treating abusive and neglectful families, as well as literature on adherence, so
cial validity, and generalization. Given the diversity of literature covered, it will
be noted when particular studies or articles focused specifically on maltreating
parents. Specific recommendations are made regarding how to enhance adher
ence , social validity, and generalization to achieve lasting and meaningful impact
on parent-training efforts with maltreating families.

TREATMENT ADHERENCE

Treatment adherence has been defined as the "active, collaborative, voluntary
involvement of a client in a mutually-acceptable course of behavior to produce a
desired preventative or therapeutic result" (Meichenbaum & Turk, 1987, p. 20) .
Treatment adherence problems with maltreating families are believed to be more
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common than with nonmaltreating clients because maltreating parents are fre
quently mandated to attend therapy and may be reluctant participants (Hansen &
Warner, 1994). At least three types of parent behaviors need to occur for parent
training to be successful. Parents must (1) attend sessions regularly, (2) participate
within sessions, and (3) complete out-of-session assignments (Doepke & Hansen,
1992; Hansen & Warner, 1994). Sutton and Dixon (1986) explained that treatment
resistance can be evidenced in treatment at both micro and macro levels. Resis
tance at the micro level is evidenced by challenges, disagreements, disqualifica
tions, and other negative verbal responses by clients to therapist suggestions.
Resistance at the macro level is evidenced by clients not completing homework as
signments, missing appointments , and dropping out of treatment.

Session attendance is notoriously poor with maltreating families, and dropout
rates are high and range from 20% to 70% (e.g., Hansen & Warner, 1994; Smith &
Rachman, 1984; Warner, Malinosky-Rummell, Ellis, & Hansen, 1990). Warner and
associates (1990) found an overall attendance rate of 67% for maltreating cases,
whereas nonmaltreating cases in the same clinic had a significantly higher atten
dance rate of 82%. Not surprisingly, for maltreating families rates of attendance for
home sessions (72%) were significantly higher than rates for clinic sessions (62%).
Smith and Rachman (1984) found that only 10 out of 27 families referred for
nonaccidental injury to children completed the full psychological intervention.
Eleven families withdrew prior to completing the initial assessment procedures
and six withdrew before completing treatment.

Participation within sessions is the most complicated and least understood as
pect of adherence (Doepke & Hansen, 1992). Within-session adherence responses
include talking about relevant topics , following session goals and procedures, and
practicing new skills within the session. Little is known about within-session par
ticipation during parent training because only a few studies have been conducted
(e.g., Chamberlain, Patterson, Reid, Kavanagh, & Forgatch, 1984; Patterson & Cham
berlain, 1994; Patterson & Forgatch, 1985).

In a study ofthe relationship of therapist behavior and client noncompliance,
Patterson and Forgatch (1985) found that therapist efforts to either teach or con
front parents during therapy sessions increased the probability of parental resis
tance. The results also showed that if the therapist adopted a nondirective stance
and did not teach, the level of resistance was dramatically reduced relative to re
sistance obtained with a more directive parent training approach. Thus, while
"teach" and "confront" were associated with significant increases in the likeli
hood of client noncompliance, "facilitate" and "support" were followed by reli
able decreases in client noncompliance. As Patterson and Forgatch note, the
increased likelihood of the occurrence of noncompliance subsequent to teaching
behaviors is somewhat of a paradox for many behavior therapists who regularly
use teaching and skills training interventions.

Patterson and Chamberlain (1994) reviewed studies of parental resistance
during parent training. They reported that analyses of sequential interactions dur
ing treatment found that therapists ' efforts to intervene produced immediate
parental resistance. Therapist efforts to intervene increased from baseline to mid
treatment phases , and this was accompanied by increases in parental resistance.
Contextual variables, such as parent pathology, correlated with higher levels of re
sistance. Decreases in resistance were associated with improvements in parental
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discipline practices. Furthermore, parental resistance altered the behavior of the
therapists (e.g., confronting, reframing], reducing their effectiveness.

Another parental behavior needed for parent training to succeed is comple
tion of assignments outside of therapy sessions. Adherence to homework assign
ments encompasses a wide variety of responses [e.g., self-monitoring, completing
questionnaires, implementing newly learned skills). A survey of 105 professionals
reporting on a total of 303 maltreating clients, randomly selected from their case
loads, indicated that approximately 64% of homework assignments were com
pleted (Hansen & Warner, 1994). Newman (1994) noted that this type of resistance
"is especially troublesome in that many opportunities for therapeutic learning and
practice in the natural environment are lost when clients neglect to engage in their
assignments" (p. 51) . The success of any parent training program depends on treat
ment adherence. When clients fail to follow treatment prescriptions, neither clin
ical experience nor historical efficacy of the treatment procedure will be sufficient
to produce a successful outcome (Doepke & Hansen, 1992).

Consideration of Contextual Factors

There are many reasons for noncompliance. and there is not a simple linear
relationship between attendance at parent training sessions and treatment out
come. This relationship is moderated by setting events and contextual factors (cf.
Dumas & Albin, 1986). Dunst. Leet, and Trivette (1988), suggesting that "a family 's
failure to adhere to a professionally prescribed regimen may not be because its
members are resistant, uncooperative, or noncompliant, but because the family 's
circumstances steer behavior in other, more pressing, directions" (p. 110).

Dumas and Albin (1986) stated that despite the well-documented successes of
the parent training approach, available evidence indicates that "high-risk" fami
lies characterized by adverse social and material conditions (e.g., maltreating fam
ilies) are unlikely to benefit from treatment, even when they do not drop out of
treatment before its completion. Such stress factors or setting events include mar
ital discord, social isolation, low parental education, low socioeconomic status ,
and so forth. A variety of specific problems can arise, such as transportation prob
lems, illness, forgetting, lack of access to a phone to cancel or reschedule appoint
ments, and parent or family concerns about obtaining mental health services.

Research suggests that there are factors that influence the likelihood of treat
ment adherence, as well as satisfactory completion of therapy. Johnson (1988)
found that parents who failed to complete treatment were more likely to have had
prior complaints for abuse , have been previously treated, lived alone or with a par
ent, and were less likely to have volunteered for a parent-toddler interaction
group. Dumas and Albin (1986) examined the relationship between setting events
(e.g., mother's psychopathology, father's presence), parental involvement (i.e., at
tendance at scheduled meetings and compliance with program instructions), and
parent training outcome. Results indicated that the two measures of parental in
volvement were significantly related to one another, and attendance at scheduled
meetings was related to the father's presence. Compliance with program instruc
tions was negatively correlated with previous services and positively correlated
with the father's presence and with income.

In their review ofthe literature, Patterson and Chamberlain (1994) found that
families with older children were significantly more likely to drop out of treat-
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ment, and that social disadvantage was significantly related to negative outcomes
in parent training (e.g., early dropout, poor outcome at treatment termination).
Parental traits such as being depressed or having an antisocial history were related
to in-session resistance at all phases of treatment. The socially disadvantaged. de
pressed, stressed, and antisocial parent was most at risk for disrupted discipline
and monitoring practices.

Wolfe et al. (1988) found that when clinicians provided behavioral parent
training for young parents and children who had been identified as being at risk of
child maltreatment, the parents with very young children (less than 15 months
old) often were less committed than parents of toddlers and preschoolers. The re
searchers suggested this was because there were fewer problems shown during
this preambulatory stage of child development. Wolfe, Aragona, Kaufman, and
Sandler (1980) found that the most salient indicators of successful outcome were
the age of the child (78% were between the ages of 2.5 and 5 years old) and the
court status ofthe family (74% of the successes were court-ordered).

There have been conflicting findings in the literature regarding the effects of
court orders on treatment with maltreating families (Hansen & Warner, 1994). As
noted previously. Wolfe et al. (1980) found that court orders appeared to be posi
tively related to treatment success. In contrast, Irueste-Montes and Montes (1988)
found that families in voluntary and court-ordered treatment participated at com
parable levels in a comprehensive child abuse and neglect treatment program.
They reported that court-ordered families appeared to benefit particularly when
the court specified the nature of the therapy they were to receive, by whom, how
frequently, and for what period. They also noted that it was helpful when the ther
apeutic program articulated expected behavior changes and termination condi
tions. Warner and colleagues (1990) found that court involvement was positively
related to session attendance in the clinic, but not to sessions in the home. This
suggests that the extra effort needed to attend sessions outside of the home may be
facilitated by the presence of a court order.

Assessment Issues

Adherence responses are likely to be under the control of multiple contin
gencies operating simultaneously. In light of such contextual considerations,
Dunst and colleagues (1988) presented the following recommendations for assess
ment and treatment: (1) assess family needs as a basis for determining the proba
bility of parents having time and energy to carry out child-level interventions; (2)
if certain family needs are found to be unmet, efforts must be made to provide or
mediate the types of support that ensure that a family has adequate resources; and
(3) adopt a proactive as opposed to a deficit perspective of parents who do not ad
here to professionally prescribed regimens.

Newman (1994) suggested that when therapists are frustrated by resistant atti
tudes and behaviors, they need to curb their exasperation and tendency to arrive at
general, but perhaps ill-informed, attributions for the client's behaviors. He also
stated that therapists must take an idiographic approach to the assessment of each
client's resistance and must examine the unique etiologic and maintaining factors
for each client. Each family requires a uniquely tailored assessment and treatment
strategy that is sensitive to the family's particular concerns. A functional analysis of
the conditions that elicit, maintain, and prevent adherence responses is essential.
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Newman suggested that therapists consider the following assessment questions: (1)
"What is the function of the client's resistant behaviors?"; (2) "How does the client's
current resistance fit into his or her developmental/historical pattern of resistance?";
(3) "What might be some of the client's idiosyncratic beliefs that are feeding into his
or her resistance?"; (4) "What might the client fear will happen if he or she com
plies?"; (5) "How might the client be characteristically misunderstanding or misin
terpreting the therapist's suggestions, methods, and intentions?"; (6) "What skills
does the client lack that might make it practically difficult or impossible at this point
for him or her to actively collaborate with treatment?"; (7) "What factors in the
client's natural environment may be punishing the client's attempts to change?";
(8) "Does my conceptualization of this case need to be revised or amended?"; and (9)
"What do I still need to understand about this client in order to make sense of his or
her resistance?" (pp. 51-55). These questions were written from the perspective of
working with an individual client, but one could easily apply them to families.

Antecedent and Consequent Strategies

In addition to a specific functional analysis of each client's adherence, there are
general antecedent and consequent strategies that may facilitate treatment adher
ence (Hansen & Warner, 1992, 1994). The following strategies have some support
in the parent training and related research literature, but the research conducted
thus far has largely included middle-income clients (Azar & Wolfe, 1989). The ef
fectiveness of compliance enhancement procedures has not yet been fully evaluated
with maltreating families. Although some strategies may be appropriate for all types
of adherence (e.g., attendance, within-session participation, homework), some may
have more specific or limited use. Use of strategies to enhance adherence should be
gin in the early phases of contact, before any problems are readily apparent.

There are a variety of antecedent strategies that may facilitate adherence. For
example, Dush and Stacy (1987) investigated the impact of pretreatment assess
ments on low socioeconomic status families involved in a prevention program for
improving parenting skills. Subjects not pretested demonstrated three times the at
trition rate relative to the pretested subjects. Thus, pretesting may be a useful strat
egy for promoting treatment adherence, possibly because the pretesting provides
additional information about what to expect and/or the families may have felt as
if they were more a part of the treatment program if they received pretesting.

Cox, Tisdelle, and Culbert (1988) compared the effects of verbal versus writ
ten behavioral prescriptions on recall of self-reported adherence to therapeutic
homework assignments. Results with 30 adult clients indicated that written pre
scriptions led to significantly better recall of, and adherence to, homework assign
ments. Researchers concluded that writing the instructions may have decreased
the ambiguity and complexity of the verbal information by structuring assign
ments into discrete tasks. Furthermore, tasks were easier and more salient to fol
low, and such structure may have enhanced the congruity of expectations between
the therapist and clients. Written prescriptions may also have increased the per
ceived importance of homework assignments. Finally, written prescriptions can
serve as a prompt in the natural environment.

Newman (1994) stated that a method for addressing client resistance is for the
therapist to inquire about the client's thoughts that precede or accompany their



PARENT·TRAINING INTERVENTIONS WITH MALTREATING FAMILIES 455

negative reactions to the therapists' suggestions. For example, the therapist may
state, "You rolled your eyes as I was explaining my point of view just now. I'm
wondering what went through your mind?" (p. 53).

Adherence can be enhanced when therapists tell families what to expect. For
example, Hobbs, Walle, and Hammersly (1990) specifically suggested that thera
pists tell parents to expect an initial increase in children's acting out when time
out is introduced, and that therapists should train parents to respond to the
anticipated behaviors. Precautionary efforts of this type may enhance treatment
acceptability and may increase compliance with therapeutic procedures in other
environments.

There are several additional antecedent strategies which may be helpful in fa
cilitating adherence (Doepke & Hansen, 1992; Shelton & Levy, 1981): having an
empathic and skilled therapist; involving the client in goal and procedure selec
tion; obtaining a private or public commitment from clients; providing additional
stimuli such as reminder cards; beginning with small homework requests and
gradually increasing assignments; ensuring that assignments contain specific de
tails relevant to the desired behavior; and providing specific training for tasks to
be implemented.

Along with antecedent strategies, there are several consequent strategies
which may facilitate adherence. Watson-Perczel, Lutzker, Greene, and McGimpsey
(1988) used behavioral techniques including feedback, shaping, and positive rein 
forcement as effective strategies for improving home conditions of families adju
dicated for child neglect. A study by Hansen and Warner (1994) indicated that
mental health service providers reported that praise and tangible rewards were the
most effective techniques for facilitating attendance with maltreating families ,
while in-session practice was reported to be the most effective technique for en
hancing homework completion. Hansen and Warner also found that attendance
policies (e.g., termination after a criterion number of sessions are missed by the
client) were reported to be used in a small percentage of cases, but they questioned
the ethics and utility of such practices .

Wolfe et al. (1988) used financial incentives to facilitate adherence for 30 par
ent training participants who had been identified as being at risk for child mal
treatment. Parents received $10 for completing the initial screening procedures
and an additional $10 for each of the posttreatment and follow-up sessions.

Therapists use shaping to promote parent compliance and understanding
(Lutzker, 1994). For example, if it is too burdensome for a mother to collect a
week's worth of data (e.g., frequency of scolding), the therapist might ask the
mother to collect data only for part of a particular day. If the mother complies, the
therapist praises her and asks her to collect two days' worth of data, and so on. An
other strategy for addressing parental noncompliance can be to hold out preferred
training activities (e.g., toileting) until the parent performs less preferred activities
(e.g., positive play) (Lutzker, 1994). Providing direct attention to nonadherence re
sponses (e.g., having open discussions, eliciting disagreements, and presenting al
ternative viewpoints) may also be valuable (Doepke & Hansen, 1992).

Several approaches use both antecedent and consequent strategies, such as
working with referral sources (e.g., schools, court, child protective services), ad
vocating for the client (e.g., providing support for interactions with child protec
tive service agencies), using procedures that are acceptable to the client and to
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significant others, using cognitive rehearsal strategies [e.g., self-management and
self-reinforcement), and anticipating and reducing the negative effects of compli
ance. If the client's environment undermines compliance, the therapist should fre
quently reinforce compliance, assist the client with integrating self-reinforcement,
provide cuing when possible, and closely monitor compliance with as many
sources as possible.

In an excellent review on understanding client resistance, Newman (1994)
suggested that therapists should do the following to facilitate treatment adherence:
(1) assess for client skill deficits that may interfere with adherence, (2) provide the
client with choices and an "active say," (3) collaborate and compromise, (4) thor
oughly explain homework assignments, (5) review pros and cons of continuing
with the status quo and of changing, (6) discuss the conceptualization ofthe case
with the client, (7) speak the client's "language," and (8) be persistent when a
client is "stuck." Also, adherence can be increased when specific efforts are made
to solicit ongoing feedback from clients about the acceptability of goals, proce
dures, and effects .

In Project 12-Ways, a well-known ecobehavioral approach, many setting and
contextual variables are addressed and treated (e.g., Lutzker, 1984; Lutzker, Wesch,
& Rice, 1984; Wesch & Lutzker, 1991). In addition to parent training, parents receive
other services that appear to be related to their particular difficulties (e.g., marital
counseling, basic skills training). The success of Project 12-Ways suggests that
clients demonstrated relatively high levels of compliance with treatment regimens.
Several factors may facilitate treatment adherence, including individual attention
paid to families, in-home intervention, benefits such as transportation to other ser
vice agencies, and casual dress of service providers (i.e., may reduce the distinction
between service providers and clients). Furthermore, adherence is facilitated when
service providers represent themselves to clients as people who might help fami
lies become more independent and less involved with state agencies (i.e., compli
ance may facilitate termination of protective services' involvement).

Proactive problem solving for potential obstacles to adherence can be valu
able to increase the likelihood of adherence. In addition, providing stress-man
agement training to address excessive arousal that may interfere with adherence is
also useful (Doepke & Hansen, 1992) . Helping the family reframe their problems
(i.e., maltreatment) in terms of day-to-day difficulties that the parent can identify
with (e.g., child noncompliance, difficulty dealing with stress) can be useful (Azar
& Wolfe, 1989). This explanation may be more easily accepted by parents and may
reduce their fears of being evaluated and labeled as "bad" parents.

A situation that can affect the therapeutic relationship and subsequent adher
ence is one in which a therapist encounters recurrences of abuse (Hansen &
Warner, 1992). If therapists have any doubts that newly discovered or potential
abuse should be reported, they should first inquire unofficially with protective
services to ascertain if the report should be submitted (Hansen & Warner, 1992;
MacKinnon & James, 1992). This inquiry can help maintain good rapport between
the family and clinician by avoiding unnecessary reporting. Furthermore, thera
pists should take a number of steps to lessen the parent's sense of betrayal and to
facilitate the parent's cooperation. Thus, they can provide support and choices be
fore actually reporting (e.g., the parent chooses whether the therapist or the parent
makes the notification), and they can prepare the parent for the investigation pro-
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cedure. Some argue that not informing parents of suspicion or intent to report is
deceptive and may be unethical (Racusin & Felsman , 1986).

SOCIAL VALIDITY

Social validity, according to Schwartz and Baer (1991) , refers to the accept
ability and viability of an intervention both to individuals and to groups (e.g., sub
cultures). Kazdin (1977) described three general social validity targets : goals,
procedures, and outcomes.

In order to facilitate the social validity of interventions , therapists need to
consider whether the treatment goals are what the family and/or society wants
and whether achieving the goals would actually improve the adjustment and
effectiveness of the individual. Most interventions have consisted of teaching
behaviors to clients that therapists assumed were important, to levels that thera
pists assumed were appropriate. As mentioned previously, therapists must con
sistently consider contextual factors (e.g., financial difficulties) which may take
precedence as priorities for clients. The goals ofthe therapist (e.g., increasing the
frequency of positive family interactions) may not match those ofthe family (e.g.,
because of different priorities for the family). When the goals of the therapist do
not seem socially valid in the view of the family, the likelihood of treatment ad
herence will be decreased. Considering specific family goals can enhance social
validity because family members are much more likely to be satisfied with the re
sults of therapy when treatment is targeted toward areas of their lives they deem
important.

Therapists also need to assess whether the maltreating parents and family
members consider the assessment and treatment procedures acceptable (Hansen &
MacMillan , 1990). According to Kelley, Grace, and Elliott (1990) "poor long-term
treatment outcome may be due to abusive parents' lack of acceptance of the child
management techniques offered to them. Although the skills may be effective, if
parents view the techniques as unacceptable (e.g., unreasonable or unfair), they
may not be used consistently and appropriately" [p. 220). From a pragmatic per
spective, offering clients an acceptable treatment may increase the likelihood that
the intervention will be used correctly (Kazdin, 1980). Frentz and Kelley (1986)
demonstrated that parents evaluated taking away privileges when children misbe
have as a highly acceptable intervention. Time-out, time-out with spanking, and
spanking were significantly less acceptable to parents than taking away privileges.
In a similar study, Heffer and Kelley (1987) found that parents generally favored
positive reinforcement (e.g., attention and praise) and response cost (e.g., loss of a
privilege) over other treatments. Low- and middle- to upper-income parents, how
ever, differed in their acceptance of several child management methods. For
example, low-income parents viewed spanking as more acceptable than did mid 
dle-income mothers. Thus , therapists must be sensitive to the fact that commonly
used parenting techniques may differ in acceptability among parents.

Finally, therapists need to consider whether clients and relevant others are
satisfied with all the effects of treatment Ie.g., Hansen, Warner-Rogers, & Hecht,
Chapter 6, this volume; MacMillan, Olson , & Hansen, 1991). Essentially, evalua
tion is needed regarding whether behavior changes of individual, clinical, social,
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or applied importance have been achieved. An important question to address is
whether treatment benefits clients to functional (i.e., useful) levels.

Social Validity Assessment

Strategies to enhance social validity are dependent on assessing social valid
ity targets, including goals, methods, and outcomes. Hansen, Watson-Perczel, and
Christopher (1989) suggested that investigations sensitive to social validity should
include (1) selection of socially valid behaviors, (2) documentation of the need for
and criterion levels for training, (3)demonstration of socially valid improvements
in performance, and (4) evaluation of the acceptability of treatment goals, proce
dures, and effects by the clients and others .

The typical ways to assess social validity are either via an idiographic or a
nomothetic approach. With the nomothetic approach, researchers and therapists
compare client performance with some social standard to evaluate outcome effec
tiveness (e.g., scores on a normed measure such as the Child Behavior Checklist;
Achenbach, 1991). Comparing parents' ratings of children's behavior to national
norms can help generate realistic expectations and therefore facilitate social va
lidity. With an idiographic approach, professionals consider whether clients' rates
of target behaviors showed significant (e.g., functional) improvements following
intervention. They also consider how individual clients rate a variety of factors re
lated to the intervention (e.g., satisfaction with goals, procedures, and effects). In
general, when addressing social validity, therapists must consider nomothetic and
idiographic approaches and contextual factors in order to maximally facilitate ap
propriate and effective interventions.

Although it is difficult to imagine a broad-based definition or standard for ad
equate child care, we may draw some ideas from the literature regarding ap
proaches to assessing child care. Such investigators as Feldman, Case, and Sparks
(1992) have developed task analyses and then obtained criterion or "normative"
data from parents for many child-care skills (e.g., cleaning baby bottles, toilet
training) in which maltreating parents may be lacking. For example, the checklist
for bathing includes 24 steps (e.g., gathering necessary supplies, checking water
temperature). There are many advantages to such an approach, including the im
portant fact that the parent's performance on the task analytic assessment provides
information relevant to goals, methods, and outcomes compared to their own and
to others' performances.

Watson-Perczel et al. (1988) surveyed caseworkers to help discern standards
for adequate child care and subsequently developed a reliable and valid home ob
servational code called the CLEAN (Checklist for Living Environments to Assess
Neglect). The CLEAN provides specific and detailed information regarding goals
(e.g., specific target problems). In addition to examining pre/post improvements
on the CLEAN, scores have been compared with families who maintain a suffi
ciently clean home (e.g. , a social validation sample of families identified by case
workers as maintaining acceptably clean homes).

Therapists can utilize interview methods or questionnaires with clients
and/or significant others (e.g., spouses, peers, caseworkers) to examine social va
lidity. Examples include asking clients to (1) rate the degree to which problems in
assessments and interventions represent home problems, (2) estimate how effec-



PARENT·TRAINING INTERVENTIONS WITH MALTREATING FAMILIES 459

tive strategies will likely be at home, (3)rate their confidence in their abilities, and
(4) indicate whether they would recommend the program to friends or relatives
(MacMillan et al., 1991). Therapists can also obtain client predictions of specified
functions of behaviors (e.g., desirable and undesirable effects), and they can obtain
client judgments of methods such as "acceptable" and "unacceptable." In ad
dition, it is important for therapists to solicit feedback posttreatment (e.g., "To
what degree have expectations/therapy goals been met?"). Schwartz and Baer
(1991) suggested additional techniques relevant for assessing and facilitating
social validity, including the following: (1) allowing the client to choose from one
or more interventions, (2)having significant others evaluate target behaviors prior
to and following intervention, and (3) evaluating behaviors which are correlated
with reported acceptability of intervention (e.g., regular attendance, assignment
completion).

Treatment Issues and Examples

A factor that complicates assessment and social validity is that parent training
efforts are often too simplistic to address the complexities of parenting, especially
for maltreating families . Most research interventions focus on a discrete set of tar
get behaviors which mayor may not significantly impact daily functioning with
these multichallenged families. An exception to this narrow focus is the ecobe
havioral approach, as exemplified by Project 12-Ways (cf. Lutzker, 1984; Lutzker,
Wesch, et al., 1984; Wesch & Lutzker, 1991), which was mentioned previously in
regard to treatment adherence. Within the ecobehavioral approach, many "setting
event" variables are addressed and treated, thereby facilitating client acceptance
of treatment goals and methods, which ultimately leads to treatment success.

Although evaluation of social validity should be a vital component to any in
tervention study, few research projects and clinical interventions consistently as
sess for social validity (e.g., acceptability oftreatment goals). The few studies that
have assessed for social validity have typically assessed it postintervention. Some
studies have employed subjective evaluation of treatment procedures and effects
by having either participants or significant others report on the acceptability
and/or effectiveness of the intervention (e.g., Barone, Greene, & Lutzker, 1986;
Dachman, Halasz , Bickett , & Lutzker, 1984; Rosenfield-Schlichter, Sarber, Bueno,
Greene , & Lutzker, 1983; Tertinger, Greene, & Lutzker, 1984).

Three months after a parent training intervention, Wolfe et al. (1988) had
mothers complete a modified version of the Parent's Consumer Satisfaction Ques
tionnaire (Forehand & McMahon, 1981). Of the total comments received, 85% in
dicated that the parent training groups were enjoyable and had helped the subjects
to be better parents, not feel alone in their situations, and acquire information on
child care. In addition, the participants rated their treatment satisfaction on a 7
point Likert-type scale . Furthermore, at one year postintervention, researchers so
licited feedback from relevant others (i.e., caseworkers) regarding families '
progress (e.g., rated how well clients were managing the children and the degree
to which children were at maltreatment risk).

MacMillan et al. (1991) examined the utility of a parent training program
which included facilitating generalization of skills to high-demand child man
agement situations and employing structured analogue assessments of parent
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discipline performance in high-demand situations. Postintervention, researchers
assessed social validity by soliciting parental responses to the intervention, asking
them to rate the following kinds of items: effectiveness in managing the problem
scenarios, the degree to which practice would improve their ability to manage
home problems, how skillfully they handled similar problem situations prior to
treatment, level of stress experienced during assessments, level of anger experi
enced during assessments, and so forth.

Barone et al. (1986) conducted home interventions with three families being
treated for child abuse and neglect. A multiple-baseline design across safety haz
ards within families and across each family was used to evaluate the effects of the
treatment program. When the intervention was completed, participants were
given a consumer evaluation questionnaire designed to further assess the useful
ness of the safety program. It consisted of 11 questions that required each parent
to provide feedback regarding satisfaction with the program, its utility, and so on.

Dachman et al. (1984) found that significant others provided positive reports
of intervention effects. The researchers examined the effects of a home-based
ecobehavioral parent training package with a low-income single parent referred
for child neglect of her 7-year-old son. Subsequent to the end of the intervention,
the social significance of the treatment goals, strategies, and outcomes was as
sessed using a modified form ofthe Parents' Consumer Satisfaction Questionnaire
(Forehand & McMahon, 1981) and a scale evaluating perceptions of change. For
example, researchers asked the respondents to rate the mother's ability to handle
parenting concerns. One of the mother's close friends and three protective service
workers acquainted with the case completed the form. In general, the results indi
cated respondents were enthusiastic about treatment effects.

Social validation was evidenced in several studies that compared pre- and
posttreatment performance of target mothers with the performance of a com
parison group of mothers (e.g., Feldman, Case, Rincover, Towns, & Betel, 1989;
Feldman et al. , 1992; Lutzker, Megson, Webb, & Dachman, 1985). Feldman and
colleagues (1992) intervened with 11 mothers with mental retardation to improve
child-care skills crucial for children under 2 years old (e.g., diapering, bathing).
Posttest scores did not differ significantly from those of a group of middle-class
mothers, providing social validation of mothers' improvements in caring for their
infants. Furthermore, after the termination of training, researchers interviewed
several of the mothers and solicited their opinions regarding participation in the
program. All of the mothers reported that what they learned was good for their
child, that they were better parents because of having been in the program, that
they liked the treatment program, and that they would recommend this program
to others.

GENERALIZATION

Generalization was traditionally viewed as a passive phenomenon until
Stokes and Baer (1977) published a classic paper that emphasized the need for ac
tively programming for generalization of treatment effects. In a subsequent paper,
Stokes and Osnes (1989) defined generalization as "the outcome of behavior
change and therapy programs, resulting in effects extraneous to the original tar-
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geted changes" (p. 338). Although there are some conceptual disagreements about
the use of the term (Edelstein, 1989), generalization is sometimes discussed as
three distinct types: stimulus, response, and temporal generalization. Stimulus
generalization refers to demonstration of behavior gains in settings other than the
therapy setting, or with people other than the therapist. Response generalization
refers to changes in behaviors that have not been targets of intervention, and tem
poral generalization refers to maintenance of treatment effects over time and post
treatment.

Although knowledge of recidivism rates of abuse or neglect following treat
ment is limited, the available evidence suggests that recurrence of maltreatment is
a problem for many parents (Kolko, 1996; Oates & Bross, 1995), and that program
ming for generalization and maintenance of treatment effects is essential. Ifeffects
of intervention do not maintain over time, or if they do not generalize across set
tings or behaviors, maltreatment and other dysfunction will continue to occur.

Stokes and Osnes (1989) stated "generalization should not be automatically
expected unless there are specific procedures implemented in order to facilitate its
occurrence" [p. 351). Categories of programming strategies suggested by Stokes
and Osnes included the following: (1) exploit current functional contingencies, (2)
train diversely, and (3) incorporate functional mediators. There are several sub
categories subsumed within these three general categories . We believe a fourth
type of strategy is to target contextual factors.

The literature certainly provides guidance on enhancing generalization in
clinical populations (e.g., Stokes & Baer, 1977; Stokes & Osnes , 1989), but not
specifically with maltreating families. A number of generalization and mainte
nance strategies have been mentioned in the parent training literature; however,
not all authors have designated their research procedures as generalization strate
gies per se. We will note some strategies that we and others have employed, al
though their utility and effectiveness have yet to be fully evaluated.

Exploit Current Functional Contingencies

Functional contingencies refer to the arrangement of antecedents, behaviors,
and consequences that affect frequency, magnitude, and duration of relevant be
havior (Stokes & Osnes, 1989). Strategies for exploiting current functional contin
gencies include the following: contacting and recruiting natural consequences,
modifying maladaptive consequences, and reinforcing occurrences of generaliza
tion (Stokes & Osnes, 1989).

Contacting natural consequences is helpful because "[gleneralization pro
gramming seems to be well served by providing the least artificial, least cumber
some, and most natural positive consequences in programming interventions.
Such programming most closely matches naturally occurring consequences and
their entrapment potential" (Stokes & Osnes, 1989, p. 341). Thus, it is important
that therapists identify and teach behaviors that are likely to come into contact
with powerful reinforcing consequences that do not need to be programmed by a
therapist. For example, therapists can prompt parents to identify existing mal
treatment consequences that are unpleasant (e.g., increased parental frustration,
CPS involvement) and positive consequences of providing nonpunitive discipline
(e.g., improved child behavior, better parent-ehild relationship).
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Another strategy is recruiting natural consequences. For example, parents can
expect an increased child compliance rate (eventually) when behavior manage
ment is appropriately and consistently implemented. Therapists can have parents
systematically self-monitor and record how they feel when appropriately pro
vided discipline is effective. Also, therapists can draw upon family members (e.g.,
older children) to provide assistance and reinforcement when the targeted parent
demonstrates anger control and appropriate behavior management strategies (e.g.,
Doepke, Watson-Perczel, & Hansen, 1988). Rosenfield-Schlichter and colleagues
(1983) provided services for a mother referred because of neglect by recruiting the
assistance of an older sibling to improve the cleanliness of two siblings.

Exploiting current functional contingencies can also be done by modifying
maladaptive consequences so that more appropriate behavior can be developed
and maintained through natural or temporarily artificial consequences. For exam
ple, therapists can assist parents in modifying consequences by teaching them to
provide immediate, appropriate, and effective discipline strategies (e.g., time-out).
With effective provision of time-out, parents will likely feel efficacious , potential
anger escalation will be inhibited, and (potential) physical punishment will sub
sequently be curtailed. Another example of modifying maladaptive consequences
is pairing positive events with previously difficult situations. We saw a mother
and child who were referred due to the child's nonorganic failure to thrive. The
initial assessment suggested that feeding time almost always led to the mother 's
physically forcing her daughter to eat. By implementing routines and pairing pleas
ant events such as play periods with feeding, the maladaptive consequences of the
previous struggle between mother and child were extinguished, the child's com
pliance increased, and the mother's harsh interactions and frustration decreased.

A final strategy for exploiting functional contingencies is reinforcing occur
rences of generalization. Parents can record occurrences of skill generalization to
the home and community. This event should be self-reinforcing, and therapists
can provide additional reinforcement. Also, we frequently accompany families on
walks in the hallways, outside on the sidewalk, and to the local playground. Ther
apists provide intermittent reinforcement for a parent's use of skills taught during
therapy sessions (e.g., parent reinforcement of children's appropriate behaviors).
Therapist prompts in these settings are gradually faded over time to facilitate gen
eralization and maintenance.

Train Diversely

One strategy offered by Stokes and Osnes (1989) that is particularly relevant
for parent training is training diversely. When the goals and procedures of training
are more widespread, so are the outcomes. Training diversely includes using suf
ficient stimulus and response exemplars, a relatively common practice in parent
training and other skills training efforts. Making antecedents and consequences
less discriminable are other approaches in the category of training diversely.

Therapists often use multiple stimulus exemplars to facilitate generalization.
For example, a therapist may observe such activities as feeding and toy clean-up
to ascertain a parent's current use of prompts, such as warnings and questioning,
and ways of attending to the child, such as attention and rewards (Forehand &
McMahon, 1981). The therapist can subsequently assist parents in generating mul-
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tiple effective examples to provide prompts or commands for their children (e.g.,
"Please put the toys on the shelf" versus "Can you put away all of the toys after
you put on your shoes?"). Effective commands are stated in a straightforward, non
questioning manner and are provided in simple, single units versus a series of
commands chained together (e.g., Forehand, 1993; MacMillan et al., 1991; Wolfe
et al., 1982).

Although clinic observations of behavior may demonstrate value for pin
pointing specific problem areas , such observations may be insufficient by them
selves to reveal the range and significance of contextual events that may
dramatically be influencing parent and child behavior. Home interventions are not
always feasible , but they can be invaluable for programming generalization.
Assessment and intervention in the home facilitates identification of relevant
stimuli associated with target behaviors and inclusion of relevant stimuli in re
hearsal activities.

If home interventions are not feasible, creating high-demand practice situa
tions is helpful (e.g., MacMillan et al., 1991). We have used assessments with as
sistants acting as children to place the parent in low- and high-demand conditions
that require use of skills taught (such as use of praise , commands, and time-out).
Also, we have attempted to simulate existing conditions by having families eat a
meal during therapy sessions, during which they practice behavior management
strategies (e.g., following established meal routines, providing table time-out). The
therapist participates initially and gradually withdraws from the meal and the in
teractions. Also, we have families play at a nearby playground and go for walks
around the facility to address safety issues (e.g., praise for appropriate behavior,
sidewalk time-out for off-task behavior). Assessment and training in other settings
where parenting problems can occur, such as the grocery store or a fast food
restaurant, are not common practice but should be considered to facilitate gener
alization of skills . Finally, clinicians can ask parents to bring videotapes of prob
lems occurring at home (e.g., bedtime transition) and problem-solve during
sessions about ways to provide different types of commands, environmental con
trol, and so forth.

Videotaped assessments can also be helpful for assisting parents in generating
and using sufficient response exemplars. For example, videotape recordings of
parent-ehild interactions in the home or the clinic are useful in providing feed
back regarding child-management skills (e.g., MacMillan, Olson, & Hansen, 1987;
Wolfe et al., 1988). Parents can evaluate their behavior and therapists can provide
multiple exemplars of skills via instruction, modeling, rehearsal, and feedback .

Golub, Espinosa, Damon, and Card (1987) described a program which offered
parent education for abusive and high-risk-for-abuse parents . The program pro
vided videotaped segments of 13 episodes showing common problem situations
between parents and their preschool children (e.g., sibling rivalry, bed refusal)
along with three or four alternative ways the situation could be resolved. Parents
met in a group and discussed one episode per week. The authors stated that par
ents who completed the program demonstrated increased knowledge of alterna
tives to physical punishment and understanding of normal child development as
well as changed attitudes toward children's misbehavior. The method of Golub
and associates is particularly good for facilitating generalization because the prob
lem-solving strategy can generalize to many other situations. Furthermore, the
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tape was used as a basis for discussion rather than for instruction, and the aim was
to generate insight and information from group discussion rather than from pre
sentation by an "expert. " Finally, the videotape can be used with several groups of
people in many settings. A group intervention procedure may facilitate general
ization through exposure to increased stimulus and response exemplars (Hansen
et al., 1989), as there is increased opportunity for modeling and rehearsal with sev
eral individuals.

Another approach to training diversely involves therapists making an
tecedents less discriminable. For example, fading prompts and using the bug-in
the ear technique, so that the therapist's presence is less salient, can be useful
strategies (Crimmins, Bradlyn, St. Lawrence, & Kelly, 1984; Dachman et al., 1984;
Wolfe et al., 1982). Also, as mentioned previously, sessions should occur in a va
riety of contexts and training conditions so that clients will not readily discrimi
nate performance to a particular setting . The final aspect of training diversely is to
make consequences less discriminable. Therapists should employ an intermittent
reinforcement schedule and should fade contingencies as parents become more
active in providing behavior management (Crimmins et al., 1984).

Incorporate Functional Mediators

Another strategy to enhance generalization is to incorporate functional medi
ators . A mediator acts as a discriminative stimulus and facilitates or mediates gen
eralization. This category includes use of common salient physical and social
stimuli as well as self-mediated physical and verbal stimuli.

Incorporating common salient physical stimuli involves making the training
and generalization settings as physically similar as possible, including the trans
fer of physical objectls) between the training and generalization settings. For ex
ample, clinicians may attempt to enhance generalization by asking parents to
bring the child's time-out chair or other relevant stimuli (e.g., toys or games) to the
therapy session and back home afterward. It may also involve provision of train
ing in naturalistic settings, including the home (e.g., MacMillan, Guevremont, &
Hansen, 1988; Watson-Perczel et al., 1988).

Incorporating common salient social stimuli can help facilitate generaliza
tion. For example, it can be valuable to involve the entire family in assessment
and treatment as much as possible, as the nonabusive spouse or the children can
provide ongoing assessment and prompting functions for the abusive parent
(Hansen & MacMillan, 1990). There are a variety of examples in the literature of
studies incorporating other significant people (e.g., siblings, fathers , teachers) to
do such things as prompt, support, or record information about the abusive par
ent or child (e.g., Doepke et al., 1988; Lutzker, Campbell, & Watson-Perczel, 1984;
Rosenfield-Schlichter et al., 1983). In some circumstances, when children are re
moved from the home, a family support provider accompanies the children to
therapy and to home visits. This person can be invaluable for facilitating gener
alization of treatment effects to the home by reminding the parents about issues
and techniques addressed in therapy. Also , when therapists make home visits,
naturally occurring events (e.g., television turned on) should not only be toler
ated but encouraged during therapy sessions to provide training in the most nat
ural environment possible.
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Another strategy for incorporating functional mediators is to incorporate self
mediated physical stimuli. This involves physical stimuli that are beyond those
that occur naturally in the environment. Therapists can instruct parents to place
prompts such as charts or photos in the home or other appropriate settings [e.g.,
Watson-Perczel et al., 1988). Also, therapists can prompt families to maintain such
things as journals and home record cards.

Therapists may also teach families to incorporate self-mediated verbal and
covert stimuli. Parents can be taught cognitive anger control strategies. We
frequently ask parents to verbalize their thoughts during therapy sessions when
children are presenting challenging behaviors. Parents are prompted to make self
statements such as, "I am calm. I am under control." Wolfe and associates (1988)
taught parents in vivo desensitization with their children. Thus, the parents had
opportunities to practice relaxation and similar coping responses in the presence
of realistic child behaviors. Therapists can also train parents to engage in self
monitoring and self-reinforcement.

Sanders and Glynn (1981) examined the effect of self-management training
(e.g., self-monitoring, goal setting) on both parent and child behavior in a home
setting and two additional generalization settings. They found that self-manage
ment produced generalization of effects to all settings, and the effects were main
tained at a 3-month follow-up. Teaching parents self-managementskills appeared
to facilitate accurate program implementation by parents in nontraining settings.

Finally, research has begun to address the use of problem solving with parents,
including maltreating parents. Problem-solving training may be an important ini
tial intervention for dealing with the varied and complex problems of maltreating
parents (e.g., Hansen, Pallotta, Christopher, Conaway, & Lundquist, 1995; MacMil
lan et al., 1988; Spaccarelli, Cotler, & Penman, 1992). Problem-solving training has
been shown to facilitate a maltreating parent's ability to generate multiple solutions
for problems and to formulate more sophisticated plans for implementing chosen
solutions (e.g., Dawson, de Armas, McGrath, & Kelly,1986; MacMillan et al., 1988).

Target Contextual Factors

A fourth overall strategy that can be added to the Stokes and Osnes (1989)
classification is to target contextual factors (e.g.,marital problems, social isolation)
that interfere with skill acquisition or that limit use of newly acquired skills. As
mentioned previously, contextual factors may limit treatment adherence and so
cial validity in addition to limiting generalization of skill acquisition and use .
Many of the interventions provided for maltreating families focus on discrete sets
of behaviors and have discounted the importance of contextual factors. For exam
ple , Lutzker, McGimsey, McRae, and Campbell (1983) reviewed parent training ar
ticles in 13 journals and concluded that behavioral parent training had been of
such a narrow focus that its interest and utility in promoting significant, durable
behavior change in deviant families were limited. Also, Forehand (1993) dis
cussed the importance of focusing on issues other than parenting interventions,
for example, marital dissatisfaction and parental depression. Forehand noted that
when additional family factors are considered, interventions are more effective in
terms of assisting parents in the generalization and maintenance of parenting
skills and improvements in child behavior.
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Wahler (1980) questioned the long-term efficacy of parent training with cer
tain subtypes of parents. He found that "insular" mothers [i.e., those who have in
frequent positive and frequent unpleasant social interactions) often discontinued
using positive parenting methods at 1-year follow-up. These findings may be par
ticularly applicable to abusive parents, as insularity is commonly observed in
them. Wahler hypothesized that the lack of maintenance of intervention effects
may have resulted from mothers being coerced into modifying their parenting by
social agency personnel. Once the external control was removed, treatment com
pliance stopped. Therefore, contextual variables such as insularity should always
be considered by therapists concerned with generalization and maintenance of
therapy gains.

There are several examples of studies wherein researchers assessed general
ization and maintenance of skills (e.g., Feldman et al., 1992; MacMillan et al .,
1988; MacMillan et al., 1991); however, there is a paucity of research projects
which systematically considered contextual issues or actively programmed for
generalization of skills. Some studies that have assessed generalization or mainte
nance have found that treatment effects did not generalize to other settings, situa
tions, times, or behaviors (e.g., Dachman et al., 1984; Tertinger et al., 1984).

CONCLUSION

In this chapter, treatment adherence, social validity, and generalization have
generally been discussed as separate concepts, but it is important to note once
again that there is significant overlap among the concepts. For example, the more
socially valid the goals and the procedures, the more likely the client is to adhere
to treatment; the more likely the client is to participate in treatment, the more
likely the effects will generalize and maintain, the more the effects generalize and
maintain, the more socially valid and functional the effects. Therapists must ac
tively program for treatment adherence, social validity, and generalization to en
sure efficacy of interventions. Figure 1 displays the interrelationships of the three
concepts and example strategies.

There are a limited number of published intervention studies that attempt to
address the issues of adherence, social validity, and generalization with abusive
and neglectful families . A few studies have systematically programmed for treat
ment adherence, social validity, and/or generalization to facilitate efficacy of par
ent training interventions (e.g., MacMillan et al., 1988; MacMillan et al., 1991;
Watson-Perczel et al., 1988; Wolfe et al., 1982), and there are treatment programs
well suited for addressing these issues (e.g. , Lutzker, 1984; Lutzker, Wesch, et al.,
1984; Wesch & Lutzker, 1991). In one of the most extensive studies to date, Wolfe
and colleagues (1988) evaluated an early intervention program for young parents
and their children who had been identified as being at risk of child maltreatment.
Thirty mother-child dyads were randomly assigned to one of two conditions: (1)
a parenting information group offered by the child protection agency (served as a
control condition) or (2) a special program of behavioral parent training in addi
tion to the agency group. Significant decreases occurred in the areas of parenting
risk and child behavior problems at posttest and at a-month follow-up for mothers
who received parent training in addition to information groups. Caseworker rat-
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Figure 1. Treatment adherence. generalizations. and social validity : interrelationship and example en
hancement strategies .

ings of clients ' risks of maltreatment and abilities to manage their families at
1-year follow-up significantly favored the families who received parent training in
addition to information. Wolfe and associates (1988) utilized a variety of proce
dures that would facilitate treatment adherence, increase social validity, and en
hance generalization. Such procedures included (1) providing training via a
bug-in-the-ear radio transmitter, (2) viewing of videotapes of parent-ehild interac
tions with mothers critiquing their own behavior, (3) teaching parents in vivo de
sensitization, (4) making home visits, (5) fading to biweekly sessions, (6) soliciting
caseworkers' feedback, and (7) having parents complete a consumer satisfaction
questionnaire after treatment. They also utilized an impressive variety of assess
ment tools pre- and posttreatment to gather information about family-specific is
sues and to assess efficacy of treatment effects.

Several directions for future research on parent training with maltreating fam
ilies are apparent from the present review. There is a need for further study of the
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following issues for maltreating parents: (1) factors that account for enhanced ad
herence, (2) the social validity of parenting skill component behaviors, (3) the so
cial validity of parent training procedures and child management techniques, (4)
the accuracy and validity of current generalization assessment procedures, as well
as the development of methods to assess generalization of training effects , (5)
methods to enhance the generalization and maintenance of training effects, and (6)
the influence of the many contextual factors that impact treatment participation
and outcome. Further research on these issues will aid our efforts to facilitate
treatment adherence, social validity, and generalization, and therefore promote in
tervention efficacy with these muHichallenged families.
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Part IV

Sex Abuse

Although the bulk of this book is dedicated to physical child abuse and neglect, it
would seem incomplete to have no mention of the assessment, treatment, and pre
vention of child sexual abuse, a most serious problem. Chapters by Swenson and
Hanson and by Wurtele exemplify both sensitivity for the problem and an empir
ical approach to it.

Swenson and Hanson take note of the attention-grabbing issue that child sex
ual abuse represents, but again stress the need for empirically based research so
that we can see through emotion and truly begin to learn how to deal with the se
rious nature of this kind of child maltreatment. In their chapter they review re
search-based methods of assessment and treatment and examine the mental health
consequences of child sexual abuse and its prevalence.

Wurtele takes a tack similar to that of Swenson and Hanson, but her focus is
on school-based education programs aimed at the prevention of child sexual
abuse. The "bottom line" of Wurtele's presentation is that children must learn
avoidance and recognition behaviors as opposed to feelings or strictly verbal be
havior. This theme echoes the general theme of all of the contributors to this vol
ume, the need for direct assessment and training.
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Sexual Abuse of Children
Assessment, Research, and Treatment

CYNTHIA CUPIT SWENSON and
ROCHELLE F. HANSON

Child sexual abuse (CSA) has been the focus of considerable attention among re
searchers, clinicians , the courts, and , recently, the news media. In many cases as
sessment and treatment techniques have been under close scrutiny and
professionals have been challenged to demonstrate the effectiveness of their work.
More than ever, research-based methods are needed. This chapter presents re
search on assessment and treatment of sexually abused children. First, the preva
lence of child sexual abuse is discussed. Second, mental health consequences
related to CSA are summarized. Third, clinical assessment of sexually abused
children and their families is reviewed. Finally, treatment of sexually abused chil
dren and their families is examined.

PREVALENCE OF CHILD SEXUAL ABUSE

Despite the attention that child sexual abuse has received in recent years, the
victimization of children has not declined. Just how prevalent sexual abuse is has
been difficult to determine. Methods of prevalence data collection and characteris
tics of child disclosure have contributed to a likely underestimate of CSA rates. For
example, some prevalence rates are based on reported cases , and only a small per
centage of sexual abuse crimes are ever reported (Kilpatrick, Edmunds, & Seymour,
1992). Further, some child protection agencies report rates based on number offam
ilies rather than number of children in the family who experienced CSA, yielding
a lower rate (McCurdy & Daro, 1994). Moreover, the nature of child disclosure can
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sometimes lead to false negatives in substantiation of abuse . According to Sorenson
and Snow (1991). children rarely give a full disclosure the first time they talk about
the abuse. Instead. for many children the disclosure process involves initial denial,
tentative disclosure. then full disclosure. and recantation of the report of abuse is
not unusual (Sorenson & Snow. 1991). These characteristics of disclosure may lead
agencies to unfound cases . resulting in lowered prevalence rates.

Although subject to the problems noted above regarding child disclosure. na
tional surveys probably provide a more accurate picture of prevalence because they
capture abuse cases that may not have been reported to authorities or other agen
cies. Finkelhor and Dziuba-Leatherman (1994) conducted telephone interviews as
sessing multiple traumatic events with 2000 children who were 10- to 16-years-old.
They found that 15.3% of girls and 5.9% of boys reported having experienced at
tempted and completed sexual abuse. Of interest, 1.7% of girls and 16.2% of boys
reported attempted and completed violence to genitals that was separate from sex
ual abuse reports. In a national telephone survey of more than 4000 women. Kil
patrick. Edmunds. and Seymour (1992) found that one out of every eight women
had been raped in her lifetime and more than 70% of those rapes occurred before
age 18. These studies underscore the great number of children who experience sex
ual abuse and who may be at risk for mental health difficulties in their lifetime.

EFFECfS OF CIDLD SEXUAL ABUSE

Two major conclusions can be drawn from the extant research on the effects
of CSA: (1) findings are inconsistent and show considerable variability across
studies , and (2) there are a wide range and array of outcomes associated with
childhood sexual victimization, meaning that no single symptom characterizes the
majority of sexually abused children. The sequelae associated with CSA include
the entire array of mental health. emotional, familial , and social problems. in
cluding depression. sexual dysfunction, sexual acting out behaviors, anxiety. dis
sociation, posttraumatic stress disorder (PTSD). and relationship difficulties.
However, it is also important to recognize that sexually abused children may not
evince symptoms at the time of assessment. In their review of the research,
Kendall-Tackett, Williams, and Finklelhor (1993) found that between one-fourth
and one-half of children were asymptomatic at the time of assessment. These find
ings may be the result of the use of insensitive measures or of the fact that the chil
dren had not yet developed any symptoms. This suggests that the response to
sexual abuse may be gradual or delayed.

The variability in response to CSA highlights the need to use developmentally
appropriate measures for assessment. As discussed by Kendall-Tackett et al.
(1993), there appear to be developmental differences in children's response to sex
ual abuse. For example, preschoolers are more likely to show anxiety symptoms,
nightmares, PTSD, internalizing and externalizing behaviors, and sexual acting
out; school-age children are more likely to experience fears, aggression, and school
problems. Adolescents are more prone toward depression. withdrawal, suicidal or
self-injurious behaviors. somatic complaints, illegal acts, substance abuse, and
running away. These age differences mean that different assessment measures will
be appropriate depending upon the age or developmental level of the child.
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Another important component to understanding the effects of CSA is to rec
ognize that certain assault characteristics increase the risk of negative mental
health outcomes (Kendall-Tackett et al., 1993). For example, studies have been
fairly consistent in finding that threats, the use of force, weapons, and penetration
increased the risk for problems, such as PTSD (Wolfe, Sas, & Wekerle , 1994). The
relationship of the offender to the victim also affects outcome, with increased
symptoms found in victims who were abused by a close family member (Beitch
man et al., 1992). A greater frequency and longer duration of abuse, lack of mater
nal support at the time of disclosure, and the victim's negative outlook or coping
style were other variables found to be associated with increased symptomatology
(Kendall-Tackett et al., 1993).

In sum, there does not appear to be a definitive pattern of symptoms associ
ated with CSA. Symptoms differ across age groups , and data suggest that the re
sponse to sexual abuse may be gradual and/or delayed. The findings on the effects
of CSA also indicate the importance of examining specific assault characteristics,
because these appear to be related to the development and severity of symptoms.
Before beginning any treatment program with abused children and their families
it is important to conduct a comprehensive assessment. The next section discusses
a multifaceted assessment approach for use with sexually abused children.

MULTIFACETED ASSESSMENT

Forensic versus Clinical Assessment

When an allegation of sexual abuse is made, two types of assessments are typ
ically conducted: forensic and clinical (Lutzker, Bigelow, Swenson, Doctor, &
Kessler, in press). A forensic assessment includes a determination of whether the
child was sexually abused, specifics of the incident, current safety of the child,
risk for future maltreatment (i.e., whether the alleged offender still resides in the
home and/or current placement of the child), and the ability of the nonoffending
caregiver to be supportive and protective. Details of the index abuse event that
may be assessed include the relationship of the child to the offender, the onset, fre
quency, and duration of the abuse, the use of physical force, threats or coercion,
and contextual information, such as where the abuse occurred and time of day.
Formal psychological testing for the purpose of substantiating an abuse allegation
is typically not included in the forensic assessment (APSAC, 1990). Forensic as
sessments may be conducted by law enforcement officials, child protection work
ers , and/or mental health professionals. Regardless of the evaluator's discipline,
the APSAC guidelines (1990) recommend that the evaluator have a minimum of
two years professional experience with children, including specialized training in
child development and child sexual abuse. Furthermore, the guidelines state the
necessity of previous experience in conducting court evaluations and testifying in
court on child abuse cases.

A clinical assessment involves a comprehensive evaluation of the impact of
the CSA on the child and family. Obtaining a clear picture of the child's and fam
ily's symptom pattern aids in individual treatment planning and provides a means
of evaluating treatment effectiveness. The clinical assessment typically includes
the use of standardized measures. As such, the evaluator should have training and
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experience in test administration, scoring, and interpretation. If specific training
is not obtained through a graduate program, formal assessment skills may be ob
tained through supervised on-the-job training and workshops.

In some instances, the forensic and clinical assessment may be conducted to
gether, but this generally depends on the standard method of assessment in a given
community and the availability of a multidisciplinary team. The focus of the next
section will be on clinical assessment, as this is within the role of the therapist
who treats the child and family.

Clinical Assessment

The purpose of the clinical assessment is to obtain an accurate picture of the
child's and family's current functioning. A comprehensive, multifaceted assess
ment includes multiple methods Ie.g., direct observation, interview, self-report
questionnaires) and multiple respondents, such as the nonoffending parent, child
victim, siblings, and extrafamilial reporters (i.e., teachers, day-care workers , previ
ous therapists, child protection workers). Multiple respondents help to determine
how generalized a child's problems are (e.g., at home vs. at school) (Friederich,
1995), and minimize reliance on the parent's report. A parent whose child has been
abused is, in all likelihood, experiencing distress which could bias the parent's re
ports of problems in the child, either by minimizing the child's difficulties, or ex
aggerating symptoms, perhaps as a cry for help. In addition to interviews, the use
of standardized instruments is becoming increasingly important. As discussed by
Letourneau and Saunders (1996), standardized measures provide consistency, gen
eralizability, reliability, and validity. They enable the evaluator to compare the
child's responses to normative data , thus permitting meaningful conclusions. De
spite the importance of standardized measures, obtaining information about avail
able instruments and assessment procedures is often difficult. In a project funded
by the National Center on Child Abuse and Neglect, the National Crime Victims Re
search and Treatment Center at the Medical University of South Carolina recently
developed the Child Abuse and Neglect Database Instrument System (CANDIS).
This system consists of a personal computer (PC)-based data base that provides in
formation about standardized instruments used in the field of child abuse and ne
glect, and a text-based comprehensive reference guide that provides detailed
information about each measure. CANDIS provides descriptive information about
each measure, including author, construct measured, psychometric properties,
method of administration (e.g., interview, self-report], number of items, cost , and
availability (Letourneau & Saunders, 1996). Clearly, this data base system provides
many advantages to professionals in the area of child abuse , particularly because it
enables professionals to rapidly find and use the best tools available when con
ducting assessments.

Table 1 presents interview and standardized assessment procedures used in
CSA. Several domains are assessed using multiple respondents. The areas to assess
include (1) trauma history, (2) mental health symptoms and behavior problems,
and (3) family history and relationships. One caveat for the ensuing discussion is
the importance of including developmentally appropriate measures in assessment
procedures.
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Table 1. Multifacted Assessment

Area of assessment

479

Respondent

Victim/siblings

Parent/guardian/
caregiver

Extrafamilial sources

Trauma history

Clinical interview,
BATE

Clinical interview,
Parent Impact
Questionnaire

History of
Victimization Form

Mental health/
behavior problems

CD!, RCMAS, STAIC,
Piers-Harris , TSC-C,
CITES,CAPS

SCL-9Q-R (self),
TSI (self)
CBCL, PEDS, CSBI

CBCL, PEDS,CSBI

Family history/
family relationships

CAM,CAF

IPA, FES, FOS

Trauma History: Child/Victims and Sibling(s) Report

As stated previously, specific characteristics of the abuse incident may be
obtained during the forensic assessment and passed on to the therapist. How
ever, if important details are missing, particularly those related to the child's
symptomatology, it may be necessary for the primary therapist to interview the
child directly regarding case characteristics. For example, research has sug
gested that certain incident characteristics may be associated with an increased
risk for the development of Posttraumatic Stress Disorder (PTSD). These include
physical injury, perception of life threat, whether penetration occurred, and the
response of others to the abuse disclosure (Lipovsky, 1991). A clinical interview
with the child may yield this important information. However, when conduct
ing interviews with children (sexually abused children, in particular), it is es
sential for the interviewer to take time to develop rapport and to be sensitive to
the child's readiness to talk about the abuse and trauma and to the child's
developmental level. If children appear uncomfortable discussing their abuse
history, it may be necessary to incorporate other mediums, such as puppets,
drawings, or dolls, into the interview process (Lutzker et al. , in press; Wolfe &
Gentile, 1992).

In addition to interviewing the child about the index abuse incident, ques
tions regarding other traumatic experiences, including physical abuse, natural
disaster, fire, car accidents, life-threatening illnesses, or violence witnessed
should be asked (Lutzker et al., in press) , The Brief Assessment of Traumatic
Events (BATE; Lipovsky & Hanson, 1992a,b; Lipovsky, Hanson, & Hand, 1993) is
a structured interview designed to assess history of traumatic events, which in
clude physical abuse, sexual abuse , and witnessing violence. This instrument has
been used clinically with outpatient and inpatient populations, but, to date, lacks
empirical validation.

Siblings can also be administered the BATE and a clinical interview. This
combination provides a more comprehensive picture of the family 's trauma
history.
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Trauma History: Parent/Caregiver Report

A clinical interview with the parent or primary caregiver is an essential com
ponent of the assessment process. The caregiver can provide information about
the index abuse incident that the child may be unable or unwilling to disclose. For
example, the caregiver may have knowledge of the legal status of the case and may
also be able to provide useful information concerning the child's current safety
[i.e., the child's accessibility to the offender). The caregiver can also provide his
torical information about the child that may be relevant to the presenting symp
toms or problems. The child's educational, medical, mental health, developmental
and family history prior to and following the abuse are important in assessing the
child's current functioning.

In addition to assessing the child's history, it is important to obtain informa
tion concerning the parent's or caregiver's own trauma history. Unresolved issues
concerning the parent's or caregiver 's own victimization may surface after a parent
learns about the child's abuse. This can have an adverse impact on the child's re
covery because unresolved parental abuse issues may interfere with the parent's
capacity to believe, support, and protect the child (Wolfe & Gentile, 1992). A clin
ical interview with the parent should include questions to assess childhood his
tory of physical or sexual abuse, problems in the family of origin (e.g., alcoholic
parent, poverty, neglect) , as well as adult victimization experiences [e.g., rape , bat
tery, and spousal violence). The Parent Impact Questionnaire (Wolfe & Gentile,
1992) is a structured interview designed to obtain historical information as well as
specific abuse related experiences. It is composed of four sections, two of which
focus on problems in the family of origin and history of physical or sexual abuse.
Family-related problems include parental separations or divorce, excessive
parental arguing or physical fighting, inadequate housing, parental mental health
problems, alcohol or drug abuse, neglect, and excessive physical punishment.
Problems during adulthood include marital separations or divorce, physical vio
lence from a partner, drug or alcohol dependence, and mental health problems.
This type of structured interview enables the evaluator to collect basic historical
information from the parent directly and then employ follow-up questions to fur
ther explore specific areas.

Trauma History: Extrafamilial Sources ofInformation

Extrafamilial sources, such as teachers, former therapists, and child protec
tion workers, may also provide information concerning both the abuse itself and
the child's functioning in different contexts. Wolfe and Gentile (1992) developed
the History of Victimization Form to obtain detailed information from social work
ers regarding the child's history of maltreatment and to obviate the need to inter
view the child directly. The measure has five scales : sexual abuse, physical abuse,
neglect, exposure to family violence, and psychological abuse . Social workers pro
vide information about the specific types of maltreatment and also rate the sever
ity of the abuse incidents on a scale from 1 to 5. Additional questions are asked to
assess factors related to the severity of the abuse, including physical sequelae to
the abuse, the relationship between the offender and child, the emotional close
ness of the offender to the child, and the time frame, duration, and frequency of
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the abuse. For the Sexual Abuse Scale , the respondent is also asked to provide in
formation on the use of force or coercion during the abuse, and whether he/she be
lieves the sexual abuse "eventually elicited the child's sexual response resulting
in eroticism" (p. 6).

Mental Health Symptoms/Behavior Problems: Child-Completed Measures

Because a parent may be unaware of certain difficulties experienced by a
child, it is important to obtain information from the source itself, that is, the child.
Self-report measures completed by the child provide an additional dimension to
assess current functioning. It is useful to assess a child's general mental health
symptoms as well as trauma-specific symptoms. A widely used self-report mea
sure of depression is the Children's Depression Inventory (CD!; Kovacs, 1992).
This 27-item inventory assesses affective, cognitive, and behavioral dimensions of
depression in children ages 7-17. Each item presents three statements which
range from mild to severe symptomatology for a specific symptom of depression.
The respondent must choose the statement that best describes him or her over the
past two weeks. Normative scores based on age and grade have been reported by
Finch, Saylor, and Edwards (1985). The Revised Children's Manifest Anxiety
Scale (RCMAS; Reynolds & Richmond, 1978) has been used as a child self-report
measure of anxiety symptoms. Each of the 37 items is a statement that reflects a
symptom of anxiety (e.g., "I worry a lot of the time ") to which the child answers
"yes" or "no." In addition to the total anxiety score , three factor scores can be as
sessed: Physiological Anxiety, Worry and Oversensitivity, and Concentration Anx
iety. Finally, two Lie factors (combined for scoring purposes) are designed to
detect a social desirability response bias (Reynolds & Paget, 1981). Studies using
the RCMAS indicate internal consistency and test-retest reliability coefficients
greater than .80 (Finch & Rogers, 1984). Another measure used to assess anxiety
symptoms in children is the State-Trait Anxiety Inventory for Children (STAIC;
Spielberger, 1973). The two separate scales of the STAIC, State Anxiety and Trait
Anxiety, assess how the child is feeling at the moment (State Anxiety) and how the
child usually feels (Trait Anxiety).

Another area that may be important to assess is the child's self-concept. The
Piers-Harris Self-Concept Scale (Piers-Harris; Piers , 1984) is an 8D-item measure
that assesses how children feel about themselves. Dimensions assessed include
behavior, intellectual and school status, physical appearance and attributes, anxi
ety, popularity, happiness , and satisfaction. Higher scores reflect more positive
self-esteem. Reliability and validity of the instrument have been demonstrated.

Research has been equivocal in demonstrating whether sexually abused chil
dren differ from nonabused children on mental health symptoms. For example,
Lipovsky, Saunders , and Murphy (1989) found no significant differences on the
RCMAS between sexually abused children and their nonabused siblings. Simi
larly, in studies conducted by Cohen and Mannarino (1988), using the Piers-Har
ris, and Wolfe, Gentile, and Wolfe (1989) using the RCMAS, sexually abused
children did not significantly differ from normative samples on either measure.
However, Tong, Oakes, and McDowell (1987) found significant elevations on the
Piers -Harris for sexually abused girls compared to a control group. It should be
noted that Tong et al. (1987) administered the Piers-Harris an average of 2.6 years
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after the abuse. Further, Lipovsky and associates (1989) found higher rates of de
pression among incest victims compared to their nonabused siblings. In contrast,
Cohen and Mannarino (1988) found no significant differences on depression
scores between sexually abused girls and a nonclinical sample. Overall, these data
suggest that the development of mental health symptoms may be gradual and/or
delayed (Wolfe & Gentile, 1992) . Despite the mixed findings , these instruments
may still be useful in providing reports of children's perceptions of their own dis
tress, as well as assessing the potential development of problems over time.

For trauma-specific symptoms, such as PTSD, dissociation, and sexual con
cerns , the Trauma Symptom Checklist-Children (TSC-C; Briere, 1989) can be used.
This instrument consists of six subscales: Anxiety, Depression, Posttraumatic
Stress, Sexual Concerns, Dissociation, and Anger. It is used with children ages
8-15. The scale has been found to have relatively high internal consistency (total (X

=.96) and construct validity, as demonstrated by its correlations with the CBCL and
COl, its association with characteristics of the abuse incidents (e.g., age at first
abuse, penetration), and decreases in TSC-C scores over the course of abuse
focused treatment (Lanktree, Briere, & Hernandez, 1991). Another measure ofPTSD
symptoms is the Children's Inventory of Traumatic Events Scale-Revised (CITES
R; Wolfe, Gentile, Michienczi, Sas, & Wolfe, 1991). The revised scale is composed
of 78 statements to assess children's perceptions and attributions about their sexual
abuse, as well as PTSD symptoms. The instrument, appropriate for children ages
8-16, is administered as a standardized interview with objective response options.
The 11 subscales are Intrusive Thoughts, Avoidance, Hyperarousal, Sexual Anxi
ety, Negative Reactions from Others , Social Support, Self Blame/Guilt, Dangerous
World, Empowerment, Vulnerability, and Eroticism. The subscales form four di
mensions, PTSD (Intrusive Thoughts, Avoidance, Sexual Anxiety, and Hyper
arousal), Social Reactions (Negative Reactions from Others , and Social Support),
Abuse Attributions (Self Blame/Guilt, Dangerous World, Empowerment, and Vul
nerability) and Eroticism. Reliability for the overall scale was .89, with alpha values
for the four dimensions ranging from .57 for Eroticism to .88 for PTSD. Significant
convergent and discriminant validity have been demonstrated (Wolfe et al., 1991).
Studies using this scale indicate that sexually abused children report a variety of
symptoms following disclosure (Wolfe & Gentile, 1992).

The Children's Attributions and Perceptions Scale (CAPS;Mannarino, Cohen,
& Berman, 1994) is a newly developed measure designed to assess cognitive se
quelae of child sexual abuse. The instrument has 18 items which comprise four
subscales: Feeling Different from Peers, Personal Attributions for Negative Events,
Perceived Credibility, and Interpersonal Trust. Internal consistency for the sub
scales ranges from .64 to .73 and 2-week test-retest reliabilities were found to
range from .60 to .82. The CAPS is administered in an interview format, with re
sponse options raging from (1) never to (5) always. In their study of sexually
abused females ages 7-12 and a nonabused control group, Mannarino and col
leagues (1994) found that the sexually abused group scored significantly higher
than the nonabused controls on the total CAPS score and three subscales. For the
sexually abused group, significant correlations were obtained between the CAPS
and self-report measures of depression, anxiety, and self-esteem.

All of the measures described in this section can be administered to siblings
to provide information on their functioning in the assessed areas . However, based
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on the child protection investigation, if there is no reason to suspect that the sib
lings have been abused, the trauma-specific measures (i.e., CITES and TSC-G) do
not need to be included in the assessment protocol.

Mental Health Symptoms/Behavior Problems:
Parent-Completed Measures

Parent functioning. Parents who discover that their child has been abused
will undoubtedly experience symptoms of distress, which may have an adverse ef
fect on the child. In addition, the way the parent responds to the abuse disclosure
can have a profound impact on the child's recovery (Everson, Hunter, Runyon,
Edelsohn, & Coulter, 1989; Wolfe & Gentile, 1992). As a cousequence, it is impor
tant to include a measure that specifically assesses the parent's degree of distress.
The resulting information can be integrated into the treatment process. The Symp
tom Checklist-90-Revised (SCL-90-R; Derogatis, 1983) is one measure used to
assess the parent's or guardian's current symptomatology. This is a 90-item self
report questionnaire that assesses a variety of symptoms and problems experi
enced by the respondent over the past week. The respondent rates each item on a
5-point scale (0 =no discomfort to 4 =extreme discomfort) to reflect the level of
symptoms experienced during the past week. The measure includes 9 symptom
scales: Somatization, Obsessive-Gompulsive, Interpersonal Sensitivity, Depres
sion, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation, and Psychoticism, as
well as three global stress indices: Global Severity, Positive Symptom Distress , and
Positive Total. Previous studies have found test-retest reliability for the 9 factors
ranging from .77 to .86 and internal consistency estimates ranging from .78 to .90
(Derogatis, 1977). Adequate concurrent and discriminant validities have also been
demonstrated (Derogatis, 1977).

As stated in the previous section, the Parent Impact Questionnaire (Wolfe &
Gentile, 1992) consists of four sections designed to obtain information on a par
ent's trauma/family history and experiences related to the specific abuse incident.
The two sections dealing with the current abuse incident include questions to as
sess the impact of the child's sexual abuse and disclosure on the individual parent
and the family, as well as events surrounding the sexual abuse incident (e.g., the
mother's feelings of responsibility and guilt, experiences with legal and investiga
tive agencies, and types of interventions being sought).

If it has been determined that a parent has a history of abuse or other types of
traumatic events, it is useful to assess their trauma-related symptoms. The Trauma
Symptom Inventory (TSI; Briere , 1995) is a trauma-specific measure composed of
10 scales: Anxious Arousal, Depression, Anger/Irritability, Intrusive Experiences,
Defensive Avoidance, Dissociation, Sexual Concerns , Dysfunctional Sexual Be
havior, Impaired Self-Reference, and Tension Reduction Behavior. The TSI has
demonstrated acceptable psychometric properties in both clinical (Briere, Elliott,
Harris , & Cotman, 1995) and nonclinical samples (Briere , 1995; Smiljanich &
Briere , 1993).

Child functioning. The nonoffending parent or caregiver provides a primary
source of information on the child's current level of functioning. Several parent-
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completed measures have been used to assess children's mental health symptoms
and behavior problems . One of the most widely used instruments is the Child Be
havior Checklist (CBCL; Achenbach, 1991), a scale composed of 118 items assess
ing social skills and internalizing and externalizing behavior problems in children
ages 4-16. Extensive psychometric data are available on the CBCL (Achenbach,
1991). It has also been used in studies of sexually abused children, with findings
that sexually abused children are rated as having significantly more behavior
problems than nonabused children, but fewer problems than nonabused clinical
samples; these differences are maintained at 6- and 12-month follow-ups (Man
narino, Cohen, Smith, & Moore-Motily, 1991). The Pediatric Emotional Distress
Scale (PEDS; Saylor, Swenson, Stokes , Wertlieb , & Casto, 1994; Swenson et al.,
1994) is another parent-completed measure consisting of 25 items that assess gen
eral behavior problems and trauma-related symptoms in young children. The scale
items were theoretically derived ; however, factor analysis yields three reliable fac
tors : Anxious/Withdrawn, Acting Out, and Fearful (Saylor et al., 1994). Psycho 
metric properties of the scale have been demonstrated with an overall internal
consistency of IX =.85, and good concurrent validity with the Eyberg Child Behav
ior Inventory (Eyberg & Ross, 1978) and the Reaction Index (Frederick, 1985). In
addition, construct validity has been demonstrated, in that PEDS scores signifi
cantly differentiate between traumatized and nontraumatized children (Swenson
et al., 1994).

A measure used to assess parent perceptions of child sexual behavior prob
lems is the Children's Sexual Behavior Inventory (CSBI; Friedrich, Grambsch,
Broughton, Kuiper, & Beilke, 1991; Friedrich et al., 1992). This is a 35-item parent
completed scale that assesses the frequency of a wide variety of sexual behaviors
related to self-stimulation, sexual aggression, gender role behavior, and personal
boundary violations in 2-12 year old children during the past six months. Relia
bility and validity of the scale have been demonstrated (Friedrich et al., 1991,
1992). Specifically, the scale has been found to differentiate between sexually
abused and nonabused children, and is also related to sexual abuse variables, such
as abuse severity, number of offenders, and the use of force or threat of death
(Friedrich et al., 1992).

Mental Health Symptoms/Behavior Problems:
Extrafamilial Sources ofInformation

In addition to obtaining information from the parent, the multifaceted assess
ment approach identifies the importance of including multiple respondents.
Teachers, child protection workers, and previous therapists, for example, can pro
vide useful information about the child. Instruments such as the CBCL, PEDS,and
CSBIcan also be administered to these extrafamilial sources . The information ob
tained from these data enable the evaluator to examine similarities and differences
in the child's behavior across settings, thus providing a more comprehensive pic
ture of the child's functioning. In addition, these data can aid in treatment plan
ning. For example, if the assessment indicates that the child is experiencing
specific problems in the classroom setting, the therapist can work with the teacher
to design individually tailored interventions.
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Family History/Family Relationships: Child-Completed Measures

The relationship between child and parent appears to be an important vari
able in recovery. Positive relationships with a caregiver facilitate disclosure, en
hance feelings of safety, and generally help the child cope with the victimization
experience (Wolfe & Gentile, 1992). In contrast, child victims whose relationship
with the mother is emotionally distant may be at greater risk for the development
of mental health difficulties (Finkelhor, 1984). Several reports (e.g., Adams
Tucker, 1982; Everson et al., 1989) have found a significant relationship between
low maternal support and psychological disturbance in victims of sexual abuse.
To assess the child's perception of his or her relationship with his or her parents,
the Child's Attitude towards Mother/Father Scales (CAM/CAF; Guili & Hudson,
1977) can be used. The scale is composed of 25 items measuring the degree, sever
ity, and magnitude of problems children report in their relationships with their
parents. The 2 scales are identical, with the exception that on the CAF the word
"mother" is replaced with "father." The score ranges from 0-100, with higher
scores reflecting a more severe parent-relationship problem (Saunders & Schucts,
1987). Both scales have demonstrated good internal consistency reliability (0:=
.93- .96), test-retest reliability (r= .89-.96) , and discriminant validity (r= .86-.87).
They have a validated clinical cutting score and a useful set of normal comparison
scores (Saunders & Schuchts, 1987).

Family History/Family Relationships:
Parent/Guardian Completed Measures

The Index of Parental Attitudes (IPA; Giuli & Hudson, 1977; Hudson, Wung, &
Borges, 1980) is a scale parallel to the CAM and CAF that assesses the parent
child relationship from the caregiver's perspective. Similar to the CAM and CAF,
the IPA consists of 25 brief statements about family relationships. The internal
consistency reliability of the IPA is excellent (0: =.96) and it possesses good dis
criminant validity [r =.89) for clinically rated relationships. The scale also has a
validated clinical cutting score.

To obtain a complete assessment of parent-child relationships within the
family, it is important to include the siblings in the completion of these measures.
Siblings can complete the CAM/CAF and parents can complete the IPA for each
child in the family. There have been some data to suggest that relationships be
tween the victim and parents differs from that between nonabused siblings and
parents. For example, in their study of incest families, Lipovsky, Saunders, and
Hanson (1992) found that victims reported greater relationship difficulties with fa
thers who were offenders than did siblings.

In addition to assessing the parent-ehild relationship, it is useful to obtain in
formation on patterns of family interactions. Studies comparing individuals from
abusive versus nonabusive families have indicated that incest families are more
socially isolated, less cohesive, more disorganized and chaotic as compared with
controls (Alexander & Lupfer, 1987; Harter, Alexander, & Neimeyer, 1988; Saun
ders, McClure & Murphy, 1986, 1987; Williams & Finkelhor, 1990). The Family
Environment Scale (FES; Moos & Moos, 1981, 1983, 1990) is a 90-item true-false
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scale that yields 10 scales on dimensions of family interactions: Cohesion, Ex
pressiveness, Conflict, Independence, Organization, Control, Achievement Orien
tation, Intellectual-Cultural Orientation, Moral-Religious Emphasis, and,
Active-Recreational Orientation. Discriminant validity has been found for the Co
hesion, Independence, Expressiveness , Conflict, and Control subscales. In addi
tion, the scales have been found to reflect changes in family interaction patterns as
a consequence of therapy.

In addition to information concerning parental levels of distress and rela
tionship dynamics within the current family, it may be important to assess the
parents ' perceptions of their family of origin. Clinical accounts of incest fami 
lies have revealed that the parents (both father/offenders and mothers) report
chaotic, dysfunctional families of origin (e.g., Alexander, 1985 ; Araji & Finkel
hor, 1986; Sgroi, 1982). The few empirical studies that have examined families
of origin have generally supported these clinical accounts (Lipovsky & Saun
ders, 1989; Parker & Parker, 1986). Inclusion of a measure that assesses func
tioning within the parents' family of origin would provide useful information to
use in treatment planning. The Family of Origin Scale (FOS) (Hovestadt, An
derson, Piercy, Cochran, & Fine, 1985) is a self-report instrument consisting of
40 questions designed to measure self-perceived levels of health in one's fam
ily of origin. The 10 core constructs measured are clarity of expression, respon
sibility, respect for others. openness to others, acceptance of separation and loss ,
range of feelings. mood and tone, conflict resolution, empathy, and trust. The
scale also has two second-order factors, intimacy and autonomy, and an overall
family health factor. Previous studies have demonstrated good test-retest re
liability for the family health factor (r =.97), autonomy (r =.77 ), and intimacy
(r= .73 ).

In summary, a comprehensive assessment is a key tool for guiding the treat
ment process. Formal assessment measures may be administered prior to, during,
and upon completion of treatment to evaluate the course of symptoms and the ef
fectiveness of treatment.

TREATMENT OF SEXUALLY ABUSED CHILDREN AND THEIR FAMILIES

The impact of sexual abuse is a family problem, not solely a child problem.
Even in cases of extrafamilial abuse, the support of family is important to child ad
justment (Everson et al., 1989). In intrafamilial abuse cases the family must par
ticipate to increase child safety and parental support, and to reduce the risk of
re-abuse (Giarretto, 1982; Ribordy, 1990). The primary focus of this section is on
intrafamilial abuse, although some treatment components discussed are appropri
ate for extrafamilial abuse cases . The components presented include child treat
ment, sibling treatment, nonoffending parent treatment, offender treatment, and
family treatment. These components are provided to families in the order listed.
Individual therapy and dyadic work with the nonoffending parent are recom
mended prior to family treatment because beginning with family therapy may be
traumatizing to the child who initially may not have sufficient support from the
parents (Silovsky & Hembree-Kigin , 1994).
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Abuse-Specific Treatment Preconditions

Four preconditions should be met before beginning trauma-specific treatment
with children: assessment, child safety, crisis stabilization, and support. If these
preconditions are not met, doing so must be the first priority. As described earlier,
a forensic and clinical assessment should be conducted. Treatment of the effects of
a trauma cannot begin until confirmation of the abuse allegations has been estab
lished and certain incident characteristics are obtained. Moreover, a comprehen
sive treatment plan cannot be developed until the functioning of the child and
family is assessed. The child must also be in a safe environment. If the child is liv
ing with an untreated or nonacknowledging offender, the risk for reabuse may be
high. Discussion of the abuse in treatment sessions under these conditions may in
crease the child's anxiety or the likelihood of recantation (Lipovsky & Elliott,
1993). If the child is currently in crisis; that is, if the child is suicidal, homicidal,
or psychotic, then the crisis should be stabilized before beginning trauma-specific
work. Finally, the child needs a supportive caregiver. If the child is not believed
and supported by the caregiver, the focus of treatment should then be on helping
the caregiver become more supportive of the child.

Factors that Facilitate Treatment

In addition to meeting these preconditions for treatment, several factors facil
itate individual work with the child. First, therapists should let the child know
that they are aware of the CSA and that treatment will focus on this experience.
Second, the child should be fully informed of confidentiality limits and should
understand that discussions of previously reported abuse will not mean that a new
report to child protection is needed. Third, the therapist should avoid loyalty con
flicts. For example, the offender can be referred to as someone who broke the rules
or the law, rather than using criticisms or other derogatory statements about that
person. Fourth, therapists should be aware of cultural/ethnic differences between
themselves and the child and family and should strive to learn how the family's
beliefs influence their view of the abuse and treatment. Fifth, although therapy
should be viewed as teamwork, rules for appropriate behavior and boundaries
around the therapeutic relationship should be fully explained and followed. Fi
nally, therapy should be perceived by the child as a safe place. Children should
not be forced to have contact in the therapeutic context with someone who sexu
ally, physically, or emotionally abused them until it is in the child's best interest
to have this contact. Each of these factors is important to the therapeutic process
and is implemented along with specific therapeutic techniques.

Abuse-Specific Treatment Components

Treatment of sexually abused children from a number of theoretical orienta
tions has been described in the research literature (see Finkelhor & Berliner, 1995;
O'Donohue & Elliott, 1992, for reviews). It should be noted that few of the CSA
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studies used adequate controls and many included small sample sizes. Thus , firm
conclusions have not been reached regarding the most effective techniques for
treating sexually abused children.

Cognitive-behavioral therapy enjoys a history of empirical support regarding
its efficacy with impulsive disorders (Kendall & Braswell, 1993) and anxiety dis
orders (Kendall, 1994) in children. Recent group (Stauffer & Deblinger, 1996) and
individual treatment research (Cohen & Mannarino, 1996; Deblinger, McLeer, &
Henry, 1990) shows promise for the efficacy of cognitive-behavioral treatment
with sexually abused children. Thus, the focus of this section will be cognitive
behavioral treatment. The treatment components discussed are used when sexu
ally abused children are experiencing trauma-related emotional symptoms (e.g.,
fear, anxiety, depression) , and the goal is to reduce those symptoms. It should be
noted that sexually abused children may experience other behavioral problems
(e.g., aggression, sexual acting out) that may require specific interventions. These
interventions will not be discussed here.

Cognitive-behavioral techniques. Within a cognitive-behavioral frame
work, three channels within which children experience anxiety and fears are ex
plored, including thinking, feeling, and doing (Lang, 1979; Ribbe, Lipovsky, &
Freedy, 1995). The primary focus is on changing thinking and doing, which hy
pothetically changes feelings. In this section techniques that teach skills for chang
ing thinking, doing, and feeling are described . It should be noted that, even though
the theoretical basis for treatment will be consistent across children, specific tech
niques will vary according to the child's developmental level. For example, for a
preschooler, play may be incorporated into cognitive-behavioral techniques,
whereas for adolescents, play may inappropriate.

Psychoeducotion. The main purpose of psychoeducation is to help children
normalize their feelings about the sexual abuse experience by addressing beliefs
about the event and how their feelings and beliefs are similar to those of other
children. Psychoeducation activities include defining the various types of sexual
abuse (e.g., fondling, oral, penetration, peeping), and directly discussing the
child's affective experience and cognitions related to their experience.

Anxiety management. Prior to beginning exposure work, skills training on
coping with anxiety and fears is conducted. Anxiety management training gives
children tools to aid in coping when they begin to talk in treatment about the sex
ual abuse. This training also helps the child deal with anxiety and fears that may
accompany posttraumatic symptoms, such as nightmares or intrusive thoughts. A
number of techniques have been developed for managing anxiety and have been
applied to children. These include breathing retraining (Craske & Barlow, 1990;
Kolko & Swenson, 1996; Swenson, 1996), deep muscle relaxation (Ollendick &
Cerny, 1981), and guided imagery (Berliner & Wheeler, 1988). Simplified forms of
deep muscle relaxation have been described for use with young children. For ex
ample, teaching the child to act like a tin soldier emphasizes muscle tension and
having the child act like a wet noodle emphasizes muscle relaxation (Deblinger,
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1995). Anxiety management techniques taught early in therapy are used through
out the treatment process .

Graduated exposure. The purpose of graduated exposure is to break the link
between anxiety and cues that serve as reminders of the sexual abuse. For exam
ple, if a offender was wearing a certain cologne during the CSA, the smell of the
cologne is paired with anxiety and fear the child feels. Later, when the child is no
longer in the abuse situation, the smell of the cologne or a similar cologne may
elicit anxiety. Graduated exposure is used to break such links so that the child re
duces experiences of conditioned anxiety.

Prior to beginning exposure work, children are given a rationale for doing this
very difficult task. For example, Deblinger (1992) compared exposure work to a
child's experience of turning on the light at night and discovering that what
looked like a monster was not really a monster at all. Thus, in therapy children are
encouraged to face their fears about the abuse so that they will gradually feel less
distress. During graduated exposure the child recapitulates the abusive incident(s)
by beginning with situations provoking less anxiety (e.g., where they were during
the abuse) and eventually talking about those situations provoking greater anxiety.
During the recapitulation, the child is asked to talk about specific sights, sounds,
or smells remembered from the abuse. Anxiety is countered with performing re
laxation techniques. Telling about the abusive experience may be done by talking,
drawing, through the use of puppets, and through any other modalities, depend
ing on the child's developmental level and choice. For some children, talking
about their abusive experience is highly anxiety provoking, and this anxiety may
be paired with treatment resulting in the child's attempting to avoid coming to
treatment. Predicting the avoidance experience for parents and children may as
sist them in normalizing this tendency and enable them to work through it.

Cognitive treatment. Throughout the individual work with the child, cogni
tive approaches are used to challenge faulty beliefs children may have as a result of
the CSA. For example, some children may attribute the abuse to something they
did or wore; other children may believe that they have contracted a physical illness
such as AIDS. Countering these beliefs may help reduce unnecessary anxiety. In
some cases children are fearful of the offender and need cognitive treatment to un
derstand their current level of safety. Sometimes children are not believed or sup
ported by their families . Cognitive treatment can help them explore why their
family has this difficulty and to see that there are other people who do believe and
support them. Techniques used to correct thinking errors include cognitive re
structuring, guided self-dialogue, and thought stopping (Deblinger et al., 1990).

Sexual abuse education/prevention. To help clarify inappropriate sexual
information children may have obtained directly from the offender or on their
own, and to clarify safety issues, sexual abuse education/prevention is provided.
This part of training addresses (1) the right to say no, (2) facts on AIDS and
sexually transmitted diseases, (3) facts on functions of sexual body organs and
pregnancy, (4) recognition of danger cues that may indicate heightened risk for



490 CYNTHIA CUPIT SWENSON and ROCHELLE F.HANSON

reabuse, (5) development of a safety plan, and (6) sexualized feelings and be
haviors (Deblinger et al., 1990). Prior to talking about sexual abuse education,
nonoffending parents should be informed of this topic. They may be able to help
counter any of the child's faulty beliefs about sex or the child's concern over
medical conditions.

Clarification. A common task in sexual abuse treatment of the child is ad
dressing responsibility for the abuse, with absolving the child of blame as one of
the components (Berliner, 1987). Some debate has taken place in the literature re
garding whether attributing sole blame to the offender is adaptive or whether an
external attribution leaves the victim with a sense of helplessness (Dalenberg & Ja
cobs, 1994; Shapiro, 1989). Shapiro (1989) suggests that therapists may need to
consider the distinction between source and solution attributions (Brickman et al.,
1982). That is, victims and their families would attribute the source or origin of the
abuse to the offender, and the solution to the child, offender, and family.

Abuse responsibility may be addressed in two ways: through individual or
group treatment of the child, and through treatment with the offender and family.
Clarification of the abuse may be viewed as a precondition to beginning family
treatment. It is a process that directly addresses three goals: (1) acceptance of re
sponsibility for the CSA by the offender, (2) presentation of an apology to the vic
tim and family by the offender, and (3) development of a plan by the family for
continued child safety and family restructuring. Clarification is typically con
ducted when the offender is a family member and when the child will derive ben
efit from this process .

Preparation for clarification is done by the therapist, individually with the
child. First, the rationale for clarification is explained. For example, the child can
be told that the offender will be apologizing to the child and the family, will hear
what the victim would like to say, will answer questions the victim and family
may have, and will discuss strategies the family will use to prevent future abuse.
Second, the child and therapist make the rules for the clarification meeting. These
may include no touching, no emotional outbursts by the offender, and no blaming
of the victim or family. Third, if appropriate, the child, along with the therapist
and nonoffending parent, develop a list of what they would like to say to the of
fender, for example, how the CSA made them feel and any questions they have for
the offender. The rules, questions, and comments developed by the child may be
presented to the nonoffending parent if the child wishes to do so. Each of these
will be used in the clarification session with the offender and other family mem
bers.

Sibling Treatment

Although sibling treatment has not received attention in the research litera
ture, clearly, in some cases, siblings are indirect victims and should also receive
attention in treatment. The victim's sibling may have observed the abuse or may
have been negatively affected by incidents that occurred after the abuse was dis
covered. As a result, they may have questions about the CSA or may be experi
encing posttraumatic symptoms. Moreover, in some families the sibling may also
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have experienced CSA that has not been reported. At the least , all siblings should
be interviewed forensically to determine whether they also have experienced sex
ual abuse. They also may complete a clinical assessment to determine the impact
of the CSA on them. Based on the results of the assessment, individual treatment
may be appropriate for siblings. Certainly, siblings will be included in the family
treatment.

Nonoffending Parent Treatment

Two goals may be accomplished in treatment with nonoffending parents: (1)
reduction of their own symptoms (e.g., depression, anxiety, anger) related to their
child's sexual abuse and (2) strengthening of their belief and support of the child
victim. Following abuse of the child, the nonoffending parent may experience
posttraumatic stress symptoms, guilt, and feelings of sadness and betrayal. Over
whelming emotional feelings may lead to compromised parenting. If the offender
of abuse is a parent, then disclosure of the abuse also may have severe economic
consequences for the family, not to mention a stigmatizing effect. Individual or
group treatment may assist the nonoffending parent in reducing emotional symp
toms, improving parenting, and increasing both level of independence and sup
port networks. Some assistance may also be needed to pursue services such as
housing and other governmental support.

Not only is support of the parent important; support of the child victim has
been identified as strongly related to the child's adjustment (Everson et al., 1989).
Therefore, treatment of nonoffending parents who are unable to provide belief and
support to their child is paramount. Nonoffending parents may have difficulty be
lieving the child victim, especially when the child did not report the abuse to the
parent. When the nonoffending parent exhibits belief and support of the child,
dyadic treatment may be used to improve their relationship.

Although limited research exists on treatment of the nonoffending parent,
three recent studies highlighted the importance of including nonoffending moth
ers in the child's treatment. Deblinger and colleagues (1990) and Stauffer and De
blinger (1996) provided cognitive-behavioral treatment to nonoffending mothers
as a parallel to treatment of the child victim. Components of the treatment in
cluded (1) education and coping, (2) behavior management, and (3) communica
tion with the child about the sexual abuse. Following treatment, mothers reported
significant reductions in overall distress, avoidance of abuse-related thoughts and
feelings (Stauffer & Deblinger, 1996), and reductions in child symptoms (Deblinger
et al., 1990; Stauffer & Deblinger, 1996).

Cohen and Mannarino (1996) randomly assigned preschoolers and their
mothers to either cognitive-behavioral treatment or nondirective supportive ther
apy. Issues addressed with the parents included

ambivalence in belief of the child's abuse, ambivalent feelings toward the of
fender, attributions regarding the abuse, feeling that the child is "damaged," pro
viding appropriate emotional support to the child, management of inappropriate
child behaviors (including regressive and sexualbehaviors), management of fear
and anxietysymptoms, parentalissuesrelatedto their ownhistoryofabuse(if ap
plicable), and legal issues (p. 45) .
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Although parent outcomes were not measured, the combination of parent and child
cognitive-behavioral treatment resulted in significantly greater improvement in
children's symptoms than did nondirective supportive child and parent treatment.

Offender Treatment

Although sex offenders may receive treatment for difficulties other than their
offending behavior (e.g., depression, substance abuse), treatment specific to the sex
ual offending has been described in the research literature. Reviews of sex offender
treatment [e.g., Becker & Hunter, 1992; Kelly,1982) indicate that current treatments
are optimistic for some offenders . Nonetheless, guides for matching offender char
acteristics with the most efficacious treatment have yet to be made. Furthermore,
although treatment outcome studies are improving methodologically, few of the ex
isting studies utilized random assignment or controlled conditions, and most were
conducted with male offenders. Nonetheless, some cognitive-behavioral and be
havioral treatments appear to hold promise for decreasing the risk for reoffending
and these will be the focus of this section.

Sex offender treatment is conducted individually or in group formats and fo
cuses on decreasing deviant sexual arousal and increasing age-appropriate sexual
activities (Fish & Faynik, 1989). For incest offenders who will remain with or re
unite with their family, or visit with their victims, individual or group treatment
is only one component of a comprehensive program. Common treatment compo
nents of offender-specific treatment include masturbatory satiation and arousal
conditioning, covert sensitization, cognitive restructuring, sex education, social
skills training, biofeedback, and relapse prevention.

Among published treatment studies, recidivism rates for offenders have varied
from 12% (Abel, Mittelman, Becker,Rathner, & Rouleau, 1988) to 31% (Rice, Quin
sey, & Harris, 1991). Studies separating recidivism rates of treated incest offenders
and other sex offenders have found differences. Lang,Pugh, and Langevin (1988)pro
vided incest offenders and pedophiles with inpatient group treatment that included
social skills training, anger management, stress inoculation, and use of psychodrama
and films discussing victims for building victim empathy. At a 3-year follow-up, in
cest offenders had lower recidivism rates than did pedophiles (7% vs. 18%). Mar
shall and Barbaree (1988) assessed recidivism of incest offenders and molesters of
nonfamilial female and male children and found differential rates at a i-ii-year fol
low-up period (8%, 17.9%, and 13.9%, respectively). The offenders had all received
treatment consisting of electrical aversion, masturbatory reconditioning, and conflict
resolution. Moreover, in this same program treated offenders had significantly lower
recidivism rates than did nontreated offenders (Marshall & Barbaree, 1988).

Overall, offender-specific treatment studies have yielded positive outcomes for
some offenders. More research is needed to determine which treatments work best for
which offenders . Methodological improvements over current studies (e.g., random
assignment, control groups) will be a necessary part of making this determination.

Preparation for Clarification

Although not empirically validated, the process by which offenders prepare
for clarification with their victims has been described in the literature (Kahn,
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1991). Typically, offenders are asked to work to understand why they sexually
abused the child, to take full responsibility for the abuse, and to include this in
formation in a letter to the victim. The letter contains very specific information
about the grooming process, what the offender did , and the offender's plan to pre
vent recurrence of the abuse (Kahn, 1991). Prior to reading the letter to the victim,
the offender has the letter approved by the nonoffending parent.

The Abuse Clarification Meeting

The clarification meeting is held when the offender, nonoffending parent, and
victim have progressed in treatment to the point that each is ready for this meet
ing. Several tasks are accomplished in the clarification meeting: (1) clarification of
the facts, (2) acceptance of responsibility for the abuse by the offender, (3) agree
ment by the parents regarding degree of their involvement with the care of the
children, (4) discussion of family separations and how this relates to safety, and
(5) agreement over visitation and long-term plans for the family (Furniss, 1987).
The meeting is generally held at the child therapist's office, and seating may be de
cided by the child victim prior to the meeting. During the clarification meeting,
the therapist explains the rules, and strategies are suggested to the offender to help
with managing emotions (e.g., leave the room). The reading of the letter written by
the offender takes place in this session. The child victim is given the opportunity
to express her or his feelings about the abuse, to make any comments, or to ask any
questions of the offender. If the child is unable to do this , then another person may
be designated to perform this task. The meeting ends with a plan for risk reduction
and family treatment if the family is to reunite.

Completion of the clarification process does not signify the end of treatment
for offenders or their families. Subsequent family treatment is important to risk re
duction and child safety. Couple and individual treatment may be needed to ad
dress relationship issues and reduce symptoms related to the abuse. For offenders,
long-term treatment follow-up will be important to the lifelong task of monitoring
and reducing the risk for relapse.

Family Treatment

Family therapy is an important component in sexual abuse cases and the de
finition of family will depend on the goal of treatment. If the offender will not be
reuniting with the family, then the nonoffending parent, child victim, and sib
ling(s) may participate in family treatment to address restructuring the family
without the offender. In cases where the offender will rejoin or has remained with
the family, therapy focuses on restructuring the family with the offender.

To restructure the family several goals are addressed. First and foremost is the
goal of prevention of reabuse. Ultimately, the offender is responsible for relapse pre
vention, but the family may provide support and help with the prevention plan. The
offender's primary responsibility in relapse prevention is to avoid high-risk situa
tions and utilize therapeutic techniques that reduce risk. For example, the offender
will not be alone with the children, will avoid inappropriate physical contact that
may lead to abuse (e.g. , lap sitting), will recognize and stop any grooming behaviors,
and will follow all family safety and privacy rules. The nonoffending parent will
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accept responsibility for helping to protect the children, will work to strengthen his
or her relationship with the child victim, and will take on decision making regard
ing the children. The child victim and siblings are responsible for following the fam
ily safety and privacy rules and confronting the offender or letting the nonoffending
parent know of any uncomfortable situations or feelings. The parents are responsi
ble for strengthening the marital relationship and for developing relationships out
side the family (e.g., church, community) to decrease isolation. The family as a
whole is responsible for establishing family rules regarding safety and privacy,
strengthening communication, and supporting the autonomy of individual members
(Ribordy, 1990). According to Meinig and Bonner (1990), within the new family
structure the mother makes the decisions regarding the children, the father is never
alone with the children, and the family communicates and solves problems at a
higher level and has regular family meetings.

The Child Sexual Abuse Treatment Program of Santa Clara County, California
(Giarretto, 1982, 1989), includes individual treatment of all familymembers, mother
daughter treatment, marital counseling, and father-daughter counseling. Evaluations
of this program have shown low recidivism rates for offenders « 1%), and in 85% of
cases offenders returned to the family. According to Giarretto (1982), the focus of the
program is restructuring the family around the mother-daughter core.

Meinig and Bonner (1990) describe a family reunification model that specifies
how to prepare each of the family members for visitation and full reunification.
This model has been applied to more than 300 families and one-third of them
were reunited. Recidivism rates have not been reported.

In summary, family therapy is a critical component of treatment for sexually
abused children. Several models have been described in the literature. Some have
been evaluated, but none with scientific rigor. Extant data indicate that compre
hensive models that include family treatment as a component are associated with
family reunification and lowered recidivism. Further research is needed to deter
mine the effectiveness of family treatment and when and with whom this treat
ment should be conducted.

SUMMARY

Child sexual abuse is a complex problem that carries significant mental health
consequences for many children and families. A thorough assessment of the child,
the offender, and the family will determine the extent of these consequences,
guide treatment for the child and family, and provide a tool for determining treat
ment effectiveness. Research on measures used with traumatized children and
their families is growing, and high-tech data bases such as CANDIS (Letourneau
& Saunders, 1996) simplify the task of choosing appropriate assessment instru
ments. Despite this growth , additional measurement development and validation
is needed (Hanson, Smith, Saunders, Swenson, & Conrad, 1995).

Over the past 10 years, there have been considerably more treatment outcome
studies and clinical case studies that have emphasized the importance of includ
ing the children and parents in treatment. Many of the recent models advocate a
comprehensive program consisting of individual, dyadic, and family treatment.
Moreover, there is some evidence that a comprehensive treatment program is re-
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lated to lowered recidivism. Nonetheless, we are in the early stages of under
standing which techniques are most effective (Giarretto, 1982).

Although sexually abused children and their families are assessed and treated
daily, much work is needed to assure that they are receiving effective services.
Through additional research on assessment measures, child treatment, sibling treat
ment, nonoffending parent treatment, offender treatment, and family treatment, we
may begin to make a difference for sexually abused children and their families.
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School-Based Child Sexual
Abuse Prevention Programs
Questions, Answers, and More Questions

SANDY K. WURTELE

INTRODUCTION AND OVERVIEW OF CHAPTER

In response to the growing awareness of the extent and consequences of child sex
ual abuse (CSA: see Chapter 20), many programs to prevent its occurrence have
been developed and disseminated since the 1980s. In contrast to efforts to prevent
the physical abuse or neglect of children (which attempt to modify adult behav
ior), the focus ofCSA prevention efforts has been primarily to alter the knowledge
and skills of children, through group-based instruction on personal safety, usually
conducted in educational (preschool or elementary school) settings.

School-based personal safety programs have been widely distributed. In 1989,
36% of states mandated school-based CSA prevention (Kohl, 1993) . Surveys of
school administrators have found that 48% to 85% of school districts offer CSA
prevention programs [Daro, 1994: Helge, 1992). Over 90% of teachers across the
country viewed school-based CSA prevention programs as valuable and effective
in one survey (Abrahams , Casey, & Daro, 1992), and in another, 96% of elementary
school principals rated the provision of CSA prevention education as average to
above average in importance (Romano, Casey, & Daro, 1990). Parents have also
been in favor of personal safety programs. For example, our local survey of parents
of preschool-aged children found them to be supportive of including CSA preven
tion programs in preschools, and a majority (84%) indicated that they would be ei
ther somewhat or very likely to allow their children to participate in a CSA
prevention program (Wurtele, Kvaternick, & Franklin, 1992). And children do par
ticipate in these programs. Finkelhor and Dziuba-Leatherman (1995) surveyed
2,000 young people between the ages of 10 and 16, finding that 67% of the
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respondents reported having participated in a school-based antivictimization pro
gram at some time in their educational careers.

Clearly, child-focused, group-based CSA prevention programs have become
the strategy of choice used by communities to protect children from being sexu
ally abused. This widespread adoption notwithstanding, concerns remain about
this approach. The purpose of this chapter is to present and address some of
those concerns. The format of the chapter is as follows. A number of questions
typical of those asked by both proponents and critics of CSA prevention pro
grams will be posed, followed by responses to each question with reference to the
extant literature.

What Are the Objectives of CSA Prevention Programs?

The primary focus of CSA prevention programs is to strengthen a child's abil
ity to recognize and resist assault (primary prevention), although they often have a
secondary prevention focus as well (Miller-Perrin & Wurtele, 1988). The secondary
prevention objective is to encourage victims to disclose abuse and to improve
adults' responses to these disclosures so that children can receive early interven
tion and protection to reduce the negative consequences of sexual exploitation.

Although the programs vary widely in their length, target group, instructors,
and presentation formats (e.g., films/videotapes, theatrical productions, discus
sions, behavioral skills training), most have these objectives in common: (1) help
ing children to recognize potentially abusive situations, (2) teaching children to
try to resist by saving "no" and removing themselves from the potential perpetra
tor, (3) encouraging children to report previous or ongoing abuse to an authority
figure, and (4) reassuring them that abuse is never a child's fault. Thus, classroom
based curricula most likely emphasize training in these four "R's (Recognize, Re
sist , Report, Reassure). Along with skills, these programs also attempt to enhance
children's knowledge about CSA by teaching various concepts (e.g., that both boys
and girls can be victims : that familiar adults or relatives can be perpetrators). An
other concept taught in many programs is body ownership, that is, teaching chil
dren that they are in charge of their bodies. For example, in our program we teach
children that their bodies are special, and that each child is the "boss" of his or her
body, meaning that they can make the rules about who can touch their bodies.

Have the Programs Been Successful in Teaching Children
to Recognize Abuse?

The first major skill objective is to help children recognize potentially abusive
situations, so that they will know when to apply the other resistance skills.
Achieving this first objective is imperative: warnings can be effective only if chil
dren have a clear idea about what they are being warned of. Unfortunately, meet
ing this first objective has proved to be problematic.

Recognizing or defining CSA is difficult for a number of reasons. All defini
tions of CSA are time- and culture-bound, as well as direct reflections of the val
ues of communities and societies at large. In some societies, sexualized behavior,
such as fondling or kissing genitals, are normative child-rearing practices. In other
societies, sexual contact between adults and children occur during religious or
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ceremonial events (Korbin, 1990). Definitions of CSA also depend on the percep
tion of the observer, including biases of an individual's personal values and pro
fessional training and experience. Wurtele and Miller-Perrin (1992) describe how
professionals (from medicine, law, mental health, and social work) , researchers,
members of the general public, developers of prevention programs, and children
all have different definitions of CSA.

Given these differing definitions of CSA, it comes as no surprise that programs
define sexual abuse in different ways. Some programs teach children that sexual
abuse is when children are forced or tricked into sexual contact. Others include in
formation about a perpetrator's motivation or intentions (e.g., "sexual abuse is the
use of a child for the sexual gratification of an adult"). The majority of prevention
programs use the concepts of "touches" and "feelings" to explain abuse (Tharinger
et al., 1988). Here, children are taught about good, bad, and confusing touches, and
the feelings resulting from these touches. They are then taught to use their feelings
to decide whether a touch is appropriate or inappropriate (e.g., program partici
pants are taught to say "no" to any touch that makes them feel uneasy, uncomfort
able, or confused). But, there is concern about young children's abilities to use their
feelings to recognize abuse. Wurtele, Kast, Miller-Perrin, and Kondrick (1989) com
pared the effectiveness of the feelings approach with a rule-based approach, where
preschool-aged children were taught to follow a body safety rule: "It is not okay for
a bigger person to touch or look at my private parts (unless I need help, like if my
private parts are hurt or sick)." Children taught using the feelings approach were
less able to distinguish between appropriate and inappropriate touches compared
with children who were taught the body safety rule.

Our research also shows that before participating in a personal safety program,
few young children are able to recognize inappropriate touch requests. This finding
underscores the naivete of young children and their possible vulnerability to sex
ual abuse. Following program participation, however, children have improved in
their ability to recognize inappropriate touches. Typically, the recognition skill is
measured by describing various touch requests to the child, and asking him or her
to define the appropriateness of the request. Children's ability to recognize unsafe
situations has been demonstrated with both school-aged children (Blumberg, Chad
wick, Fogarty, Speth, & Chadwick, 1991; Hazzard, Webb, Kleemeier, Angert, & Pohl ,
1991; Swan, Press , & Briggs, 1985), and 3-6-year-old children (Harvey, Forehand,
Brown, & Holmes. 1988; Peraino, 1990; Ratto & Bogat, 1990; Sarno & Wurtele, 1997;
Stilwell, Lutzker, & Greene , 1988; Wurtele, 1990; Wurtele, 1993b; Wurtele, Currier,
Gillispie, & Franklin, 1991; Wurtele, Gillispie, Currier, & Franklin, 1992; Wurtele,
Kast, & Melzer, 1992; Wurtele et al., 1989). Thus, the ability to discriminate be
tween appropriate and inappropriate touching of the genitals improves more when
young children are taught using a rule-based (as opposed to a feelings-based) ap 
proach (Blumberg et al., 1991; Wurtele et al., 1989).

Have the Programs Been Successful in Teaching Children
to Resist Abuse?

The second skill objective of a prevention program is to teach some form of
self-protection, usually some verbal skill (e.g., saying "no," yelling, or threatening
to tell), and some behavioral skill (e.g., trying to get away, or, more rarely, fighting
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back). To measure these skills, researchers often use written, verbal, or videotaped
vignettes in which hypothetical abusive situations are described to the children
and their responses to potential perpetrators are solicited. After participating in a
personal safety program, school-aged children's scores on these measures (say
"no," get away) improve significantly (Kolko, Moser, & Hughes, 1989; Saslawsky &
Wurtele, 1986), as do scores for younger children (Harvey et al., 1988; Miltenberger
& Thiesse-Duffy, 1988; Nemerofsky, Carran, & Rosenberg, 1994; Nibert, Cooper,
Ford, Fitch, & Robinson, 1989; Ratto & Bogat, 1990; Sarno &Wurtele, 1997; Stilwell
et al., 1988; Wurtele, 1990; Wurtele, 1993b, Wurtele et al., 1989, 1991; Wurtele, Gil
lispie, et al., 1992; Wurtele, Kast, et al., 1992; Wurtele, Marrs, & Miller-Perrin, 1987).
Resistance skill scores are higher when children participate in active-learning pro
grams that provide multiple opportunities for children to practice the skills during
the program (Blumberg et al., 1991; Wurtele et al., 1987).

It must be noted, however, that not all children achieve criterion perfor
mances Ie.g., Harbeck, Peterson, & Starr, 1992; Kraizer, Witte, & Fryer, 1989; Sarno
& Wurtele, 1997; Stilwell et al., 1988: Wurtele et al., 1991). Program impact on re
sistance skills may be enhanced by employing active learning techniques (e.g.,
practicing self-protective skills in response to role-plays), extending the training,
using multiple trainers in multiple settings, and including periodic reviews (e.g.,
booster sessions). Research is also needed to determine which skills are learned by
which type of student.

Because of practical and ethical considerations, little research has been con
ducted on whether children actually use the skills in real-life abusive situations.
A few researchers have used confederates to role-play inappropriate advances and
then measured children's responses (Harbeck et al., 1992; Kraizer et al., 1989; Stil
well et al., 1988). Kraizer and colleagues (1989) found strong effects on their skills
measure for young children, whereas children's performances during role-plays
were less effective in the other two studies. The discrepancy most likely was due
to the heavy emphasis on practicing these skills in the Kraizer and associates
(1989) program as opposed to the more passive instruction provided in the others.

Using an alternative strategy to measure resistance skills, Finkelhor and his
colleagues telephoned a nationally representative sample of 2,000 young people
between the ages of 10 and 16. Youth were asked about their experiences with and
responses to actual or threatened sexual assaults. Among their survey respon
dents, a surprisingly high number (40%) of them reported specific instances
where they used the information or skills taught in an antivictimization program
to protect themselves (Finkelhor & Dziuba-Leatherman, 1995). Victimized and
threatened children were more likely to use self-protection strategies if they had
received comprehensive prevention instruction, which included opportunities to
practice the skills in class, multiday presentations, and materials to take home to
discuss with their parents (Finkelhor, Asdigian, & Dziuba-Leatherman, 1995).

Interestingly, the most frequently used self-protection responses reported by
the youth were generally not those taught in prevention programs. Only a minor
ity of children used the strategies taught in prevention programs, such as yelling,
threatening to tell, or running away. Instead, boys, especially teenaged boys, used
more aggressive forms of resistance (get away, fight back, threaten to harm the per
petrator), and viewed those strategies as being more effective, relative to younger
boys and girls (Asdigian & Finkelhor, 1995). Although program developers need to
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heed these researchers ' advice that "prevention messages sent by educators may
need to be tailored to specific subgroups of children. such as boys and girls and
younger and older children" (p, 413), they are less likely to follow the suggestion
to encourage children to fight back. Teaching self-defense skills as part of preven
tion continues to be controversial. The concern has been that fighting back may
put children at greater risk for injury, may make children overly confident, and it
may also promote the aggressive and pro-violence orientation to which many pre
vention advocates are opposed. There is also evidence that children taught self
defense skills may use them in inappropriate circumstances (Nibert. Cooper. Ford.
et aI., 1989).

Have the Programs Been Successful in Teaching Children
to Report Abuse?

The third skill objective of most personal safety programs is to encourage chil
dren to report past or ongoing abuse. One method of assessing this skill is to ask
children whether they would tell someone if they were involved in an abusive sit
uation. After participating in personal safety programs, preschool- and school
aged children indicate a greater willingness to tell (Binder & McNiel, 1987; Kolko,
Moser, Litz, & Hughes , 1987; Sarno & Wurtele, 1997; Swan et al., 1985; Wolfe. Mac
Pherson, Blount, & Wolfe, 1986; Wurtele, 1990, 1993b; Wurtele et al., 1991; Wur
tele, Gillispie, et al. , 1992). However, preschool-aged children have difficulty
describing the abusive situation to the resource person (Ratto & Bogat, 1990; Stil
well et al., 1988; Wurtele, 1990; Wurtele et al., 1991).

Another way to determine whether these programs are facilitating reporting is
to present information on unsolicited disclosures. Unfortunately. very few re
searchers have reported disclosures occurring during or after the program. despite
their importance as a secondary prevention method. Published disclosure rates
immediately following the program have ranged from a low of 0% (Gilbert,
Berrick, Le Prohn, & Nyman, 1989; Hill & Jason, 1987), to over 5% (Hazzard et al.,
1991), to a high of 11% (Kolko et al., 1989). The 11% figure is quite impressive.
given that sexually abused children rarely disclose purposefully (Sorenson &
Snow, 1991) . Nevertheless. program evaluators are urged to document the fre
quency, type, and consequences of disclosures, to better determine the secondary
prevention efficacy of these programs.

Do These Programs Enhance Children's Knowledge about CSA?

Although the actual questions included in knowledge measures depend on the
content of the program, children are usually queried about their knowledge of what
the names of body parts are. who strangers. perpetrators. and victims are, what se
crets should or should not be kept, whether children always have to obey grown
ups , what is meant by sexual abuse, whether sexual abuse happens only to girls,
and whether abuse is ever the child's fault. Three commonly used knowledge mea
sures with demonstrated psychometric properties include our 13-item Personal
Safety Questionnaire (Saslawsky & Wurtele, 1986). Tutty's (1992) 40-item Chil
dren's Knowledge of Abuse Questionnaire (and its latest 24-item revision; Tutty,
1995), and the 25-item "What I Know About Touching Scale" (Hazzard et al., 1991).
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School-aged and preschool-aged children demonstrate enhanced knowledge
about CSA prevention concepts following program participation, with younger
children having lower knowledge scores, compared with older children. In their
meta-analysis of CSA prevention evaluation studies, Berrick and Barth (1992) re
ported large effect sizes for both preschool-aged children (d =.86) and elementary
school-aged children (d =.98). Knowledge gains have also been shown to be main
tained for periods up to 3 months (Ratto & Bogat, 1990; Saslawsky & Wurtele, 1986;
Wurtele, Saslawsky, Miller, Marrs, & Britcher, 1986), 5-6 months (Kolko et al.,
1987, 1989: Tutty, 1992; Wurtele, Kast, et al., 1992), and 1 year (Briggs & Hawkins,
1994; Hazzard et al., 1991).

Most of these evaluations utilize average or composite scores . Although com
posite scores describe the overall effect of a program, they do not tell us the ex
tent to which children understand certain concepts. In order to determine whether
there are certain concepts that children at certain ages or after participating in cer
tain programs are not comprehending, researchers are encouraged to also report
item analyses (see Tutty, 1992, 1994, for examples).

Have the Programs Been Successful in Reassuring Children
that Abuse Is Never the Child's Fault?

Reassuring children that abuse is never the child's fault is a concept taught in
most personal safety programs and it has been included in several knowledge ques
tionnaires. As noted above, the use of average or composite scores obscures chil
dren's performances on individual items, including those items measuring children's
perceptions of fault or blame. In the few published reports where children's re
sponses to this item were analyzed separately, children's postprogram responses in
dicated an understanding that they are not to be blamed for abuse (e.g., Currier &
Wurtele, 1996; Sarno & Wurtele, 1997; Tutty, 1994; Wurtele, 1993b; Wurtele et al.,
1991). One exception was the first-grade children in the Tutty (1994) research, who
were more likely at the posttest to believe it is a child's fault if abuse occurs . Perhaps
the 45-minute play was not potent enough to overcome young children's tendency to
employ the concept of immanent justice. Given the importance of the fault/blame
concept, researchers are urged to analyze children's responses separately.

Do These Programs Actually Prevent Sexual Victimization?

One way to answer this question is to monitor incidence rates; if programs are
effective, then CSA incidence rates should decrease over time. To date, there is no
evidence suggesting that these programs are helping to decrease the incidence of
CSA. Given the low base rate of sexual abuse, answering this important question
would require following very large samples of trained and untrained children and
documenting a lower incidence of abuse among the former. At this point, the de
gree to which programs actually reduce the incidence of CSA is an unanswered
empirical question. Rather than mislead the public and raise false hopes about
what these programs can do, Wurtele and Miller-Perrin (1992) suggest that these
programs be referred to as "personal safety programs," a descriptor that more ac
curately (and humbly) reflects the content and outcomes ofthese programs. In re
ality, these programs teach knowledge and strategies that may prevent CSA.
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Do These Programs Have Any Negative Side Effects?

A major concern has been whether children can learn about sexual abuse and
its prevention without becoming upset, frightened, or suspicious of nurturing
touch. Critics also contend that CSA prevention programs might harm children's
normal sexual development. The suggestion is that these programs cause more
harm than good (Reppucci & Haugaard, 1989). In this section, the evidence con
cerning possible negative side effects of CSA prevention programs is reviewed.

Anxiety

When researchers have administered anxiety measures to program partici
pants (whether measures of general anxiety or program-specific anxiety), none of
them have found significant increases in anxiety (Hazzard et al., 1991; Ratto & Bo
gat, 1990; Wurtele et al., 1989; Wurtele & Miller-Perrin, 1987). When researchers
have asked children whether the program made them feel worried or scared, the
percentages of children responding "yes" have ranged from 11% (Hazzard,
Kleemeier, & Webb, 1990) to more than half (Finkelhor & Dziuba-Leatherman,
1995; Garbarino, 1987). At first glance, the latter statistic is troubling, but neither
study employed pretests or control programs. Thus, we do not know what per
centage of nonprogram children would report fear of being abused, but in today's
violent world, chances are the percentages would be just as high, if not higher. It
is also interesting to note that those children who reported increased levels of fear
and anxiety in the study by Finkelhor and Dziuba-Leatherman (1995) were also
the ones who rated the programs most positively and were the ones most likely to
use the skills taught in the programs. The authors suggested that these higher anx
iety ratings reflect that the children were taking the message of the training seri
ously, and they concluded in urging professionals to refrain "from assuming that
reports of increased fear and anxiety are a negative outcome of training programs"
(p. 137).

Acting Out

When parents and teachers have been asked to report on adverse reactions
among the children, few parents report observing problems (e.g., 3% in Finkelhor
& Dziuba-Leatherman, 1995; 5% in Swan et al., 1985 and Hazzard et al., 1991; 7%
in Nibert, Cooper, & Ford, 1989). Likewise, teachers and parents noticed few, if
any, signs of increased emotional distress in several studies (Binder & McNiel,
1987; Wurtele, 1990, 1993b; Wurtele et al., 1989; Wurtele, Gillispie, et al., 1992;
Wurtele, Kast, et al., 1992).

Overgeneralization

Another concern about CSA prevention programs is that program participants
will overgeneralize the rules and concepts learned, and will thus become over
sensitive to situations involving appropriate touch. The fear is that such overgen
eralization could lead to false CSA allegations (Krivacska, 1989). One strategy to
address the concern about overgeneralization has been to gather information on
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children's abilities to recognize appropriate touches, before and after a program. It
is reassuring that children's appropriate-touch recognition scores do not decrease
significantly, and have, in some instances, even increased significantly (Blumberg
et al., 1991; Wurtele, 1993b). Thus, most children do not overgeneralize their
recognition skills to hypothetical appropriate-touch requests , suggesting that pro
gram participants are not likely to misinterpret nurturing touches or make false
accusations of CSA. This conclusion is bolstered by the fact that there are no pub
lished accounts of false accusations following a personal safety program.

Negative Effects on Sexual Development

The concern has been expressed that CSA prevention programs might harm
children's normal sexual development (e.g., Krivacska, 1990) . Unfortunately, few
researchers have assessed children's knowledge about and attitudes toward their
own sexuality so as to be able to address this concern. There is, however, a grow
ing body of literature showing that personal safety programs may actually enhance
young children's sexual development. For example, there is evidence that these
programs can teach young children (3- to 5-year-olds) the anatomically correct ter
minology for their genitals (Wurtele, 1993a; Wurtele, Melzer, & Kast, 1992) , and
that after participating in the program significantly more children say they like
their private parts (suggesting increased body pride) and also say it is acceptable
for them to touch their own private parts (Wurtele, 1993a, b; Wurtele et al. , 1991;
Wurtele, Kast, et al., 1992). It must be recognized, however, that most CSA pre
vention programs avoid discussion of sexuality of adults or children. This avoid
ance is often done intentionally-to enhance community acceptance and avert
conflict with schools and parents. Clearly, research is needed to determine how
these programs affect older children and adolescents in terms of their sexual
development.

Do These Programs Have Any Positive Side Effects?

Several researchers have found what might be considered positive side ef
fects. For example, Binder and McNiel (1987) reported that 64% of the children in
their study said that the program made them feel much safer (as did 71% of the
children in Hazzard et al., 1990), and 72% felt better able to protect themselves.
Finkelhor and Dziuba-Leatherman (1995) found that 95% of youth who partici
pated in a school-based antivictimization program said they would recommend it
to other children, and those who reported being victimized or threatened per
ceived themselves as having been more effective in keeping themselves safe and
minimizing their harm.

Another positive side effect has been the consistent finding that after partici
pating in a program, children are more likely to discuss the contents of the pro
gram with their parents (Binder & McNiel, 1987; Finkelhor et al. , 1995; Hazzard
et al., 1991; Kolko et al. , 1987; Wurtele, 1990; Wurtele et al. , 1989; Wurtele &
Miller-Perrin, 1987). Increasing parent-ehild communication about CSA not only
reduces the secrecy surrounding this topic, but also increases the effectiveness of
school-based personal safety instruction (Finkelhor et al., 1995; Wurtele, Kast, et
al.,1992).
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Are These Programs Effective with Young Children?

Although young children are at particular risk for sexual abuse, critics of
child-focused CSA prevention programs have asserted that preschoolers and
kindergartners cannot learn CSA prevention concepts because of their limited cog
nitive abilities (Gilbert et al., 1989; Reppucci & Haugaard 1989). Krivacska (1990)
has claimed that "below the age of 7, instruction in CSA concepts is contraindi
cated" (p. 67). Granted, early research showed that 3-5-year-old children achieved
few, if any, knowledge gains (e.g., Barkin & Frank, 1986; Christian, Dwyer,
Schumm, & Coulson, 1988; Conte, Rosen, Saperstein, & Shermack, 1985; Gilbert et
al., 1989). However, more recent, methodologically rigorous studies demonstrate
that children as young as 31

/ 2 years do indeed benefit from these programs in
terms of both knowledge and skill acquisition (Harvey et al., 1988; Kraizer et al.,
1989; Miltenberger & Thiesse-Duffy, 1988; Nemerofsky et al ., 1994; Nilbert,
Cooper, Ford, et al., 1989; Peraino, 1990; Ratto & Bogat, 1990 ; Sarno & Wurtele,
1997; Stilwell et al., 1988; Wurtele, 1990, 1993b; Wurtele et al., 1987 1989, 1991;
Wurtele, Gillispie, et al., 1992; Wurtele, Kast, et al., 1992). With young children,
knowledge and skill gains are more likely to be achieved when programs teach
concrete concepts, and include active learning (rehearsal, role-play), repetition,
multiple sessions. and teacher/parent education.

Although younger children can benefit from participating in personal safety
programs, it must be acknowledged that they generally learn less from these pro
grams compared with older children. In studies that compared responses of chil
dren from different age groups, older children knew more initially and learned
more of the concepts, compared with younger children (Binder & McNiel, 1987;
Blumberg et al., 1991; Barkin & Frank, 1986; Conte et al., 1985; Harbeck et al.,
1992; Hazzard et al., 1991; Liang, Bogat, & McGrath, 1993; Nemerofsky et al., 1994;
Saslawsky & Wurtele, 1986; Tutty, 1992; Wurtele et al., 1986 , 1991). The one ex
ception was a study by Kraizer et al. (1989) in which preschoolers and kindergart
ners showed greater gains in knowledge compared with first-, second-, and
third-graders. Given these consistent effects for age, programs and evaluation in
struments must be tailored to the developmental needs of the audience. The same
program should not be used in the same manner with children of varying ages.

Are These Programs Successful with Special Needs Children?

It has been proposed that special needs children are at higher risk for sexual
abuse because their handicapping conditions (e.g., mental retardation, commun
ication problems) make it difficult for them to protect themselves or to report mal
treatment. Their greater dependency on caregivers, inability to differentiate basic
assistance with personal care from sexual exploitation, desire to be accepted, and
unquestioning compliance may also make them more vulnerable (Brookhauser, Sul
livan, Scanlan, & Garbarino, 1986; Cole, 1984-1986; Cruz, Price-Williams, & An
dron, 1988; Moglia, 1986; Ryerson, 1984; Sobsey & Mansell, 1990; Tharinger,
Horton, & Millea, 1990). Although prevention curricula have been developed for
youth with various disabilities (Dreyer & Haseltine, 1986; Krents & Atkins, 1985;
LaBarre,Hinkley, & Nelson, 1986; O'Day, 1983; Seattle Rape Relief, 1980), these pro
grams have rarely been evaluated. Haseltine and Miltenberger (1990) demonstrated
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the effectiveness of a 9-week behavioral skills training curriculum for teaching self
protection skills to young adults with mild to moderate mental retardation. Re
searchers are urged to evaluate other programs designed for special needs children.

Although not usually considered "special needs" children, there is a concern
about how sexually abused children would react to a personal safety program.
Evaluating sexually abused children's responses to a personal safety program is
important for several reasons. First, given that many children experience sexual
abuse, it is quite likely that abused children are in the audience and are being ex
posed to personal safety programs designed primarily for use with nonsexually
abused children. Second, sexually abused children's conceptions of personal
safety violations differ from those of their nonsexually abused counterparts due to
the former's experience with sexual exploitation (Miller-Perrin, Wurtele, & Kon
drick, 1990). Thus, children who have experienced sexual abuse may respond dif
ferently to a personal safety program than would nonsexually abused children.
Third, prevention programs insensitive to the special needs of victims may be
placing such children at risk for developing anxiety, guilt, sexual acting out, or
confusion about appropriate touches. And finally, given that victims of sexual
abuse are at risk for revictimization (Boney-McCoy & Finkelhor, 1995; Browne &
Finkelhor, 1986), there is a need to educate these children about personal safety.

To address this concern, Currier and Wurtele (1996) compared 13 sexually
abused and 13 nonsexually abused children's responses to a personal safety pro
gram taught by their parents (or caretakers). Both groups of children demonstrated
significant increases in skill and knowledge scores following the program. Both
groups of children improved significantly in their recognition of inappropriate
touches and in all four resisting/reporting skills. Both groups also improved in
their recognition that abuse is not a child's fault. More than half (54%) ofthe sex
ually abused children disclosed information about their abuse after they had com
pleted the program. No negative reactions to the program were observed by the
parents, and sexually abused children exhibited fewer inappropriate sexual be
haviors following program participation. Although the small sample size limits
the generalizability of the findings, this preliminary investigation suggests that
young sexually abused children can learn personal safety concepts and skills, and
can do so without exhibiting negative effects.

Should This Topic Be Conveyed to Children by Their Parents?

Absolutely! But the reality is that relatively few parents discuss GSA with
their children. Studies indicate that although the majority of parents report teach
ing their children general safety rules, very few discuss personal safety in partic
ular (Berrick, 1988; Finkelhor, 1984; Porch & Petretic-Iackson, 1986; Wurtele &
Miller-Perrin, 1987). Wurtele and Miller-Perrin (1992) review some ofthe reasons
for parents ' failure to discuss GSAwith their children (e.g., not aware of the need
for discussion, difficult subject to discuss, topic might frighten child, and lack of
confidence, knowledge, vocabulary, or materials). This research suggests that par
ents need more information about GSA, as well as guidance in disseminating this
information to their children.

Recently, prevention experts have urged that more attention be paid to in
volving parents as "partners in prevention" (Wurtele & Miller-Perrin, 1992). There



SCHOOL·BASED CHILD SEXUAL ABUSE PREVENTION PROGRAMS 511

are several potential advantages to such collaboration. The impact of a school
based curriculum depends on the support of parents at home. Parent support in
cludes permitting their children to participate in the programs, clarifying concepts
and correcting misconceptions, and helping children apply their new knowledge
in daily life (Conte & Fogarty, 1989). Furthermore, if parents could be trained to be
prevention educators, children would receive repeated exposure to prevention in
formation in their natural environment, thus providing a series of booster sessions
to supplement other prevention efforts. Indeed, Finkelhor and colleagues (1995)
found that children who had received victimization prevention instruction from
their parents (in addition to a school-based curriculum), had substantially more
knowledge about CSA, made more use of self-protection strategies, were better
able to thwart victimization attempts, and were more likely to disclose victimiza
tions. In addition, we have found in several studies that parents (when provided
with a script, materials, and encouragement) can be very effective personal safety
instructors for their young children (Wurtele, 1993a, Wurtele et al., 1991; Wurtele,
Gillispie, et al., 1992; Wurtele, Kast, et al., 1992; Wurtele, Melzer, et al., 1992). Given
the numerous advantages of, and initial successes in, involving parents as "part
ners in prevention," researchers are urged to focus their efforts on ways to en
courage parents (especially fathers) to become more involved.

What Role Should School-Based Programs Play
in the Prevention of CSA?

Schools provide an appropriate setting for educating children about sexual
abuse, given that their primary function is to inform and educate. Teachers have
appeal as instructors, given their expertise as educators. Through their ongoing re
lationships with students and their families, they also playa key role in identify
ing and supporting abused children. School-based programs also have appeal
because they are able to reach large numbers of children of every racial, ethnic,
and socioeconomic group in a relatively cost-efficient fashion. A universal pri
mary prevention strategy likewise eliminates the stigma of identifying specific
children or families as being at risk for sexual abuse, and thus avoids costly and
intrusive interventions into family privacy (Daro, 1994). The strategy of targeting
the general population of children also reflects the fact that we lack clear ex
planatory models for sexual abuse. Although risk factors (personal and envi
ronmental) have been identified for other types of child maltreatment, similar
prediction models are not yet available for sexual abuse. Finally, as described
here, extant evaluations suggest that personal safety programs can teach children
the knowledge and skills thought to be useful in avoiding sexual assault, and they
can do so without increasing anxiety, acting out, or confusion about appropriate
touch. There is also preliminary evidence that children are able to apply this in
formation in real-life situations. Learning how to value and protect themselves are
important lessons; children deserve this instruction. Clearly, child-focused per
sonal safety programs play an important part in the effort to keep children safe
from sexual victimization.

At the same time, the responsibility for preventing CSA must be shared. Pro
grams must be developed to focus on audiences other than potential victims. As
Plummer (1993) reminds us, "Children were never meant to accomplish [CSA]
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prevention single handed" (p. 296). There are numerous ways to expand the efforts
to prevent CSA, and useful blueprints are available (e.g., Daro, 1994; Finkelhor,
1990; Thtty, 1991; Wurtele & Miller-Perrin, 1992). A variety of prevention strategies
have been proposed (e.g., public awareness messages, treatment programs for male
and female victims of CSA, comprehensive sexuality education for children and
youth, training and education for professionals). The general public, professionals,
and parents play important roles in this endeavor, but, unfortunately, these groups
have not received as much attention as have children. It is clearly time to extend
preventive efforts and target others, especially parents, to playa more active part in
preventing CSA.Children should not shoulder the full responsibility for prevention.

CONCLUSION AND MORE QUESTIONS

School-based personal safety programs can teach children to distinguish be
tween abusive and nonabusive situations, increase their knowledge, and enhance
their skills. They can do so without producing negative side effects and may actu
ally have positive side effects. But evidence for primary prevention is lacking, and
support for secondary prevention efficacy is limited. Should they, therefore, be
abolished? Although some critics might answer this question affirmatively, this
author shouts a resounding "No!" What we should do, however, is view (and re
fer) to them more realistically as "personal safety" or "sexual abuse resistance ed
ucation" programs. The importance of these types of programs is not lessened by
a change of name; enhancing children's sense of body importance and personal
safety are important goals in their own right.

Even with a more realistic descriptor, several questions about these programs
remain unanswered. These questions include:

• How can these programs be more developmentally appropriate? What are
the effects of different types of programs on different types of children (e.g.,
who vary in age, race, gender, socioeconomic status, intelligence, etc .)?

• How can these programs incorporate sexuality education? What are the ef
fects of these programs on children's sexual attitudes and behaviors?

• Would these programs be more effective if they were integrated into a more
comprehensive, multiyear curriculum focusing on "human relations train
ing" (e.g., covering decision making, problem solving, empathy, impulse
control, social skills, anger management, conflict resolution)?

• Do these programs result in the reporting of abuse? What types of assaults
are children reporting? What are their responses to these assaults? Does the
system respond sensitively to children's disclosures?

• How can more parents be educated simultaneously with their children?
How can they be encouraged to be more involved? What should be included
in parent-focused programs, and what are the most effective ways to inform
parents? How can parents ' abilities to nurture their children's healthy sex
ual development be strengthened?

These questions are raised not to imply that personal safety programs should be
abolished, but are posed to challenge improvement. These questions demand the
attention of program developers and evaluators. Children deserve no less!



SCHOOL-BASED ClllLD SEXUAL ABUSE PREVENTION PROGRAMS

REFERENCES

513

Abrahams. N.• Casey. K.. & Daro, D. (1992). Teachers' knowledge. attitudes, and beliefs about child
abuse and its prevention. Child Abuse &- Neglect, 16,229-238.

Asdigian, N. L.• & Finkelhor, D. (1995). What works for children in resisting assaults? Journal ofInter
personal Violence. 10.402-418.

Berrick J. D. (1988) . Parental involvement in child abuse prevention training: What do they learn?
Child Abuse &- Neglect. 12, 543-553.

Berrick, J. D.• & Barth. R. P. (1992). Child sexual abuse prevention: Research review and recommenda
tions. Social Work Research &- Abstracts, 2B. 6-15 .

Binder. R. L.• & McNiel. D. E. (1987). Evaluation of a school-based sexual abuse prevention program:
Cognitive and emotional effects. Child Abuse &- Neglect. 11,497-506.

Blumberg. E. J.• Chadwick. M. W.•Fogarty. L. A.•Speth. T. W.• & Chadwick. D. L. (1991). The touch dis
crimination component of sexual abuse prevention training: Unanticipated positive consequences.
Journal ofInterpersonal Violence. 6. 12-28.

Boney-McCoy. S.• & Flnkelhor, D. (1995). Prior victimization: A risk factor for child sexual abuse and for
PTSD-related symptomatology among sexually abused youth. Child Abuse &- Neglect. 19. 1401-1421.

Borkin, J.. & Frank. L. (1986). Sexual abuse prevention for preschoolers: A pilot program. Child Wel
fare. 65, 75-82.

Briggs. F.• & Hawkins. R. M. F. (1994). Follow-up data on the effectiveness of New Zealand's national
school based child protection program . Child Abuse &- Neglect,1B. 635-643.

Brookhouser, P. E.• Sullivan. P.• Scanlan. J. M.• & Garbarino. J. (1986). Identifying the sexually abused
deaf child: The otolaryngologist's role . Laryngoscope. 96. 152-158.

Brown. A.• & Finkelhor, D. (1986). Impact of child sexual abuse : Offenders ' attitudes about their effi
cacy. Child Abuse &- Neglect, 13.77-87.

Christian. R.. Dwyer . S.• Schumm. W. R.. & Coulson. L. A. (1988). Prevention of sexual abuse for
preschoolers: Evaluation of a pilot program . Psychological Reports, 62, 387-396.

Cole. S. S. (1984-1986). Facing the challenges of sexual abuse in persons with disabilities. Sexuality
and Disability, 7,71-87.

Conte . J. R.. & Fogarty. L. A. (1989). Attitudes on sexual abuse prevention programs: A national survey
of parents. (Available from J. R. Conte . School of Social Work. University of Washington. Mailstop
354900. 410115th Avenue N. E.. Seattle. WA 98195-6299).

Conte. J. R.. Rosen . C.•Saperstein. L.• & Shermack, R. (1985). An evaluation of a program to prevent the
sexual victimization of young children. Child Abuse &- Neglect, 9, 319-328.

Cruz. V. K.. Price -Williams. D.• & Andren, L. (1988). Developmentally disabled women who were mo
lested as children. Social Casework, 69,411-419.

Currier. L. L.•& Wurtele. S. K. (1996). A pilot study of previously abused and non-sexually abused chil
dren's responses to a personal safety program. Journal ofChild Sexual Abuse. 5. 71-87.

Daro, D. (1994). Prevention of child sexual abuse . The Future ofChildren , 4, 198-223.
Dreyer. L. B.• & Haseltine. B. A. (1986). The Woodrow Project: A sexual abuse prevention curriculum

for the developmentally disabled. Fargo. ND: Rape and Abuse Crisis Center.
Finkslhor, D. (1984). Child sexual abuse : New theory and research. New York: Free Press.
Finkelhor, D. (1990). New ideas for child sexual abuse prevention. In R. K. Oates (Ed.), Understanding

and managing child sexual abuse (pp. 385-396). Sydney. Australia: Harcourt Press .
Finkelhor, D.•Asdigian, N.•& Dziuba-Leatherman, J. (1995). The effectiveness of victimization preven

tion instruction: An evaluation of children's responses to actual threats and assaults. Child Abuse
&- Neglect. 19, 141-153.

Finkelhor, D.• & Dziuba-Leatherman, J. (1995). Victimization prevention programs: A national survey
of children's exposure and reactions. Child Abuse &- Neglect, 19,129-139.

Gaibarino. J. (1987). Children's response to a sexual abuse prevention program: A study of the Spider
man comic. Child Abuse &- Neglect . 11, 143-148.

Gilbert. N.• Berrick, J. D.• Le Prohn, N.• & Nyman. N. (1989). Protecting young children from sexual
abuse:Does preschool training work? Lexington . MA: Lexington .

Harbeck. C.•Peterson. L.•& Starr. L. (1992). Previously abused child victims response to a sexual abuse
prevention program: A matter of measures. Behavior Therapy. 23. 375-387.

Harvey. P.•Forehand. R.. Brown. C.• & Holmes . T. (1988). The prevention of sexual abuse: Examination
of the effectiveness of a program with kindergarten-age children. Behavior Therapy, 19, 429-435.



514 SANDY K. WURTELE

Haseltine. B.. & Miltenberger. R G. (1990). Teaching self-protection skills to persons with mental re
tardation. American Journal on Mental Retardation . 95.188-197.

Hazzard. A. Kleemeier, C. P.• & Webb. C. (1990). Teacher versus expert presentations of sexual abuse
prevention programs. Journal ofInterpersonal Violence. 5. 23-36.

Hazzard. A. Webb. C.• Kleerneier, C.•Angert . L.•& Pohl, L. (1991). Child sexual abuse prevention: Eval
uation and one-year follow-up. Child Abuse & Neglect. 15. 123-138.

Helge, D. (1992). Child sexual abuse in America-A call for school and community action . Bellingham.
WA: National Rural Development Institute.

Hill. J. L.. & Jason. L. A. (1987). An evaluation of a school-based child sexual abuse primary prevention
program . Psychotherapy Bulletin. 22. 36-38.

Kohl. J. (1993). School -based child sexual abuse prevention programs. Journal ofFamily Violence. 8.
137-150.

Kolka. D. J.•Moser. J. T.•& Hughes. J. (1989). Classroom training in sexual victimization awareness and
prevention skills: An extension of the Red Flag/Green Flag people program. Journal ofFamily Vi
olence. 4. 25-45.

Kolka. D. J.. Moser. J. T.. Litz, J.. & Hughes. J. (1987). Promoting awareness and prevention of child sex
ual victimization using the Red Flag/Green Flag program : An evaluation with follow-up . Journal
ofFamily Violence. 2. 11-35.

Korbin, J. E. (1990). Child sexual abuse : A cross-cultural view. In R K. Oates (Ed.). Understanding and
managing child sexual abuse (pp. 42-58). Sydney. Australia : Harcourt Brace.

Kratzer, S .• Witte. S. S.. & Fryer. G. E.. Jr. (1989). Child sexual abuse prevention programs : What makes
them effective in protecting children? Children Today, 18. 23-27.

Krents, E.. & Atkins. D. (1985). No-Go-Tell!A child protection curriculum for very young disabled chil
dren. New York: Lexington Center.

Krivacska , J. J. (1989). Child sexual abuse prevention programs and accusation of child sexual abuse:
An analysis. Issues in Child Abuse Accusations. 1. 8-13.

Krivacska, J. J. (1990). Designing child sexual abuse prevention programs : Current approaches and a
proposal for the prevention , reduction . and identification ofsexual misuse. Springfield. IL: Thomas.

LaBarre. A.. Hinkley. K. R, & Nelson. M. F. (1986). Sexual abuse! Whatis it? An informational book for
the hearing im paired. St. Paul . MN. St. Paul-Ramsey Foundation.

Liang. B.•Bogat, G. A.•& McGrath. M. P. (1993). Differential understanding of sexual abuse prevention
concepts among preschoolers. Child Abuse & Neglect. 17. 641-650.

Miller-Perrin, C. L., & Wurtele. S. K. (1988). The child sexual abuse prevention movement: A critical
analysis of primary and secondary approaches. Clinical Psychology Review. 8, 313-329.

Miller-Perrin. C. L.•Wurtele, S. K.•& Kondrick, P. A. (1990). Sexually abused and nonabused children's
conceptions of personal body safety. Child Abuse &-Neglect. 14.99-112.

Miltenberger. R G.. & Thiesse-Duffy, E. (1988). Evaluation of home-based programs for teaching per
sonal safety skills to children. Journal ofApplied Behavior Analysis. 21. 81-87.

Moglia. R (1986). Sexual abuse and disability. SIECUS Reports, 14. 9-10.
Nemerofsky. A. G.• CarranoD. T.• & Rosenberg. L. A. (1994). Age variation in performance among

preschool children in a sexual abuse prevention program. JournalofChild Sexual Abuse. 31. 85-102.
Nibert . D., Cooper. S., & Ford, J. (1989). Parents ' observations ofthe effect ofa sexual abuse prevention

program on preschool children. Child Welfare. 68, 539-546.
Nibert . D.•Cooper. S .• Ford. J.. Fitch. L. K.. & Robinson. J. (1989). The ability of young children to learn

abuse prevention. Response. 12. 14-20.
O'Day, B. (1983). Preventing sexual abuse of persons with disabilities: A curriculum for hearing im

paired. physically disabled. blind and mentally retarded students. Santa Cruz. CA: Network.
Peraino. J. M. (1990). Evaluation of a preschool antivictimization prevention program . Journal of In

terpersonal Violence, 5. 520-528.
Plummer. C. A (1993). Prevention is appropriate. prevention is successful. In R J. Gelles and D. R

Loseke [Eds.], Current controversies on family violence (pp. 288-305). Newbury Park. CA: Sage.
Porch . T. L.• & Petretic-Iackson, P. A. (1986. August). Child sexual assault prevention: Evaluating cur

rent education workshops. Paper presented at the convention of the American Psychological As
sociation. Washington . DC.

Ratto. R . & Bogat, G. A. (1990). An evaluation of a preschool curriculum to educate children in the pre
vention of sexual abuse . Journal ofCommunity Psychology, 18.289-297.

Reppucci. N. D.. & Haugaard, J. J. (1989). Prevention of child sexual abuse : Myth or reality? American
Psychologist. 44. 1266-1275.



SCHOOL-BASED CHILD SEXUALABUSE PREVENTION PROGRAMS 515

Romano. N.. Casey. K.• & Daro, D. (1990). Schools and child abuse:A national survey ofprincipals' at
titudes. beliefs, and practices . Chicago : National Committee for the Prevention of Child Abuse.

Ryerson. E. (1984). Sexual abuse and self-protection education for developmentally disabled youth: A
priority need. SIECUS Reports, 13,6-7.

Sarno. J. A. & Wurtele. S. K. (1997). Effects of a personal safety program on preschoolers' knowledge.
skills. and perceptions of child sexual abuse . Child Maltreatment, 2, 35-45.

Saslawsky. D. A.. & Wurtele. S. K. (1986). Educating children about sexual abuse: Implications for pe
diatric intervention and possible prevention. Journal ofPediatric Psychology, 11, 235-245.

Seattle Rape Relief. (1980). Sexual assault ofhandicapped students. Seattle. WA: Seattle Rape Relief.
Sobsey, D., & Mansell, S. (1990). The prevention of sexual abuse of people with developmental dis

abilities. Developmental Disabilities Bulletin, 18,51-66.
Sorenson. T., & Snow. B. (1991). How children tell : The process of disclosure in child sexual abuse.

Child Welfare. 70. 3-15.
Stilwell, S. L.• Lutzker, J. R., & Greene. B. F. (1988). Evaluation of a sexual abuse prevention program

for preschoolers. Journal ofFamily Violence, 3. 269-281.
Swan. H. L.. Press. A. N.. & Briggs. S. L. (1985). Child sexual abuse prevention: Does it work? Child

Welfare. 64. 395-405.
Tharinger, D. J.•Horton, C. B.•& Millea, S. (1990). Sexual abuse and exploitation of children and adults

with mental retardation and other handicaps. Child Abuse &'Neglect. 14,301-312.
Tharinger, D. J.• Krivacska , J. J.• Laye-Mclronough, M.. Jamison. L., Vincent. G. G.• & Hedlund, A. D.

(1988). Prevention of child sexual abuse : An analysis of issues, educational programs, and research
findings. School Psycholology Review, 17,614-634.

Tutty, L. M. (1991) . Child sexual abuse : A rage of prevention options. In B. Thomlison & C. Bagley
[Eds.) , Child sexual abuse : Expanding the research base on program and treatment outcomes.
Journal ofChild and Youth Care [Special issue] , 23-41.

Tutty, L. M. (1992) . The ability of elementary school children to learn child sexual abuse prevention
concepts. Child Abuse &'Neglect, 16, 369-384.

Tutty, L. M. (1994). Developmental issues in young children's learning of sexual abuse prevention con
cepts. Child Abuse &'Neglect. 18,179-192.

Tutty, L. M. (1995). The revised Children's Knowledge of Abuse Questionnaire: Development of a mea
sure of children's understanding of sexual abuse prevention concepts. Social Work Research , 19.
112-120.

Wolfe. D. A., McPherson, T.. Blount. R.. & Wolfe. V. V. (1986). Evaluation ofa brief intervention for edu
cating school children in awareness of physical and sexual abuse. Child Abuse &' Neglect. 10,
85-92.

Wurtele . S. K. (1990). Teaching personal safety skills to four-year-old children: A behavioral approach.
Behavior Therapy, 21. 25-32.

Wurtele. S. K. (1993a). Enhancing children's sexu al development through child sexual abuse preven
tion programs. Journal ofSex Education and Therapy, 19, 37-46.

Wurtele. S. K. (1993b). The role of maintaining telephone contact with parents during the teaching of
a personal safety program. Journal ofChild Sexual Abuse. 2. 65-82.

Wurtele. S. K.. Currier. L. L.. Gillispie. E. I.. & Franklin. C. F. (1991). The efficacy of a parent-implemented
program for teaching preschoolers personal safety skills . Behavior Therapy, 22. 69-83.

Wurtele . S. K.. Gillispie. E. I. . Currier. L. L.. & Franklin. C. F. (1992). A comparison of teachers vs. par 
ents as instructors of a personal safety program for preschoolers. Child Abuse &'Neglect, 16, 127
137.

Wurtele. S. K.. Kast, L. C.• & Melzer. A. M. (1992). Sexual abuse prevention education for young chil
dren: A comparison of teachers and parents as instructors. Child Abuse &'Neglect, 16,865-876.

Wurtele. S. K.. Kast, L. C., Miller-Perrin. C. L.•& Kondrick, P. A. (1989). A comparison of programs for
teaching personal safety skills to preschoolers. Journal ofConsulting and Clinical Psychology, 57,
505-511.

Wurtele, S. K.• Kvaternick, M.• & Franklin, C. F. (1992). Sexual abuse prevention for preschoolers: A
survey of parents' behaviors. attitudes. and beliefs . Journal ofChild Sexual Abuse, 1, 113-128.

Wurtele, S. K., Marrs. S. R.. & Miller-Perrin. C. L. (1987). Practice makes perfect? The role of participant
modeling in sexual abuse prevention programs. Journal ofConsulting and Clinical Psychology, 55,
599-602.

Wurtele. S. K.. Melzer, A. M.. & Kast, L. C. (1992). Preschoolers' knowledge of and ability to learn gen
ital terminology. Journal ofSex Education and Therapy, 18. 115-122.



516 SANDY K. WURTELE

Wurtele, S. K., & Miller-Perrin, C. L. (1987) . An evaluation of side effects associated with participation
in a child sexual abuse prevention program. Journal ofSchool Health, 57, 228-231.

Wurtele. S. K., & Miller-Perrin, C. L. (1992). Preventing child sexual abuse : Sharing the responsibility.
Lincoln: University of Nebraska Press.

Wurtele . S. K.. Saslawsky, D. A.• Miller. C. L., Marrs, S. R., & Britcher, J. C. (1986). Teaching personal
safety skills for potential prevention of sexual abuse . A comparison of treatments. Journal ofCon
sulting and Clinical Psychology, 54. 688-692.



Part V

Early Intervention and Ethics

Poverty itself is a risk factor for children. In Chapter 22, Wasik reviews the prob
lems associated with poverty and early childhood programs aimed at reducing
risk factors.

In Chapter 23, Tymchuk provides a critique of the paucity of ethical decision
making guidelines in human research in general, and child abuse and neglect re
search in particular. In two especially helpful tables, Tymchuk lays out a system
atic process for ethical decision making.
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22

Implications for Child Abuse
and Neglect Interventions

from Early Educational
Interventions

BARBARA HANNA WASIK

Family impoverishment as evidenced by low income. low educational levels. and
unemployment is the strongest predictor of poor developmental outcomes for chil
dren. Two domains in particular. school failure and abuse and neglect. are highly
associated with poverty and have been at the center of many prevention and inter
vention efforts during the past three decades. Separate groups and organizations.
however, have worked independently to address these two concerns about chil
dren. Predictably. most of the attention to reducing school failure originated in the
fields of education and child development. where the goals are to enhance chil
dren's cognitive development and school performance. By contrast, the attention to
reducing abuse and neglect derived from social services and health organizations.
and aims to protect the child from further abuse and neglect. provide treatment
and. more recently, develop prevention strategies . In addition to being influenced
by different professions and different objectives for the child. these two areas of
concern have also been characterized by different intervention procedures.

During the past few years several events necessitated the examination of the
early childhood intervention literature for the implications it holds for work with
children at risk for abuse and neglect. First. there is increasing evidence that
poverty is a major condition influencing a wide range of poor outcomes for chil
dren (Duncan , 1991; Garbarino. 1990; Lazar, Darlington, Murray. Royce. & Snipper,
1982; Mcl.oyd, 1990). Second. there has been an increase in the number of children
living in poverty. portending a corresponding increase in both school failure and
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maltreatment. Third, there is increasing evidence that negative parent-ehild inter
actions and unresponsive parenting contribute both to poor cognitive outcomes
and to neglect (Hart & Risley, 1995; Wolfe, 1987). Fourth, there is increasing con
gruence among theories and principles identified as guiding best practices across
all domains of child development (Wasik,Roberts, & Lam, 1994). And. fifth, the en
vironment is seen as a determinant of developmental vulnerability for both groups
(Garbarino, 1990; Ramey & Ramey, 1992).

The existence of common antecedents to cognitive delays and child maltreat
ment may point to common developmental pathways and common ways of improv
ing outcomes for children in both domains. In this chapter, intervention programs
designed to ameliorate cognitive delays for children from low-income families will be
reviewed and implications regarding the maltreatment of children will be discussed.
Early intervention efforts will first be placed into a historical perspective, identify
ing the major theoretical beliefs that have influenced practice. Then studies from both
the first and second waves of research efforts on early educational interventions for
children from families of low socioeconomic status will be described. A conceptual
model for evaluating intervention strategies for children and their families will pro
vide a framework for summarizing current research on early educational interven
tions and implications for programs aimed at preventing child abuse and neglect.

HISTORICAL BACKGROUND

The Progressive Era

Although child services can be traced back for several centuries as society re
sponded to the needs of widows, orphans, the sick, and the poor, the time between
the 1890s to the beginning of World War I is particularly relevant to contemporary
services. It was during this "progressive era" that almost all human services in use
today were developed (Levine & Levine, 1970, 1992; Wasik, Bryant. & Lyons,
1990). This era saw the rise of visiting teachers. school social workers, services for
juvenile delinquents, and child guidance clinics. with home visiting serving as the
primary method of reaching families . Indeed, the visiting teacher served as a
bridge between schools and homes, and social workers and nurses also provided
services directly to families. School attendance, poor school performance, neglect,
poverty, and delinquency were some of the social concerns addressed. Services for
children during this time were viewed more holistically than today, with family
and community taken into consideration when addressing the needs of children
(Levine & Levine, 1970, 1992; Wasik, Bryant , et al. , 1990).

The 1920s to the 1960s

This more holistic and environmental approach started to change during the
1920s when services for children and adults began to reflect a psychoanalytic ori
entation, focusing on the individual's personality when evaluating and treating
problematic situations. Parents were frequently blamed for their child's problems
and, as a result, children with difficulties were frequently removed from their par
ents. Residential or institutional care came to be seen as an effective method for
addressing concerns with children.
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Two significant experiments conducted between 1930 and 1950 illustrate the
influence of major environmental changes on children's long-term intellectual de
velopment. Skeels (1966) studied children living in an orphanage who had IQs
below 70 and whose mothers were also mentally retarded. As part of the inter
vention study, 13 of these children were moved from the orphanage to the care of
female inmates of a state institution for individuals with mental retardation, one
child to each ward, while a control group remained in the orphanage. The results
thirty years later showed that of the original 13 experimental children, all had be
come self-supporting, most had completed high school, and some had attended
college. By contrast, adults from the control group either remained institutional
ized or had died. In a second study of the effects of early intervention, 100 chil
dren whose biological parents were both socioeconomically disadvantaged and
had mental retardation were investigated (Skodak & Skeels, 1949). On or before
the time they were 6 months of age, the children were placed with foster families
whose educational and economic levels were average for their communities. By
the time they were 13, the children placed with foster families scored significantly
higher on measures of cognitive abilities than children who remained with their
birth families. In both these studies very clear effects were obtained for positive
cognitive outcomes as a result of dramatic changes in the child's life. In spite of
these studies and the lessons they provided for the importance of a child's early
interactions with significant adults, it was not until considerably later in this cen
tury that children's intelligence came to be seen as influenced by early relational
experiences.

SOCIAL, THEORETICAL, AND ECONOMIC INFLUENCES:
THE 1960s TO THE 1990s

Social and Theoretical Influences

A number of events converged in the 1960s to generate interest in early inter
ventions that could alter the cognitive development of young children. There was
an increased awareness of the intellectual malleability in children, an increased
interest in the importance of children's early experiences (Hunt, 1961), and con
siderable social concern for the low achievement and school failure of children
reared in poverty. Spurred on by national concern with the plight of children liv
ing in poverty, attention was devoted to initiating programs that could help com
pensate for what were considered deficits in the home environment of many
children. This model of cultural deficiency considered poor children to lack the
benefits of middle-class families; consequently, compensatory educational pro
grams were created and implemented to provide remediating opportunities
(Bloom, Davis, & Hess, 1965). These political and theoretical influences resulted
in the initiation of Project Head Start (Zigler & Freedman, 1987), as well as a large
number of model programs designed to evaluate the effects of child- or parent
focused interventions.

Interesting parallels are seen in the early intervention literature and the child
abuse and neglect literature of the 1960s. First, both the debilitating effects of
poverty on children's later school performance (Bloom et al., 1965) and the preva
lence of abuse and neglect of children came to be recognized as serious social issues
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(Wolfe, 1987). Second, behavioral views of children's development were gaining
prominence (Ullmann & Krasner, 1965), adding to the half century of psychoanalytic
orientation. These two prevailing theories emphasized parental influences on the
child's development, and thus provided support for interventions initiated early in
the child's life

During the 1970s other, broader theories began to gain prominence, including
the work of Bell (1974) who emphasized the bidirectionality of effects between par
ent and child. Systems theory, which emphasized the effect one part of a system has
on another, influenced the development of other theories of child development, in
cluding the biosocial model (Ramey,MacPhee, & Yeates, 1982) and the transactional
model (Sameroff & Chandler, 1975) of development. In both these models, child out
comes are seen as a product of both the individual and his or her experiences; alone,
neither the child nor the environment is sufficient to predict child outcomes.

Possibly the most influential contemporary theory related to early interven
tions for children is the ecological theory posited by Bronfenbrenner (1979, 1986;
Bronfenbrenner & Crouter, 1983). Bronfenbrenner's early writings promoted a shift
toward recognizing the family itself as a much more appropriate focus of inter
vention than only the child (Bronfenbrenner, 1974). Based upon a detailed review
of existing intervention programs, Bronfenbrenner concluded that "the family
seems to be the most effective and economical system for fostering and sustaining
the child's development. Without family involvement, intervention is likely to be
unsuccessful, and what few effects are achieved are likely to disappear once the
intervention is discontinued" (Bronfenbrenner, 1974, p. 300). His ecological theory
envisioned the child as nested within a set of increasingly complex environments,
beginning with the family, and nesting, in turn, within the neighborhood, the com
munity, and finally the larger social structure. His theory predicts that the most
enduring child outcomes occur from interventions that encompass a variety of sig
nificant people and settings in the child's life.

By the mid-1980s, there was a convergence of principles of care or "best prac
tices" that include current beliefs about the role of the family in children's physical,
mental, and social well-being (Wasik et al, 1994). Writers across all fields of human
services, including health (Hutchins & McPherson, 1991; Koop, 1987 ; Behrman,
1992), mental health (Huxley, 1990; Knitzer, 1982), and education (Iohnson, Me
Gonigel, & Kaufmann, 1989), were articulating common principles and concepts im
portant in services for children. The terms "family-centered," "community-based,"
and "coordinated" were the most commonly articulated. These principles of care
have emerged as a result of individuals and groups struggling with the delivery of ser
vices to families, the escalation of social problems in spite of numerous intervention
programs, the lack ofintegration and coordination ofintervention efforts, and the in
crease in factors that are strongly associated with the occurrence of many serious
social problems, especially poverty, teen parenting and single-parent households.

Poverty and Developmental Outcomes

The evidence that poverty is the single most significant condition predicting
developmental difficulties for children is extensive (Garbarino, 1990; Duncan,
1991; Duncan, Brooks-Gunn, & Klebanov, 1994). Although low socioeconomic sta-
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tus or poverty can be defined in several ways, including family income and per
sonal resources, when used to predict child outcomes it might best be used as a
marker variable. Poverty is highly associated with low parental education and sin
gle or teen parenthood. It is also associated with a higher incidence of depression,
stress, fewer social supports and services, unemployment, and low literacy levels .
Poverty is predictive of a number of negative child outcomes including low birth
weight, infant mortality, lower cognitive functioning, and poor school perfor
mance. Strong links exist between poverty and child maltreatment (Garbarino &
Crouter, 1978; Garbarino & Sherman, 1980) and negative parenting behavior (Me
Loyd, 1990).

Poverty has consistently been found to be predictive of poor school outcomes.
Its association with school outcomes is seen during infancy and the preschool
years as children in low-income families demonstrate poorer language skills and
cognitive development than do their more financially advantaged peers (Lazar et
al., 1982; Duncan et al., 1994; Ramey, Sparling, Bryant, & Wasik, 1982). Poorer ed
ucational status is also seen across the school years, reflected not only in language
and achievement (FeIner et al., 1995), but also in grade retention and school drop
outs (Alexander & Entwisle, 1996).

Socioeconomic status (SES) plays a significant role in child abuse and ne
glect. In describing this role, Wolfe (1987)wrote that "[llow SES, typically defined
as family incomes below the poverty mark, underemployment, and less education,
has proved to be a powerful aggregate variable associated with negative outcomes
at several points in child development. Impoverished pregnant women are prone
to be undernourished, to receive poor prenatal care , are exposed to more toxic
agents, and consequently suffer more complications at delivery. After delivery,
their children are exposed to greater postnatal risks, such as malnutrition, injury,
and lack of stimulation, that are commonly associated with ongoing poverty and
family disadvantage. Thus, it is widely accepted that lower socioeconomic level
can serve as a significant risk factor to child development and child maltreatment,
whereas higher SES can serve as an ameliorating, protective factor" (p. 21).

Although not all families living in poverty experience the characteristics or
outcomes just described, it was not until the 1980s that investigators began to go
beyond definitions of poverty to obtain better predictors of children's risk status.
A study by Sameroff, Seifer, Barocas, Zax, and Greenspan (1987) is of value in elu
cidating the role of poverty. The investigators studied the following correlates of
SES in the developmental outcomes of 4-year-old children: mental illness, mater
nal anxiety, parent perspectives on child development, spontaneous positive
maternal interactions, occupation of head of household, maternal education, dis
advantaged minority status, family support, stressful life events, and family size.
The investigators found major differences in a comparison between those children
with low multiple risk scores and those with high scores. In terms of intelligence,
children with no environmental risks scored more than 30 points higher than chil 
dren with eight or nine of the ten risk factors studied. Similar findings were ob
tained on a measure of social and emotional competencies (Sameroff et al., 1987).
Researchers in the 1960s and 1970s did not have such data available to them and
as a result they focused almost exclusively on poverty as the defining participant
characteristic.
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EARLY EDUCATIONAL INTERVENTION PROGRAMS: 1960-1990

The 1960s were a time of considerable optimism regarding the potential of ed
ucational interventions to prevent the cognitive deficits of children living in
poverty. The optimism driving this first wave of interventions for disadvantaged
children was influenced by both theory and empirical findings on the importance
of early experiences in the lives of young children, the malleability of intelligence,
and the importance of the parent in influencing children's development. The ex
tent of this optimism is reflected in the large number of experimental programs
initiated during this time. These early studies asked the simple question "Is early
intervention effective?" More complex questions about program effects were
raised later (e.g., Guralnick, 1989; Wasik, 1993a, 1993b). The background variable
of concern was low family income, the intervention was either directly focused on
the child or mediated through interventions with the parent, and cognitive per
formance was the primary outcome assessed. Programs varied along several di
mensions, including location, the age of entry of the child, program intensity and
duration, and the comprehensiveness of the intervention procedures. Intervention
strategies included attendance at day-care centers, home visiting programs, parent
support groups, and job training. Within this framework a variety of intervention
efforts were implemented, including specific curricula to enhance children's cog
nitive development, efforts to enhance parent-child interactions and parenting
skills, and the provision of parent support (Rameyet al., 1982).

Critical Reviews

The early educational intervention research literature has captured the atten
tion of numerous writers, resulting in a plethora of reviews. Perhaps the best
known of those reviews was conducted by Lazar and his colleagues (Lazar et al.,
1982). This study reviewed school-age follow-up data on 11 projects initiated be
tween 1962 and 1972 designed to enhance children's cognitive development. All
but three of the projects began when children were 3 years of age or older, 6 used
preschool centers, 2 provided home-based services, and 3 used a combination of
center and home services. The major findings from this report provided support
for positive school outcomes, showing that children participating in preschool
programs were less likely to repeat a grade in school or be placed in a special edu
cation class than were children in a control group. Although the longitudinal data
on intelligence tests and achievement did not distinguish between experimental
and control groups, a finding inconsistent with the high expectations of social re
form in the 1960s, this report provided important support for the field of early in
tervention at a time when the benefits were being questioned (Ramey, 1982).

In order to examine previous work for implications for child abuse and ne
glect, this chapter has drawn on some of the more rigorous research studies to il
lustrate both the first wave and later research . Reviews of this literature have also
been considered, with reviews published since 1990 emphasized because they
have the advantage of perspective as well as the ability to present longitudinal
data. Specifically excluded were reviews focused on children with disabilities,
and large-scale evaluation studies. The eight reviews considered include those by
Farran (1990); Benasich, Brooks-Gunn, and Clewell (1992); Ramey and Ramey
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(1992); Olds and Kitzman (1993); Wasik and Karweit (1994); Barnett (1995);
Yoshikawa (1995); and Bryant and Maxwell (1997). Collectively, these reviews ad
dress both outcomes and theoretical issues, compare programs across major di
mensions, contrast earlier and later studies , and investigate maternal as well as
child outcomes. An analysis of the programs covered in these reviews shows that
almost all major early intervention studies for children from low-income families
designed to enhance cognitive performance and initiated between 1960 and 1980
have been covered in one or more of these publications.

Farran reviewed 32 studies for disadvantaged children focusing on long-term
follow-up data of projects begun in the late 1960s or early 1970s. All ofthe studies
involved children who were at risk for school problems, mild mental retardation,
and reading difficulties. The type of interventions varied, but the focus of all these
projects was cognitive remediation or support, and low socioeconomic status was
the defining criterion for participation.

Benasich and colleagues' review (1992) examined maternal benefits of 27
early intervention programs designed to improve children's social and educational
outcomes. These studies were based upon a model that assumes that changes in
child outcomes will result from changes in the mother's attitudes or behavior. This
review focused on actual maternal outcomes, rather than viewing maternal
changes as mediating variables.

Olds and Kitzman (1993) examined the effectiveness of home visiting pro
grams in improving the lives of children and their families. Concentrating on stud
ies with randomized designs , they evaluated programs for low-income families,
families at risk for child maltreatment, and programs focused on preventing pre
term or low-birthweight infants, or on improving their developmental outcomes.

In a 1992 review of early educational interventions, Ramey and Ramey exam
ined 25 years of research in order to identity major conclusions and political and
scientific issues. They used data from the more rigorous research studies as the ba
sis of their review. The authors identified six principles derived from the litera
ture-timing, intensity, direct versus indirect services, breadth, individual
differences, and environmental maintenance-and provided empirical support for
each of these. Their observation that children within the same intervention pro
gram vary in their responses is important because most of the emphasis in this lit
erature is on group outcome data .

The Wasik and Karweit review (1994) considered studies where the primary
focus was children from birth to age 3. They divided studies into high-intensity
(e.g., Milwaukee Project, Garber & Heber, 1981; the Carolina Abecedarian Project,
Ramey, Yeates, & Short, 1984 ; and Project CARE, Wasik, Ramey, Bryant, & Spar
ling , 1990), moderate-intensity [e.g., Gordon Parent Education Program, Gordon
& Guinagh, 1978), and low-intensity programs Ie.g., Verbal Interaction Project, The
Mother-Child Home Program, Levenstein, O'Hara & Madden, 1983; and the Fam
ily-oriented Home Visiting Program, Gray & Klaus, 1970, Klaus & Gray, 1968). In 8
of these 11 studies , participants were randomly assigned to groups; in two studies,
sites, not individuals, were assigned to treatment conditions.

Barnett (1995) reviewed 36 studies, of which 15 were model demonstration
projects and 19 were large-scale public programs, to examine the long-term effects
on the cognitive development of children from low-income families . All but one
model program reviewed had a center-based program for children, and most
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offered home visiting. Included in Barnett's review were many of the classic stud
ies completed before 1980; all studies showed strong research designs.

Because low SES is one of the factors associated with chronic delinquency
and conduct disorders, Yoshikawa (1995) examined data from early intervention
studies for children from low-income families to see if there were positive effects
on antisocial behavior. He reasoned that early interventions focused on improving
the parent-child relationship might also influence children's later social behav
iors, given that hostile or rejecting parenting is associated with children's antiso
cial behavior.

Bryant and Maxwell (1997) reviewed two groups of studies. The first was a set
of five long-term studies initiated between 1962 and 1972 that followed children
into adolescence or young adulthood, including the Perry Preschool (Schwein
hart, Barnes, Weikart, Barnett , & Epstein, 1993), the Chicago Child and Parent Cen
ters (Fuerst & Fuerst, 1993), the Syracuse Family Development Research Project
(Honig & Lally, 1982), the Houston Parent Child Development Center (Johnson &
Walker, 1991), and the Carolina Abecedarian Project (Ramey et al., 1984). These
studies share an emphasis on measuring cognitive and academic outcomes and
comparing the intervention program with a comparison group.

The second set of studies considered by Bryant and Maxwell (Project CARE
by Wasik, Ramey, et al., 1990; the Portage Program in the Gaza Strip by Oakland &
Ghazaleh, in press; the Jamaica home visiting study by Powell & Grantham-Mc
Gregor, 1989; the Mother-Child Home Program in Bermuda by Scarr & McCartney,
1988; the Comprehensive Child Development Programs by St. Pierre, Goodson,
Layzer, & Bernstein, 1994; and Head Start experiments . for example, Lee, Brooks
Gunn, Schnur, & Liaw, 1990) addressed more complex questions, including the re
lationship between program variables and outcomes and between child and family
characteristics and outcomes. The authors also examined noncognitive outcomes.

Examples of Program Diversity

To illustrate the diversity of these early intervention studies, several will be
described in detail. Schaefer and Aaronson's (1977) intervention provided young
children between 15 and 36 months of age with in-home tutorial sessions one
hour daily, although no parent involvement was initiated. Testing at 36 months
showed significant improvement in differences on cognitive measures by the ex
perimental group. At age 5, no long-term effects were observed for intelligence
scores, leading the investigators to call for the addition of parental involvement
to early intervention programs. Another program focused specifically on the
child's needs was the Verbal Interaction Project (The Mother-Child Home Pro
gram, Levenstein et al., 1983). Toy demonstrators visited mothers of two- and
three-year-old children in the home, providing on each visit a new toy that could
be used to stimulate the child's cognitive development. The focus was only on the
child's cognitive development, not on more general parenting concerns.

Gutelius and her colleagues recognized the importance of working with the
parent as well as the child. Home visits that focused on parent inclusion were pro
vided by a physician and a nurse who focused on the child's health. Follow-up
visits by the nurse encouraged children's cognitive development. Children who
participated in studies combining home visits and parent intervention outper-
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formed control children on measures of cognitive development at ages one, two,
and three, and the experimental mothers outperformed control mothers on edu
cation levels and employment rates (Gutelius, Kirsch, MacDonald, Brooks, & Mc
Erlean, 1977).

Center-based or educational day-care programs are also characterized by
considerable diversity. Children typically began attending programs during the
preschool years, either during infancy or when they were ages three, four or five.
Two well-known studies initiated in 1962 included home visiting and a pre
school program. One was the Early Training Project conducted by Gray and
Klaus which started when children were ages four to five. The preschoolers at
tended a summer program and their families were visited in the home during the
intervening nine months. Cognitive measures for the children receiving inter
vention were significantly higher during preschool and the early school years
(Gray & Klaus, 1970; Klaus & Gray, 1968) than for the control children. The
High/Scope Perry Preschool Project (Schweinhart et al. , 1993), one of the most
frequently referenced early intervention programs, combined preschool with
home visits. Children were randomly assigned to treatment or control groups .
Children in the intervention program entered the preschool classes when they
were ages three or four and attended preschool for 21

/ 2 hours daily for the two
years before school entrance. Long-term follow-up has shown higher rates of
high-school graduation and college attendance for the treatment children, as
well as improved employment and reduced crime and teen pregnancy rates
(Schweinhart et al. , 1993).

Other more comprehensive programs were the Milwaukee Project (Garber
& Heber, 1981), the Abecedarian Project (Ramey et al., 1984; Campbell & Ramey,
1994), and Project CARE (Wasik, Ramey, et al., 1990), all of which employed rig
orous experimental designs. The Carolina Abecedarian Program will be used to
illustrate these programs. This study was initiated in 1972 for children from
impoverished backgrounds, using a high-risk index to determine selection
(Ramey et al., 1984). Families were randomly assigned to either a treatment or a
comparison group. All children received nutritional supplements and social ser
vices. Children in the treatment group began attending a full-day child develop
ment center between the ages of six weeks and three months and continued in
the program until school entrance. The curriculum focused on cognitive, lan
guage, and social development, fine and gross motor skills, and adaptive skills
(Sparling & Lewis, 1979; Sparling & Lewis , 1984). Intellectual assessments
showed that from 18 months, the children who attended an educational day-care
program performed significantly better than the comparison children (Ramey et
al., 1984). Longitudinal data on school performance have demonstrated contin
uing positive effects for the intervention children (Campbell & Ramey, 1994;
Ramey & Ramey, 1992).

Summary of First Wave Studies

The first wave of these early intervention studies can be summarized along
several dimensions, including participant selection; program variables, including
location, intensity, child's age at entrance, mediated versus direct intervention,
and comprehensiveness; child outcomes ; maternal outcomes; and design issues.
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Participants

For almost all studies, family income was seen as a sufficient variable to de
termine eligibility for participation. Additional parent and child risk variables
were rarely considered in the selection process.

Program Variables

To examine what program variables contributed to child outcomes, a number
of variables have been studied, including (1) the location of services, usually cen
ter-based versus home-based; (2) the child's age at entry into the program; (3) pro
gram intensity; (4) whether the intervention was focused on the child (direct) or
focused on the parent as a mediator of child outcomes (indirect); and (5) program
comprehensivenss. Because investigators did not begin to compare treatments as
part of an experimental design to any large degree until the late 1970s (Bryant &
Maxwell, 1997), many conclusions drawn about the effects of program variables
have been made by comparisons across studies. Consequently, these earlier study
conclusions are more tentative than are conclusions from later studies.

Center-based programs, as compared with home-based programs, seem to
have stronger and more enduring effects (Wasik & Karweit, 1994), although this
conclusion is confounded with program intensity (Ramey, Ramey, Gaines, & Blair,
1995). Children in center programs generally attend on a daily basis (up to 40 or
more hours per week), whereas home visits usually occur for 1 hour a week and
typically address parenting skills and parent interactions, rather than provide di
rect child services.

Programs that start earlier tend to have stronger effects than those that begin
later, but age of entry is also confounded with duration. The most effective pro
grams not only began in infancy, but also continued throughout the preschool
years, providing children with a continuous enriched experience throughout this
time (Ramey et al., 1995). Results also show that programs that provide direct ex
periences for children have direct outcomes and those that provide direct experi
ences for parents have direct parent outcomes (Barnett , 1995; Gomby, Larner,
Stevenson, Lewit, & Behrman, 1995). Furthermore, programs that focus on the role
of the parent in helping his or her child tend to have less effects on the child and
inconsistent parent effects (Barnett, 1995).

Child Outcomes

The most consistent finding is that children who participated in child
focused programs tended to experience a significant increase in intelligence by the
end of the program, typically of the magnitude of 8 to 10 IQ points or one-half a
standard deviation, in comparison to control children (Zigler, 1995). School-age
gains were reflected more often in reduced grade retention and special class place
ment. Intelligence scores tended not to be significantly different from control
group children at follow-up , except for the more intensive Abecedarian and Mil
waukee Projects, primarily because the control children frequently improved their
performance once they entered school.
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Parent Outcomes

Benesich and her colleagues summarized a wide range of outcomes for moth
ers in these programs. Their review moved beyond the general assumption in this
research that maternal behaviors are a mediating variable for child outcomes, to
investigating maternal outcomes as a main issue, a focus particularly relevant
when considering implications for abuse and neglect. The authors found a range
of positive maternal outcomes, including maternal employment and education,
subsequent fertility, and improvement in mother-infant interactions. Few patterns
emerged concerning the types of early interventions that best predicted positive
maternal outcomes, but it is clear that maternal benefits do occur from many of
these early intervention efforts.

Although education and employment were only infrequently evaluated in the
first wave of early interventions, the Milwaukee Project, the YaleChild Welfare Pro
gram (Seitz, Rosenbaum, & Apfel, 1985) and the Nurse Visitation Program (Olds,
Henderson, Tatelbaum, & Chamberlin, 1986; Olds & Kitzman, 1993) were all con
cerned with parental employment and educational status and found improvements
on these parent outcomes as a result of program participation (Barnett, 1995).

Design Issues

These early studies used a wide variety of experimental designs, ranging from
highly controlled studies with random assignment of participants to treatment or
control conditions to the use of matched control groups , thus tempering the con
clusions that can be drawn. Two other factors also temper any conclusions on out
comes : subject recruitment and retention rates. Participants were often referred to
the programs by different agencies, and it is not always clear what the initial re
ferral criteria were. Also, for some of the studies, follow-up data were obtained for
a reduced sample, potentially introducing bias into the interpretations. Conse
quently, findings from these initial studies must be accepted with some caution.

CONCEPTUAL MODEL

Beginning in the late 1970s and 1980s, several trends occurred in early inter
vention programs designed for children in poverty and their families, although each
of these trends has roots in the preceding years. In order to facilitate the discussion
of these trends, a conceptual model developed by Wasik for evaluating early inter
vention programs (Wasik, 1993a,b) will be used as an organizing framework. In this
conceptual model, background variables are seen as including child, parent, family,
and community characteristics. Program characteristics and processes include all
components of a program: program intensity, curricula, location, resources, and staff
qualifications and training. Outcome variables include child, parent, family, and
community changes. Each major variable can be described more specifically. For ex
ample, parent variables can include age, gender, education level, literacy level, oc
cupation, income, race and ethnicity, parenting knowledge and skills, physical and
emotional health, coping and problem-solving skills, history of child abuse, alcohol
and drug abuse, and social supports (Wasik1993a,b).
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This conceptual framework provides an expanded view of important vari
ables and relationships to consider when examining intervention programs. It can
be contrasted with a simpler view of background, program, and outcome relation
ships posited for programs conducted at an earlier time when low family income
was seen as predicting low cognitive outcomes for children. Interventions were ei
ther directly focused on the child or were mediated through work with the par
ents. This earlier intervention model did not prompt consideration of other child
and parent background variables or of program variables, nor did it promote the
consideration of other potential outcomes.

The conceptual model in Figure 1 also can be distinguished from the general
models guiding earlier work in that it emphasizes the importance of program
processes and characteristics. Early investigators traditionally identified program
intervention procedures, but rarely described them in depth or obtained program
monitoring data. Only infrequently were any analyses conducted of the relation
ships between program characteristics and program outcomes. Outcomes focused
almost exclusively on children's cognitive abilities, with little attention devoted to
other child, parent, family, or community outcomes. This model can also be used
to generate more complex hypotheses about potential relationships among vari
ables. In the following section on what has been called the second wave or second
generation of early educational intervention, this model will be used as a frame
work to review trends in research.

RECENT TRENDS IN EARLY EDUCATIONAL INTERVENTIONS

In the late 1970s, investigators began to explore more complex questions re
lated to early educational interventions. Moving beyond questions of "Does it
work?" they focused on the relative merits of different programs , the relationship
between child and parent characteristics to outcomes, and participation levels and
outcomes. Major trends in this work are presented below.

Child <, Child
characteristics ~ outcomes

Parental • Program • Parental
characteristics Characteristics outcomes

&

Family ~ Processes --. Family
characteristics outcomes

Community .> <, Community
characteristics outcomes

Figure 1. Conceptualmodel for evaluatingearly intervention programs.
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Background Variables

At least three major trends have become apparent in the category of back
ground variables: (1) there is a shift toward using more specific criteria for select
ing participants , such as parental educational level or other parent or child
variables, rather than relying upon poverty as the criterion for participation (e.g.,
IHDP, 1990); (2) there is a call to provide universal services , based upon the as
sumption that there are times in the lives of all parents when extra support and as
sistance is needed; (3) the role of community in influencing families has received
increased attention and has resulted in an increasing body of research showing
that community variables interact with child and family variables to influence
child development (Duncan et al., 1994; Garbarino, 1990). Although conflicting
opinions exist on the role of community, the inclusion of community variables is
a significant departure from the first wave of research. The importance of commu
nity is also influenced by calls for services to be community-based and integrated
with other community supports (Wasik et al., 1994).

Program Variables

A clear trend has emerged stressing the importance of examining program
quality, monitoring program implementation, and relating program characteristics
and processes to outcomes (Guralnick, 1989; Ramey et al. , 1992). It seemed less
important to researchers during the first wave of early intervention studies to doc
ument the parameters of implementation, and they rarely published detailed ac
counts of the actual intervention activities. There is also evidence that programs
are becoming more comprehensive, with a variety of services being offered to fam
ilies , encompassing education, health, and social services (IHDP, 1990). This shift
is consistent with calls for services for children and their families to be compre
hensive, integrated, and continuous (e.g., Johnson et al., 1989). Another very sig
nificant trend is the development of two-generation programs; that is, programs
specifically designed to address the needs of both the child and the parent (Smith,
1995; Smith & Zaslow, 1995; St. Pierre, Layzer, & Barnes, 1995; St. Pierre & Swartz,
1995). This trend has resulted from beliefs in the importance of improving paren
tal education, employment, and income, although the effects on children's devel
opment from such changes is not clear.

Program Outcomes

There is a strong trend toward broadening the measures of child outcomes to in
clude domains other than cognitive development (e.g., Olds et al., 1986; Olds , Hen
derson, Tatelbaum, & Chamberlin, 1988). There is considerable interest in obtaining
outcome measures on other family members, especially the parents. This latter trend
reflects an interest in assessing parent effects as a goal in itself, not simply as medi
ating child outcomes (Benasich et al., 1992), and increasing interest in two-genera
tion programs. There is also interest in examining social and community outcomes
(Roberts & Wasik, 1996).
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Experimental Design

Most early research did not use rigorous research designs, nor address more
complex questions. Beginning in the late 1970s, interest has increased in examin
ing the effects of different intervention programs and different levels of program
intensity through direct comparisons within the same research design. Studies us
ing direct comparisons have been reviewed by Bryant and Maxwell (1997) and
Ramey and associates (1995) and include Project CARE, the first planned compar
ison of a direct intervention (day care) with a mediated intervention (home visit
ing and family education) (Wasik,Ramey, et al., 1990), and the Jamaica study that
compared the intensity of home visiting by varying the intensity of home visits
(Powell & McGranthan-McGregor, 1989). The Abecedarian Project implemented a
planned comparison of school-age intervention, showing that children in a
preschool program performed better than children in a school-age intervention
(Campbell & Ramey, 1994). Studies such as these in which direct comparisons of
program variation are made for participants in the same study provide stronger
support for differential program outcomes.

An Illustrative Model Program

Initiated in 1984 for low-birthweight infants , the Infant Health and Develop
ment Program (IHDP, 1990; Ramey et al., 1992) illustrates many of the trends iden
tified previously. Designed as a national, multisite, randomized clinical trial and
the largest rigorous experimental test of efficacy of a specific early intervention
program, the IHDPwas based upon the intervention programs used in two earlier
studies, the Abecedarian Program (Ramey et al., 1984) and Project CARE (Wasik,
Ramey, et al., 1990). The intervention in IHDP called for weekly home visits and
parent groups from the time the infant went home after delivery to the age of one.
From ages one to three, a daily, full-time, developmentally appropriate day care
was provided with home visits decreasing to once of twice a month. The focus of
home visiting was to examine parenting skills and responsiveness, parent-child
interactions, and parent coping and problem solving (Wasik,Bryant, Lyons, Spar
ling, & Ramey, 1997; Wasik, Bryant, Ramey, & Sparling, 1997). Within the IHDP
there was an effort to coordinate and integrate services for children and their fam
ilies . Staff included individuals trained in education, psychology, health, and the
social services. In order to assure adherence to the treatment protocol, however,
the program was free-standing and not integrated with other community agencies
or services.

Going beyond typical analyses of outcome data, Ramey and colleagues (1992)
developed a Family Participation Index to examine the relationship between in 
tensity, participation, and outcomes. The index was the sum of the number of
home visits, attendance at parent group meetings, and days attended at the child
development centers. Intensity of participation was found to be related to chil
dren's cognitive development at age 3 with less than 2% of the children of families
in the highest tercile of participation scoring in the mentally retarded range com
pared with 3.5% and 13% of children in the middle and lowest participation lev
els, respectively. Participation was not found to vary with mother's ethnicity, age,
or education or with the child's birth weight, gender, or neonatal health status,
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leaving unresolved the question of how family background variables contribute
to the family 's participation, a question that needs further exploration.

An Illustrative Large-Scale Community Program

An evaluation of the Even Start Family Literacy Program illustrates large
scale intervention programs that take place in the community, in contrast to the
experimental rigor and adherence to a highly specific program protocol, as ex
emplified in the IHDP. These large-scale programs are typically ongoing at the
time an evaluation is implemented and rarely lend themselves to research de
signs to compare treatment effects (see Barnett, 1995, for a review of large-scale
evaluations; also St. Pierre, Layzer, et al., 1995). The Even Start Family Literacy
Programs require that participating adults be eligible for adult basic education
programs, live in the attendance area of an elementary school receiving Chapter
1 funds. and have a child younger than age 8. Programs are required to offer three
integrated components: early childhood education, adult basic education, and
parenting education, which frequently includes a parent-child interaction time
in the center setting, Programs are to build on and be integrated with other com
munity activities and thus might have the adults take classes provided by a local
community college.

Abt Associates conducted a two-part study of the Even Start Family Literacy
Program. one based on an annual survey of all Even Start projects and participat
ing families, and one in-depth study based on data from an experimental study of
a subset of five Even Start projects with approximately 200 families , randomly as
signed to treatment or control groups. Children who participated in Even Start in
creased their language scores by more than double the expected rate, but after 18
months control children caught up with their Even Start peers . The nonsignificant
follow-up data were attributed to the fact that the control children later enrolled
in preschool or kindergarten and the Even Start children no longer participated
in the program. Data from the in-depth study showed that four times as many
adults attained their GED as adults in the control group (22.4% compared to
5.7%). An investigation of the effects of program intensity showed that positive
gains made by children and parents were related to the amount of participation
in the program (St. Pierre. Swartz, et al., 1995), a finding consistent with the analy
sis of participation data in the IHDP (Ramey et al., 1992).

IMPLICATIONS

In drawing conclusions from the literature discussed in this chapter, it is im
portant to keep in mind some of the limitations of this work related to client and
community characteristics, program processes , and outcomes. First, it is clear that
a much more diverse population of the children being raised in poverty needs to
be studied. Almost all earlier studies have limited generalization for today's low
income families, which now include many Hispanic/Latino families , Native
American families, and numerous others for whom English is a second language.
Furthermore, although the percentage of Caucasian families living in poverty is
lower than the percentage for most minority groups, the total number of Caucasian
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children living in poverty is high and these families deserve much more attention
from the research community than they have yet received.

Second, because the early educational research took place in a culture that
differs on several important dimensions from our present culture, contemporary
studies are needed to determine the efficacy of current interventions. The in
creased use of drugs, alcohol, and tobacco by young women of childbearing age,
the rise in the numbers of single-parent families , and the increase in violence not
only point toward an even higher incidence of negative outcomes for children and
their families, but also must be assessed for their influence on the effectiveness of
early interventions.

As we increasingly move toward community-based programs , we need a more
complete understanding of how the unique strengths and weaknesses of those
communities can help shape our approaches to providing services to children and
their families . Accumulated evidence indicates that children from low-income
neighborhoods suffer higher risks for infant mortality, child maltreatment, poor
school performance, delinquency, and acts of violence. Unfortunately, we have far
too little evidence about how to involve communities in constructive ways .

In order to design more effective interventions, further research comparing al
ternative intervention approaches and conducting more fine-grain analyses of the
effects of program processes and procedures is required. Additional longitudinal
studies that examine a variety of child, parent, family, and community outcomes,
both short- and long-term, also need to be conducted. Even with these limitations,
there remain important implications from this literature to consider. Both theory
and data provide strong support for offering programs that begin early, provide
both child and parent components, and are intensive and comprehensive.

Child Age at Intervention

Although there exists some controversy over whether programs to promote
school success should begin in infancy, preschool, or primary grade school (Farran ,
1990; Ramey et al., 1995), the weight of both theoretical and empirical evidence
points toward prompt intervention. Three important areas with implications for
abuse and neglect are influenced by beginning earlier: parent-child interactions,
parent responsiveness, and child language. Helping parents at the time oftheir first
child's birth can help assure that parents develop positive ways of interacting with
their child, and this earlier intervention averts the use of inappropriate behavior
due to a lack of knowledge or skill. Support for beginning during the child's infancy
comes from the compelling data in a recent publication of early language develop
ment by Hart and Risley (1995), who conducted in-home observations of early lan
guage development and found that, without intervention, by age three children
from poor families lag considerably behind children from working class and pro 
fessional class families. They found positive parent interactions and the amount of
interactions to be critical to the development of early language skills. The clear
message from Hart and Risley's work is not to wait until children are three years old
and significantly behind their peers in language skills. The intensity of interven
tions required for such children to catch up is too expensive to obtain the level of
social support necessary to fund them. Furthermore, delaying intervention with
children at risk for maltreatment is unnecessary and potentially fatal.
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Parent and Child Focus

Consideration of the effects of a wide range of early intervention studies
shows that programs that focus directly on the parent are more likely to have par
ent effects and those that focus more directly on the child are more likely to have
child effects (Barnett, 1995; Gomby et al., 1995). Although this statement may
seem self-evident, many of the early educational programs have been guided by
assumptions that targeting the parent would be as effective in bringing about spe
cific child gains as would child-focused programs. Though this assumption has
strong support from theory, for families living in poverty the support needed for
many children to develop often exceeds what their parents can provide. These
children frequently derive benefits from significant environmental changes pro
vided by quality day care even for part of the day.

Many programs with significant child outcomes have frequently taken place
in day-care or preschool settings, a component not typically considered in most
interventions for abused and neglected children. Yet we should not rule out the
advantages of attending developmentally appropriate day care for preschool
children at risk of maltreatment. Such settings have the advantage of providing
a safe and nurturing environment as well as helping to prepare children to func
tion better once they enter school. Further, center-based programs can offer the
parent relief from child care for a period of time, and can teach the child skills,
especially communication skills and problem-solving skills, that might help
buffer him or her from some of the effects of neglect. Because they already in 
clude both parent and child components, two-generation early intervention pro
grams may offer the best model for designing programs to prevent abuse and
neglect.

Intensity

One of the most consistent findings from interventions designed to enhance
children's cognitive development is the importance of intensity in program effi
cacy. This finding is seen in the most rigorous studies and has been identified by
almost all reviewers (e.g.,Bryant & Maxwell, 1997; Wasik & Karweit, 1994; Ramey
et al., 1995; St. Pierre & Swartz, 1995). Intensity, however, has not been disentan
gled from program location (i.e., center-based versus home), focus (parent versus
child) , or duration. For example, intense programs that end a year or two before
the child enters public school (e.g, IHDP 1990; Brooks-Gunn et al., 1994) are not
predicted to have the same outcomes as a program that continues from birth to
school entrance (e.g., Ramey et al., 1984; Wasik, Ramey, et al., 1990). Because pre
ventive programs for abuse and neglect almost always take place in the home, this
issue is especially important to our analysis. Although the National Committee to
Prevent Abuse and Neglect has recommended home visiting as its treatment of
choice, more intense analyses must be conducted on the home visiting experience.
As discussed earlier, we know that home visiting programs are not as effective for
the child as center-based programs, but we also know that home visiting is less in
tensive than a center-based program for children. Also, within home visiting pro
grams there is considerable variation in home visitor credentials and training
(Wasik & Roberts, 1994). Consequently, practitioners must keep in mind multiple
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dimensions of programs and how these interact to bring about the most desirable
outcomes.

It is also important to remember the distinctions between program protocol
and the actual participation by parents and children. Actual participation levels in
the program are related to child outcomes as shown from the analysis of the IHDP
data (Ramey et al., 1992), but we need to learn considerably more about ways to
increase participation levels.

Comprehensiveness

In the area of child outcomes, we know that programs addressing only child
cognitive development sometimes overlook other critical needs. One of the most
significant conclusions from the early intervention research is that a focus on cog
nitive development is most likely not a sufficient intervention, given the complex
set of variables that contribute to a child's development. Children's development
cannot be easily compartmentalized. Service providers need to consider all do
mains of children's development and make provisions for integrated and compre
hensive services. As noted earlier, calls for integrated services are being made
across all human services, but much work still has to be done to break down bar
riers across agencies and disciplines so that child and family needs can be met.

We know that the presence of multiple risk factors considerably increases the
likelihood that children from low-income families perform poorly on measures of
intelligence and achievement (Sameroff et al., 1987). Assessing for multiple risk
factors is seen as the most important method for identifying parents at risk for
abuse and neglect (Kempe, 1976). Consequently, it has been argued that interven
tions designed to reduce risk factors and promote positive parent-child interac
tions could help prevent maltreatment. Providing quality out-of-home day care
could potentially enhance children's development in ways that might buffer them
from abuse and neglect. Day-care programs could also include time for parent
child interactions, similar to those in family literacy programs, thus providing par
ents with a chance to model and practice positive parenting skills.

FUTURE DIRECfIONS

In the future, it would be desirable to study more comprehensive interven
tions designed to address multiple child and parent outcomes. Currently, two such
studies are under way in Hawaii and California. These studies are not only de
signed to prevent abuse and neglect, but will also include evaluation measures
from the early educational interventions. They provide examples of how multiple
domains of child development and parent competencies might be addressed. Both
studies assess the Hawaii Healthy Families program, which is based on work ini
tiated 20 years ago by Kempe (1976). He helped physicians and other health work
ers identify warning signs of abuse and neglect before a child's delivery as well as
during postpartum checkups. His recommendations and research have served as
the basis for the Hawaii Healthy Families Program and its widespread emulation
throughout the remaining states as the Healthy Families American Program.
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Duggan at Johns Hopkins and her colleagues are conducting an experimental
study of the Hawaii Healthy Families Program and Landsverk and his colleagues
at San Diego State University are investigating the Healthy Families America pro
gram in California. Both of these efforts screen families at or near the time of
delivery and provide frequent home visits. Employing rigorous experimental de
signs , both studies seek data on a range of family background characteristics, pro
gram processes, and child and parent outcomes. Using single-subject designs,
Lutzker is also conducting a rigorous evaluation of in-home interventions for fam
ilies at risk of abuse and neglect, described in Chapter 10 in this book. Together
these studies should help establish the efficacy of these particular procedures,
paving the way for implementation on a larger scale.

CONCLUSIONS

Results from the early education interventions clearly call for an intensity and
duration that can make a difference in the lives of families. As concern for abuse
and neglect grow, efforts to reduce maltreatment must avoid providing programs
of insufficient intensity and scope during this period of rapid expansion. Al
though such programs may appear to reach large numbers of individuals, they
might also fail to provide the kind of individualization and attention required to
make a significant difference in the lives of children and their families. Programs
that begin early, address multiple domains of child development, include a focus
not only on parenting but on parent needs, and are intensive and comprehensive
have the most likelihood of being successful. For the children at risk for maltreat
ment, we cannot afford to provide anything less.
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Ethical Issues in Child
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Decision Making

ALEXANDERJ.TYMCHUK

INTRODUCI10N

Although the ethical challenges facing investigators in planning for and perform
ing child maltreatment research are being recognized, formal discussion is just be
ginning regarding the complexities of those ethical questions. regarding the
methods available to aid investigators in the identification of the issues, and re
garding how investigators might learn acceptable ways in which to address those
issues. Also, there has been little discussion regarding how investigators can best
be informed about past and current ethical issues, about the guides that were
available at those times to address the issues and how the results of the applica
tion of those guides might be applied to specific circumstances today. Ethics edu
cation in professional curricula, for example, has been very limited; this has
resulted in inconsistency of interpretation of current ethical guidelines, especially
regarding novel or less familiar ethical dilemmas (see. e.g., Rae & Worchel, 1991;
Tymchuk, 1985; Tymchuk et al., 1979, 1982).

Child maltreatment, as a relatively new field, however, is evolving and like
other new fields , it takes time to begin to develop various procedures, particularly

ALEXANDERJ.TYMCHUK • Department of Psychiatry, School of Medicine. University of California.
Los Angeles. California 90024-1759 .

Handbook ofChild Abuse Research and 'freatment. edited by Lutzker. Plenum Press. New York. 199B.

543



544 ALEXANDER J.TYMCHUK

those needed to address sensitive ethical issues (Finkelhor, 1996). Specific re
quirements for the conduct of research funded by the U.S. government are a recent
phenomenon. The first regulations were enunciated in the Public Health Service
in 1966, expanded in the 1971 Institutional Guide to Department of Health, Edu
cation and Welfare (DREW) Policy of Protection of Human Subjects , with current
regulations taking effect August 19,1991 (45 Code of Federal Regulations [CFR]
46). There also has been variability in the degree to which these regulations were
understood and applied, in part because of the absence of formal dissemination.

Further, there has been little discussion regarding the anticipation of future
ethical issues and the proactive development of plans in the event of their occur
rence. There also has been a marked absence of any research addressing ethics and
child maltreatment research (National Research Council, 1993). This absence of a
research agenda in ethics is not unique to child maltreatment.

The Complicated Nature of Child Maltreatment Research

Child maltreatment, by its very nature, is complicated, and research in child
maltreatment is even more complicated, having to be accomplished at a time when
various legal and social service agencies are attempting to fulfill their obligations
to resolve reported maltreatment incidents, to protect children and families dur
ing and after such resolution, to prevent the occurrence of future incidents, and
to develop meaningful policy based on those experiences. Research involving in
tervention procedures becomes even more difficult because, in order to be able to
engage families in their home environments, researchers may be confronted with
dangerous situations, perhaps involving police or emergency personnel. And each
agency has procedures for the conduct of research in addition to those from the
investigator's own agency. As a result, investigators need to be informed of the eth
ical challenges in child maltreatment research and of the regulations such research
must adhere to, as well as the ethical guidelines available to help deal with unre
solved dilemmas. They also need to be aware of the legal implications of child
abuse and neglect in general (Myers, 1992).

Purpose

Given this cornerstone importance, the purpose of this chapter is to familiar
ize the reader with requirements for the conduct of research in child maltreat
ment, with some of the identified ethical dilemmas in the conduct of research in
which interpretation of the established regulations is required, and to familiarize
the reader with the available guides to facilitate the ethical decision making when
the researcher is confronted with a dilemma to which regulations do not apply.
Such ethical decision making also can benefit policy makers, administrators, and
members of the court.

Child Maltreatment Research Requirements

There are specific federal requirements for the conduct of human research
that are applicable to child maltreatment research. These requirements can be
found in 45 CFR 46. Additional documents include The Belmont Report (National
Commission for the Protection of Human Subjects of Biomedical and Behavioral
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Research. 1979) and the Institutional Review Board Guidebook/or Protecting Hu
man Research Subjects (OPRR, 1993). All are available from the federal Office for
the Protection from Research Risks (OPRR).

Although the code of federal regulations for the protection of human subjects
(Title 45 Code of Federal Regulations, Part 46-45 CFR 46) in biomedical or behav
ioral research technically is applicable only to research that is federally funded or
that which occurs within an agency that receives federal funds , in reality these
regulations have become the standards for all human research. They also apply to
international research done by U.S. researchers and to collaborative research
where regulations differ from those in the United States. All child maltreatment
research also must adhere to applicable state law.

While continuing to evolve such that the investigators and various gatekeepers.
including administrators. must be aware of the "spirit" of the regulations. these reg
ulations require that key elements are to be addressed before any human research
can be attempted by professionals or by students. This includes pilot studies in all
situations (e.g., public and private schools. religious institutions, hospitals. govern
ment. corrections). The elements in the code include those related to:

1 . The development of the research such as
a. adequacy of the basis for the research including an analysis of previous

scientific literature directly related to the topic or from adjunct research
(e.g.•assessment. health. ethics)

b. overall adequacy of the research design
c. suitability of the research design for the stated purpose
d. population to be included and whether "vulnerable," including chil

dren. persons with a cognitive impairment (e.g.• psychiatric disorder.
organic impairment. or developmental disorder such as mental retar
dation) or who are elderly with potentially diminished capacity; addi
tional issues pertain to inclusion of persons of minority status and
women

e. whether participants are expected to benefit directly. indirectly or not at
all from their participation

f. evidence of a risk and expected benefit analysis
g. where the population is located and whether in a facility (e.g.. hospi

tal) or institution (e.g.. jail) where voluntariness of participation could
be compromised. and whether in a vulnerable situation such as being
homeless or in the military

h. competency of the investigators
i. a determination that the information being gathered in fact will be used
j. method of assignment of participants to group if an intervention

2. The beginning of the research. including
a. appropriate review (expedited. exempt, or full) by a duly constituted in

stitutional review board (IRB) including a community member and. in
some instances, a person of the group to be studied

b. identification of sources for potential participants and how those sources
were identified

c. use of advertisements. payment, and incentives and what is given or
lost if there is refusal to participate or if there is withdrawal before the
completion of the study
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d. recruitment of participants
e. determination of competency of participants to consent
f. adequacy of consent process procedures done in the primary language

in order to ensure voluntariness and adherence to all required content
g. adequacy of initial, as well as delayed, understanding and decision

making particularly related to child maltreatment reporting provisions,
and freedom to withdraw from the research at any time (note: although
understanding is required, there are no set criteria for determination of
what is adequate)

3. The continuation of the research, including
a. responding to adverse reactions by participants during the time of the

study and directly related to the study procedures (e.g., emotional up
set/trauma by child or parent)

b. reporting of adverse events to the IRB (e.g., safety of personnel threat-
ened or observation of unethical practices by service agencies)

c. reporting of single-case results to the IRB in the event of high risk
d. actual IRB monitoring of implementation of study procedures
e. preliminary reporting of results
f. follow-up of participants

4. The completion of the research, including
a. use of the data and by whom
b. protection of the data
c. use of the data for other than its original purpose
d. debriefing if necessary

In addition, there are requirements for the composition and functioning of the
IRE.

ETHICAL DILEMMAS IN THE APPLICATION OF REGULATIONS
TO CHILD MALTREATMENT RESEARCH

Interpreting the Regulations

The developers of the federal regulations recognize the fact that, like all regu
lations, current regulations do not cover all circumstances that will arise, particu
larly when research involves multiple agencies serving multiple-problem families.
Institutional review boards thus encourage investigators to seek the advice of their
IRE when a circumstance arises to which the regulations do not seem to apply. IRB
members , too , are required to make judgments when regulations do not fit. Al
though such intra-IRB decision making has not been described, the process is sim
ilar to that described in the following discussion of ethical decision making. Such
fluidity (author's italics) of interpretation of regulations occurs with various codes
of ethics and even with laws (see, e.g., Dalglish, 1976). Such fluidity occurs in part
not only because not all circumstances that face the investigator can be completely
anticipated, but also because all regulations, codes, and laws are developed in re
action to something in the past rather than in anticipation of something in the fu
ture. Thus, the regulations are reactive rather than proactive and therefore are
immediately outdated. Ideally, regulations (and codes of ethics) would have an
ethical decision-making process as part of the regulations (and of the codes of
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ethics) to guide individual investigators when confronted with situations to which
the regulations do not apply (note: ideally, they also would contain specific re
quirements for dissemination). To date, only the Canadian Psychological Associa
tion has included an ethical decision-making process (CPA. 1991).

As a result of the need for being informed of regulations and the need to inter
pret those regulations at times. individual investigators then are placed in a difficult
situation and may suffer ethical stress as a result (Raines & Tymchuk, 1993). On the
one hand, investigators must adhere to both the fact as well as to the spirit of the reg
ulations; on the other hand, in the absence of such a process , they must interpret the
spirit of the regulations so that what they choose to do would coincide with what the
IRE (or profession) would want them to do (if the IRE had developed procedures).
Without criteria for such interpretation, investigators may be open to criticism. In
vestigators also may be personally legally liable if adverse events occur during re
search that has not been approved by the IRE to which they are responsible.

The members of the National Research Council's panel on child abuse (1993)
also identified a number of critical ethical dilemmas in child maltreatment research.
Although the list is not comprehensive and is based on the members' expertise, it is
instructive. The identified dilemmas included (1) ensuring that all elements of in
formed consent were fulfilled for all affected parties Ie.g., parents. child, others); (2)
ensuring adequacy of protections for the recruitment of study participants from an
identified pool in which people may not be completely free to volunteer, or to refuse
to participate, or free to withdraw even after consenting (note: this includes parents
who believe that their participation in a research project would ensure or influence
the return of their child or the dropping of charges; parents who are so impoverished
economically that refusal to participate would mean the loss of a desired commod
ity, however small, which is punishment; parents who are so impoverished socially
that any contact with others, no matter how slight , is desirable, so that refusal to par
ticipate, again. would mean punishment that the parent would not wish to endure.
and therefore the parent may feel coerced to participate); (3) ensuring equitable as
signment of high-need participants to nonintervention contrast or control groups (or
families where no other service is available) (note: contrast conditions should never
involve no treatment in child maltreatment research): (4) ensuring respect for indi
vidual privacy when the investigators are privy to personal information perhaps
from observations during home visits or revelations during interviewing (see, e.g.,
Melton, 1992); (5) maintaining confidentiality of information (e.g., when investiga
tors receive requests from child protective services regarding the parent); (6) respect
for individual autonomy by providing information ensuring understanding and re
spect for the decision that is made; and (7) provision for debriefing after completion
of the study if information in the consent was incomplete or superficially presented
[e.g.• requirement to report) or actually was deceptive (Bok, 1989). Other ethical
dilemmas that have been identified for the investigator include the circumstances
under which a research participant is to be reported for suspected child maltreat
ment, what criteria are to be used in making this determination, and what the con
sequences of such reporting are for continued parental participation (Finkelhor &
Strapko, 1992). Investigators also must consider to whom they make their reports, as
they may work in a hospital (Joint Council on Accreditation of Healthcare Organi
zations, 1994) or other institution that is required to have its own child and elder
abuse reporting standards. They are required to make reports of adverse incidents to
their IRE as well.
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The Need for Ethical Decision Making in Child Maltreatment Research

Although the NRC (1993) outlined a preliminary research agenda to address
ethical questions they had identified, until such research occurs, investigators
must be able to address those as well as other questions independently.

There are a number of guides that are available for investigators to use in
their deliberation; these guides cover personal and social values, professional
or organizational ethical codes, regulations, laws , research, and clinical find
ings. Each of these guides has been used as a standard for determination of
what is ethical and what is unethical in research; however, because each is
open to interpretation and hence to misapplication, strict adherence to one or
even to several is problematic. Taken together, however, these guides comprise
a process for ethical decision making. One such process or model is presented
in Table 1 (Tymchuk, 1981, 1982a, 1983a, 1983b, 1986). This one has been
adapted for inclusion in the Canadian Psychological Association's Manual for
the Code of Ethics (CPA, 1991) and in various texts (e.g., Keith-Spiegel &
Koocher, 1985; Corey, Corey & Callahan, 1984), is used as part of coursework in
preparing psychologists, marriage and family counselors , and child counselors
for licensure (Association for Advanced Training in the Behavioral Sciences
[AATBS], 1991) and has been used in a variety of studies (Gawthrop & Uhle
mann, 1992). There are a number of supplemental resources related to ethical
decision making and to decision making (ef. Bowie, Higgins & Michaels, 1992;
Clemen, 1986; Gonsalves, 1989; Halpern, 1989; and Harron, Burnside & Beau
champ, 1983) .

Advantages in the Use of an Ethical Decision Making Process

There are clear advantages in using an ethical decision making (EDM) process
such as that outlined here; this process is composed of current recognized guides
for ethical decision making (Francoeur, 1983; Janis & Mann, 1977). First, although
initially time-consuming to learn and to apply, after similar dilemmas have been
analyzed and the deliberations summarized and disseminated, the process be
comes relatively easy. The results of the use of the EDM process then can become
the basis upon which additional regulations or rules in professional or organiza
tional ethical codes can be developed. But most important, depending on the de
gree to which the investigator adheres to the EDMprocess, there can be reasonable
satisfaction that not only was the decision ethical, but also the process followed in
making that decision was ethical. Second, the results of the EDM analysis, when
used in conjunction with a display system (e.g., a form listing each ethical
dilemma along with applicable guides and outcomes), allow for documentation of
the process that was followed and the information on which decisions were
reached; this is helpful to the IRBs (and to the courts hearing expert testimony).
Third, the results of the EDM process can point to areas in which additional evi
dence is critically needed in order to support decisions. Thus, a research agenda
can be developed. Fourth, such analysis can be used for educational purposes
within university curricula as a means of developing ethical decision making
skills in students and as a means to demonstrate where such ethical decision mak
ing started and where it is at present.
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Table 1. The Ethical Decision Making Process
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One: Identify and clarify ethical dilemma .

Two: Identify and consult guidelines that may be available. These guidelines may include:
1. Individual. group or societal values including religious. political, philosophical and

economic orientations;
2. Professional standards for all elements of research design and implementation (e.g.. for

acceptable research design including number of participants, how selected and assigned.
standardization of descriptive or measurement devices. of education or intervention
methodologies. of curricula used in education or interventions and of materials provided
to participants);

3. Ethical codes including those for specific professions, for scientific groups (e.g.• American
Association for the Advancement of Science , American Psychological Association). or other
organizations (e.g.• American Professional Society on the Abuse of Children. National Com
mittee to Prevent Child Abuse) that provide guidance to. and govern the behavior of, mem
bers of those groups (e.g.• competencies of researchers involving procedures and specific
populations. research standards. what to do in the absence of applicable standards. research
participant complaint procedures);

4. Voluntary or mandatory regulations regarding research procedures and populations
(e.g.. consent. external review) ;

5. Federal, state . and local laws including those related to the regulation of the profession of
the researchers if applicable or to the functioning of an agency delivering service where the
researcher either works or wishes to recruit participants (e.g.. private or public healthcare
agency or hospital. child protective service agency. court. women 's shelter. private or public
school) ;

6. Reports about previous identical or similar research in child maltreatment and how that
research was accomplished with what outcomes;

7. Evidence related to procedures to be used in current research appearing in peer-reviewed
journals demonstrating efficacy (e.g., showing improved understanding of consent
materials).

Three : Determine rights and responsibilities of those involved.

Four : Generate alternative decisions for each ethical dilemma , always including not doing anything
or not using an ethical decision-making process such as this .

Five: Enumerate the positive and negative consequences (risks and benefits) of making each alterna
tive decision and estimate the probability of occurrence. These consequences should include im
mediate, ongoing and long-term economic . psychological. social. or other effects upon the
individuals involved, but primarily upon the participant.

Six: Determine the quality of the evidence on which enumeration of positive and negative conse
quences and their probability of occurrence is based . If little or no evidence exists or if the avail
able evidence is not based upon the application of empirical methods. these are risks .

Seven: Make and implement the decision.

Eight: Evaluate whether the decision was successful and maintain information for future use and
dissemination.

An Example in the Application of Ethical Decision Making:
Informed Consent in Child Maltreatment Research

Questions surrounding informed consent in child maltreatment research, and
whether parents and/or their children in fact are informed, continue to be raised
(NRC, 1993). Do teen parents know what constitutes child maltreatment, for
example? Do they fully appreciate what society expects them not to do in parent-
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ing even when that society does not provide them with guidance regarding what
to do in parenting?

In fact, consent as it is now construed has been seen to be problematic in gen
eral, according to the Office for the Protection from Research Risks (Levine, 1981;
OPRR, 1993; President's Commission for the Study of Ethical Problems in Medi
cine and Biomedical and Behavioral Research, 1981). Although a full discussion
of consent will not be presented here , it is important for investigators to familiar
ize themselves with the rationale and justification for informed consent in all re
search, with the history of the development of informed consent (cf. Beecher,
1970), with the limitations ofthe current conceptualization of consent, and with
the limitations of the methodologies and processes used in consent and the evi
dence on which these limitations are based (cf. President's Commission, 1981;
Tymchuk & Ouslander, 1990).

The doctrine of informed consent seeks to protect the individual autonomy
and right to self-determination of potential research participants (and of patients in
a clinical setting) . The intent of consent doctrine is to provide a format and a
process for communication between the investigator and potential participants
aboutspecific information (e.g., that this is a research project, voluntariness, free
dom to withdraw, certain risks and expected benefits and their probabilities of oc
currence, and the evidence on which this is based). The goal of the consent process
is to fully inform potential participants about their participation. Informed consent
on the part of the individual requires the fulfillment of three requirements: the in
dividual must be competent, must adequately understand the information, and
must be free to consent without any real or believed coercion. Competence itself is
a legal term which refers to being able to come to a reasonable decision based on
adequacy of decision making with an understanding of the information about the
decision to be made. See OPRR (1993) and 45 CFR46 for more details.

The following vignette will be used to demonstrate the application of the eth
ical decision making process as it relates to some consent issues in child mal
treatment research:

A researcher wishes to determine the relative efficacy of two similar parent edu
cational strategies with young low-income English-speaking single mothers or
mothers-to-be.

What Are the Ethical Dilemmas Facing the Researcher?

One of the most difficult aspects of ethical decision making often is being able
to recognize that an ethical dilemma may, or actually does, exist, and what the
components of that dilemma are. In this instance, although information about the
study is incomplete, there are two dilemmas, each of which has several compo
nents. The dilemmas are

Dilemma 1

Are any ofthe potential participants teen parents? If so, are they emancipated
for this purpose or do any of them live with parents or in facilities designed to pro
vide them with support during pregnancy and after delivery?
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Dilemma 2

Are all able to read and understand printed or spoken information in their pri
mary language-information such as is usually found in consent material-and
are all able to process the information, weigh it, and come to a reasonable deci
sion? Can they remember the information so that they can be free to withdraw if
they wish once the study has begun?

Each of these dilemmas must be addressed and the evidence on which a de
cision was made presented in order to ensure that the research is in fact conducted
in an ethical manner; if not, the IRB will not approve the study. In the event that
an investigator either does not address some part of the identified dilemmas or
proceeds, even with piloting procedures, before IRB approval, they leave them
selves open to criticism and legal consequences.

What Guides Are Available?

A number of guides are available. First, the investigator should consult the
regulations for the conduct of human research (45 CFR46) as well as interpretative
information on those regulations supplied either by the OPRRor by their own IRE.
This analysis will provide a base from which to start. Although investigators may
wish to limit themselves only to parents who are adults, they may want to include
teens, for whom consent status may shift even during the study. Such consent shift
is an important element of which investigators must be aware.

On the one hand, the regulations provide requirements for the consent process,
including criteria for establishing whether the teen is emancipated and thus able to
consent. If the teen is not emancipated, but the parent or guardian is available, that
person must consent on behalf of the teen unless it can be demonstrated that the
parent or guardian would not act in the best interests of the teen. If the teen is liv
ing in a facility, the facility personnel may act in loco parentis. Teens must assent,
however, and their wishes are superordinate. If the teen has an infant on which in
formation will be gathered (e.g.,birth history, weight, development over time) , the
circumstances remain the same for consent. If, however, there is information that
might be seen to have potentially adverse effects on the child later in life, the IRB
may desire that someone other than the parent consent on behalf of the child. An
example of this might be when the child has been removed so that the court must
consent on behalf of the child, although the parent would self-consent.

On the other hand, the regulations recognize that the teen's parents may not
act in the best wishes of the teen or may be unavailable (e.g., teen is a runaway)
and the regulations allow the investigator to look for the parent (Capron, 1982). Al
though criteria are not provided for how long such seeking should occur, other
guides assume that the investigator would act responsibly. In the continued ab
sence of a parent (or other relative), an advocate/witness is recommended.

A second guide is to review other similar research (d. Rotheram-Borus &
Koopman, 1992 and related chapters in Social Research on Children and Adoles
cents [Stanley & Sieber, 1992], which was based on the report of a specially con
stituted task force to OPRR; also see Capron, 1982), and/or to seek the advice of
the IRB.

There are other issues , however. One issue relates to the possibility that even
if the parents were adults, some may be considered vulnerable as defined by the
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OPRR; the second issue relates to the shift in a teen's consent status. In the event
of the former, if the person has a formal diagnosis of a disorder related to cogni
tive impairment, this diagnosis does not by itself mean that the person is incom
petent to self-consent. However, extensive research evidence has indicated that
a person with a diagnosis related to cognitive impairment may not understand all
of the information necessary to make an informed decision whether to partici
pate, or may not be able to maintain information in order to remain informed for
the duration of the study. In addition, they may not weigh the risks and benefits
of participating or of not participating. However, with adaptation to the consent
process, both understanding and the adequacy of the decision making process
will improve (Krynski, Tymchuk, & Ouslander, 1994; Tymchuk, Ouslander, &
Rader, 1986; Tymchuk, Ouslander, Rahbar, & Fitten, 1988). Determining adequacy
of understanding and decision making requires the investigator to assess these
factors initially and during the study to ensure that the person remembers what
they are participating in.

In the second situation, the teen's consent status may shift from the teen being
seen as an emancipated minor, living on the street or in a shelter, and able to self
consent, to being legally unable to self-consent but required to assent if living with
their parent or guardian. The investigator must be prepared for such a shift. How
ever, the investigator also must consider the adequacy of understanding and deci
sion making of the teen. To do this, again, requires assessment.

What Are the Alternatives Available?

There are a number of alternatives for each ethical dilemma, including not do 
ing anything or not using an ethical decision making process such as this. In ad
dressing the issue of ensuring informed consent, Table 2 contains a systematic
process to ensure consent; this process was developed and tested in research both
with adolescents and older people (Jacobs & Tymchuk, 1981; Tymchuk et al .,
1988). The same process was used in developing the consent processes for a cur
rent project on improving self- and infant-healthcare and safety of high-risk young
mothers approved by the UCLA IRB (Tymchuk, 1996). The alternatives then are
to adhere to this process or use a traditional process for consent.

What Are the Consequences ofEither Alternative?

All previous work has indicated that by matching information contained in the
consent process to the comprehension abilities of the population for which the con
sent is meant will significantly increase their understanding as well as the quality
of their decision making as compared with the use of a standard process. Although
there has not been any research directly related to young mothers or mothers-to-be
including teens, it is logical to assume that the same results would occur.

The methodologies used and the results obtained by Tymchuk and his col
leagues are instructive, however. In a study of how well children and adolescents,
hospitalized for treatment related either to their emotional disturbance or to their
developmental disability, understood their rights as patients, 80 consecutive ad
missions were randomly assigned to one of four conditions after having been
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Table 2. Suggested Process to Follow to Ensure Fairness and to Maximize Understanding
in Consent Process

Step 1 Determine legal competency. guardianship status . and voluntariness status (e.g.. implication
of coercion for participation). In some instances both parent and child may be required to consent
separately if it is deemed that parent would not act in best interests of child. If adult. self-consents.
If adolescent parent lives with parent/guardian. latter receives information and consents while
adolescent receives information and assents or dissents . In all instances adolescent's decision is
respected. If adolescent parent has not attained age of majority and is responsible for own care.
self-consents as emancipated minor. If adolescent parent lives in residential setting. designated
individual in residence consents as in loco parentis and adolescent assents or dissents . If legally
determined to be an incompetent adult . guardian receives consent and person assents or dissents .
Persons with mental retardation are not. by definition. incompetent. Incompetence is adjudicated.

Step 2 Assess vision and hearing with corrective devices if needed.

Step 3 Assess potential participant's reading recognition and comprehension in primary language to
determine level at which consent material would be presented. Consider whether reading abilities
of parent-guardian should be assessed .

Step 4 Assess mental status including memory.

Step 5 Determine format in which consent information is to be presented including the use of large.
uncluttered text with paragraphs demarcated read by or to participant. of sample illustrations. or
of videotape. singly or in combination.

Step 6 Develop consent materials to be presented. Develop method for assessment of understanding
of content. taking into consideration mental status and reading recognition and comprehension;
that is. if person comprehends at grade 5. assessment to be at same grade level. Consider method
for determining adequacy of decision-making process participant uses to weigh options and risks
and expected benefits of each option .

Step 7 Determine need for alternative methodology for presentation. including repeated trials and
allowing person to take home to examine and to discuss with others. All participants receive copy
of signed consent form.

Step 8 Present information to person and to parent/guardian advocate individually if necessary.

Step 9 Assess choice. understanding and quality of decision making process (Table 6 contains exam
ple of quality of decision making rating).

Step 10 Regardless of choice. if understanding and quality of decision making are below criterion
levels, either repeat information presentation or consider alternative method .

Step 11 Reassess. Continue to repeat process until either the criterion for understanding is met and
quality of decision making is satisfactory. or process has been repeated for number of times pre
set for consideration of saying person is incapable of giving truly informed consent. Then a proxy
must give consent.

Step 12 If proxy. then information is to be presented to them.

Step 13 If initial criteria for person's (or proxy's) understanding and quality of decision making are
reached. accept choice and later. reassess understanding. quality of decision making and choice at
pre-set time to determine whether person wishes to continue. to withdraw/change mind. or to be
provided with additional information.

given the Patient's Bill of Rights in the standard format and manner (Jacobs&TYm
chuk, 1981; TYmchuk, 1982b). These conditions included presentation ofthe Bill
again (1) in the same standard format, (2) in a storybook form containing actual
photographs oftwo children of staff accompanied by words simplified to the aver-
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age reading comprehension level of a representative group of hospitalized chil
dren and using the same font as in the standard format, (3) in a simplified word
format only, and (4) a videotaped depiction of the two children walking through
the ward, demonstrating and verbally presenting each right. Immediately follow
ing admission and presentation of the Patient's Bill of Rights in the standard man
ner by hospital staff, the children, with their assent and parental consent, were
asked individually what they thought their rights were, while they were on the
ward; they then answered a set oftrue/false questions about those rights. The stan
dard presentation did little to inform the children, who, on the average, could re
member fewer than one. After the second presentation in any of the four formats,
there was a significant improvement. This result suggested that repeated presen
tations of information may improve understanding for children. In a replication of
this study with older residents of a long-term care facility, using elderly actors
both for the photographs and for the videotape, the results were different (Tym
chuk et al., 1986). The residents did not comprehend their rights presented in the
standard format, and the videotape format seemed to confuse them, but the illus
trated booklet format and the simplified format equally and significantly im
proved comprehension. Other studies built on this work have demonstrated that
understanding and decision making improved after information about complex
medical procedures was simplified to the older person's level of reading compre
hension. The accuracy of the information was maintained through back-transla
tion from the simplified format to the complex format (see e.g., Tymchuk et al.,
1988; Krynski et al., 1994). These studies also showed that giving information
within the consent process significantly affected understanding (Tymchuk & Ous
lander, 1991), and the decision a designated proxy would make on behalf of their
elderly relative or resident was not related to what the resident indicated their de
cision to be (Ouslander, Tymchuk, & Rahbar, 1989). There has not been any study
of the degree of concordance of decision made by a proxy on behalf of a minor and
what the minor would make related to healthcare or to research participation.

What Is the Decision and the Process for Implementation?

For the study in this vignette, after initial determination of the reading recog
nition and comprehension abilities, a consent process would be developed which
would include printed materials in large print (14-point Times Roman) written at
a grade 6 level of comprehension, as recommended by Tymchuk and his col
leagues (1986). Each paragraph would be marked with a heading in bold, 18
point type, succinctly presenting the basic idea contained in the paragraph (see
Table 3 for a possible template to follow for such headings). Each sentence would
contain a single concept; the sentences would be short and use frequently used
words. In order to determine the person's ability to read and understand the
information related to OPRR's requirements, the UCLA Research Participation
Reading Recognition Test (Tymchuk, 1993a) was developed (Table 4). It contains
key words pertaining to the research consent process in general. Similarly, the
UCLAResearch Participation Reading Comprehension Test (Tymchuk, 1993b) was
developed (Table 5). Both have expert validity and high test-retest reliability, but,
most importantly, they can be used to educate the person about each word. Ac
companying these lists is a dictionary containing the same words. Although nei-
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Table 3. Headings for Use as Templates for Research Consent Forms

To Whom Consent is Given
Purpose of Research Project
What the Research Involves
Possible Immediate Discomforts. Hazards. Risks Involved If I Say Yes
Possible Long-term Discomforts. Hazards . Risks Involved If I Say Yes
Possible Immediate Benefits or Value If I Say Yes

ToMe
To Others

Who Will Be Working with Me
My Choices

I am free to take part or not.
I am free to stop at any time.
I am free not to answer any questions.

The Researcher May:
Not want me to take part anymore
Not tell me everything

What Will Happen With the Information about Me
Who Will Know What I Am Doing or Have Done
If I Have Any Questions
If I Have Any Concerns With What Has Been Done
If I Am Hurt or Become III

My Signature: Date:

Guardian (or other legally authorized representative): Date:

Witness : Date:

Table 4. Words Contained in the Two Forms
of the UCLAResearch Participation Reading

Recognition Test

555

Form 1

risk
health
subject
research
measure
longterm
benefits
medical
assessment
questionnaire
evaluation
voluntary
validity
investigator
hypothetical

Form 2

harm
study
consent
physical
coercion
immediate
placebo
normative
alternatives
anonymous
psychological
confidential
experimental
significance
remuneration

ther of these instruments pertains directly to child maltreatment issues, they can
be helpful in determining the parent's knowledge of the OPRRconcepts required
of all consent processes.
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Table 5. Sample Items within the UCLAResearch
Participation Reading Comprehension Test

What does risk mean?
a) something that will harm you.
b) something that will make you feel good.
c) driving a car.

What does benefit mean?
a) something that will be bad for you.
b) something that will be good for you.
c) something that the doctor does.

What does experimental mean?
a) something that has not been tried before.
b) something that is common.
c) something that everyone can do.

Table 6. Quality of Decision Making Rating Scale (Tymchuk et al.•1988)

o They were not able to make a decision or show any preference.

1 They were able to express what they want to do. BUT it was not based upon a full understanding
of all the facts including the risks and benefits of the procedures involved.

2 They would be able to express what they want to do based upon a reasonable understanding of the
facts including of the risks and the benefits BUT not with an adequate weighing of those risks and
benefits .

3 They would be able to express what they want to do based upon a reasonable understanding of the
facts AND with adequate weighing of the risks and benefits BUTWITHOUTa full consideration of
all of the possible consequences to themselves. That is. their choice probably would not result in a
reasonable and responsible outcome .

4 They would be able to express what they want to do based upon a reasonable understanding of the
facts. upon reasonable weighing of the risks and benefits and a consideration of all potential out
comes. and this. therefore. probably would result in a reasonable and responsible outcome.

If resources were available, representative illustrations depicting key elements
would be developed. Figures 1, 2, and 3 contain illustrations that are used in the
current Wellness Project to explain the consequences of neglect through misuse of
poisons (Tymchuk, 1996). Alternatively, a videotape could be developed. A script
would be developed for presentation of the information contained in the consent
process. A questionnaire containing items related to key elements of the process
could be developed and administered after presentation of consent. If the person
misses any information, this information would be repeated. Examples of such items
might be the following: Once you join the study, you can never leave. Yes or No; All
of your personal information can be shared with anyone outside of the study. Yes or
No; You will be required to answer every question that we ask you . Yes or No.

What Are the Results of the Decision?

The final step in the EDM process would be to evaluate how effective the pro
cedures were.



ETHICAL DECISION MAKING

• --J. 'I'rmctIot. I'ILD.

557

Figures 1, 2, and3. Pictures used to illustrate the serious deleterious effects of neglect through misuse
of household poisons.
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SUMMARY AND CONCLUSIONS

ALEXANDER J.TYMCHUK

As society becomes increasingly complex and as changes occur in service pro
vision, it is apparent that more complex ethical dilemmas will arise. Child mal
treatment researchers of today and tomorrow will have to be prepared to anticipate
what those dilemmas will be and to develop strategies to respond to them, or in
some instances, to prevent them from occurring.

There are a number of strategies to facilitate such preparation. First, as sug
gested by the NRC (1993), a research agenda on ethics in child maltreatment should
be developed, implemented with adequate funding, and the results disseminated.
Within this agenda, ethical decision making and how to best convey such skills
about ethical decision making should be determined. Second, studies about con
sent with parents and children in child maltreatment along the lines of those done
in other fields should be examined. Third, current journals in child maltreatment
should establish a forum for discussion of ethical issues following a basic ethical
decision-making process. Researchers should be encouraged to share their dilem
mas, their ethical decision making, the end result of the process and 40w it all
worked out. Fourth, a similar strategy can be implemented using various listservers
available over the Internet. These recommendations also have applicability to ad
ministrative, policy, judicial, and clinical decision making in child maltreatment.
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Part VI

Conclusion

In this final chapter, I try to summarize the advances that are reported in this book
in theory, research, treatment, and legal issues. I suggest that we have done a laud
able job since the 1960s, when child abuse and neglect was first recognized profes
sionally, and that the next century bodes well for tightening any areas of weakness
in our current efforts .
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Child Abuse and Neglect
Weaving Theory, Research, and Treatment

in the Twenty-First Century

JOHN R. LUTZKER

As serious a societal problem as child abuse and neglect (CAN) is, it may be time
to be somewhat laudatory about our accomplishments in addressing CAN in the
last half of the 20th century. If we examine the history of science, or even the
relatively young field of psychology, we become aware that most of science and
psychology has had considerably more time to develop theory and effective treat
ments than has the field of CAN. Further, CAN may be more multidisciplinary
than most other fields of human enterprise, and the field faces delicate legal and
ethical issues.

Thus, in under 40 years we have come from virtually no recognition of CAN
to laws, theories, treatments, and prevention programs, mostly from a multidisci
plinary perspective. The chapters in this book should offer considerable optimism
that the way is relatively clear toward improvement of assessment and treatment
and awareness of what strategies may be more effective than others, what legal is
sues need further addressing, and what these advancements have allowed in the
way of being able to create a coherent theory ofthe etiology of CAN.

THEORY

Again, rather than indict the CANfield for a lack of theory, we can look to his
tory to suggest that despite the short time span in which CAN has been addressed, at
this point we seem to be moving well toward an acceptable theory. Psychology
spawned a number of theories of personality in the first half of the 20th century. The
second half of the century brought an inundation of research on biological bases of
behavior, learning theory and its applications , developmental , social, and cognitive
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areas , such that weaving it all together may have become a task so daunting that
there currently is no widely held theory of personality in psychology today. Yet one
may be more forthcoming in CAN.

Each chapter of this book provides substance for Azar and her colleagues' sug
gestion for a social/cognitive model of CAN. The meta-model that Azar and col
leagues describe forms the basis for a model that could be generated from the
chapters in this volume, because of their consistent theme of empiricism and so
cial/ecological (and community) perspectives. Thus, there is reliability among the
contributors here and, more broadly, in the published empirical literature on CAN
regarding the multiple complex factors that contribute to its etiology. Lutzker,
Bigelow, Swenson, Doctor, & Kessler (in press) have suggested that the only weak
ness in such a model is the limited data to date on the role of biological and intra
generational learned factors that may drive some of the impulsive and reckless
behavior seen in many CAN perpetrators and their partners.

It appears from the literature that interpersonal skill deficits of adults, such as
limited or poor parenting practices and inaccurate ideas about child development,
and the subsequent disappointments resulting from the false expectations thus
created, form one piece of the social/ecological model. Intertwined in the in
appropriate expectations are false attributions that are the basis for the cognitive
aspect of the theory. Further, as Yung and Hammond noted in Chapter 13, vio
lence, in at least some subcultures, has become so prevalent that adolescents have
become inured to it and cognitively accept it. This also could occur in some adult
perpetrators of child maltreatment.

Do we have a coherent, practical theory of CAN? We are close . Azar and her
colleagues' model represents a large step in the right direction. What may be miss
ing is the biological piece and a better understanding of the etiology of CAN across
socioeconomic status . That is, we know very little , from an empirical research per
spective, about middle- and upper-class CAN. We know that it clearly seems less
prevalent in those classes, but we know much less about it than we know about it
in people of low SES, among whom it is most prevalent. One of the inherent prob
lems in trying to research CAN from other than low SES is that it is very difficult
to be funded to study it in those groups. Thus, in people of other than low SES,
when CAN is reported, families seek private treatment and are seldom the subjects
of empirical research. Thus, our theory of CAN might be very class bound.
Nonetheless, we can speculate that families across the SES spectrum are affected
by their unique social ecologies and that when CAN occurs , cognitive attributions
as described by Azar and her colleagues playa role.

The social/cognitive model is the best that we have to date, and it will proba
bly be embellished in the 21st century.

ASSESSMENT

A common theme runs through the majority of the chapters in this book re
garding assessment. That is, some indirect assessments may be useful, especially
as measures ancillary to direct behavioral assessment, but direct behavioral as
sessment is more often (or should be) the evaluation tool of choice in CAN. Many
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examples are shared in this volume; we reiterate a few. The HAPI-R (Home Acci
dent Prevention Inventory-Revised) described by Lutzker, Bigelow, Doctor, Ger
shater, and Greene in this book , is a direct, actual count of hazards accessible to
children in their homes. Rather than a rating, this direct assessment provides a
clear frequency count of home safety hazards. Wurtele, in her chapter on child
sexual abuse, reports that measures of children's skills, their actual behaviors, are
critical in examining the effect of child sexual abuse prevention programs. Such
measures give us a clearer picture of what a child might do when facing risk than
do the results of a verbal test or other indirect assessments.

Fantuzzo and associates describe direct observation measures of children's so
cial skills. In all of the chapters that describe parent training as the major compo
nent or one component of a program, again we see direct observation of
parent-child interactions as the measures of choice. This is not to discount the
role of indirect assessment; it is to say, however, that in CAN the indirect measures
serve best as other interesting indices, but that direct behavioral assessment is the
more reliable and useful approach to assessing parent and child behaviors that are
germane to concerns about risk and to examine the effects of treatment. These
measures more clearly reflect the social ecology of interest.

LEGAL ISSUES

Since the 1960s great strides have been taken in protecting children through
the law. All states now have child protective services and reporting laws. As Port
wood, Reppucci, and Mitchell note, however, definitions of CAN and standards of
adequate parenting are still lacking careful, operational definition. Greene and
Kilili argue that behavioral assessment and validation is needed in order to create
such definition. The experts need to validate behaviors that define adequate par
enting. Once adequate parenting is defined, criteria can be developed and subse
quent behavioral assessment can be conducted with reported families, thus
allowing courts and child protective services some operational measures by which
to make judgments. These same protocols would greatly assist family courts in
custody, placement, and parental rights termination issues.

If more definition came to the legal arena, many professionals, especially
caseworkers, would themselves require performance-based training in how to uti
lize behavioral assessment strategies. It is presumed that this would be welcome,
as many caseworkers express frustration at the rather random nature of decision
making at this point in CAN. Further, as noted in this book, data on their ability
to accurately predict risk show no correlation in their ability to do so.

Finally, juvenile and family court judges need to become more aware of the
importance of research and empirically based treatment programs. Unfortu
nately, most courts rely on clinicians who may have little or no research back
ground and thus make their recommendations to courts based upon their own
clinical intuitions, which have been found to be largely unsupported. Courts
should be asking for data more than for opinions, or at least for opinions based
on clear data, rather than the clinical speculations upon which they currently
primarily rely.
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TREATMENT

JOHN R. LUTZKER

Is CAN treatable? To some extent, the answer to this question depends on
what we mean by treatable. In every treatment chapter in this book there is evi
dence that behaviors associated with CAN risk can be changed for the better. Par
ents and children interact better. Parents can be taught to change negative
attributions about their children. Children can learn new social skills. Children
can learn to recognize and describe how they would behave if faced with sex
abuse risk. Adolescents learn new attributions about violence and behave more
positively in school. But, as Kolko and Ammerman and others have expressed, the
big questions still need to be addressed. Specifically, do programs that demon
strate such behavior change actually reduce repeated CAN and even intragenera
tional CAN? Some program evaluation data exist , for example, the data reported
from Project 12-Ways, but such reports are the exception rather than the rule.

Program evaluation data notwithstanding, again the CAN field should be ap
plauded for the kind of data-driven successful treatment programs described in
Section III of this book. Most of these programs clearly produce positive behavior
change in children, adolescents, and parents. They most frequently do so with re
search design confidence that the interventions and not some other events are re
sponsible for the behavior change. Also needed are treatment protocols that are
so well defined and described that they can be replicated. It is most helpful when
there is independent variable integrity. That is, when possible , data should be col
lected on the delivery of treatment services. For example, how often does the ther
apist conducting parent training provide models and reinforcers to the parent
during a training session? Does the therapist make use of performance criteria for
the parent before moving the parent from one stage of training to the next? These
are issues of the integrity of the independent variable. When such data are gath
ered , it makes dissemination of successful programs more possible and more com
fortable in that there is more confidence that when dissemination occurs the
program will be conducted as it was designed.

CHILD SEXUAL ABUSE

CSA is not only a difficult topic because of its obviously sensitive nature, but
it is a difficult area in which to conduct applied research . Teaching children to be
safe, to recognize and report risk, to escape high-risk situations, and to avoid or al
lay guilt, blame or self-shame is no easy agenda . It is clear that training must be
skill-based and that children must be taught behaviors. They can then role-play
these behaviors with teachers . Of course , this kind of training must also be done
with sufficient care so as to not make children overly afraid of all adults or so as to
cause harm to their future sexuality. Probably the best suggestion for this work was
that of Wurtele, who posited an idea of a multiyear curriculum on relationships.
Embedded in such a curriculum could be the kinds of hands-on CSA prevention
programs that have been described. These programs would, of course, need to
have evaluation as a built-in component.

Another area that has had clinical, but limited, research attention is the long
term effects of CSA on young adults and older adults. It is clear that CSA can pro-
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duce ongoing posttraumatic stress symptoms and many other psychological se
quelae that can affect several areas of social functioning in adults who were vic
tims of CSA. This area is in almost desperate need of empirical research.

PREVENTION

Primary prevention of CAN has fortunately become more prevalent. The
Hawaii Healthy Start Program and other similar projects have served large num
bers of high-risk families. Tentative reports on home visiting programs show that
they do serve a primary prevention function. These programs probably would be
even more robust if they had school curricula built into them. so that while the
parents and families receive services at home, the children are learning in school.
This is the kind of multiyear curriculum proposed by Wurtele.

Given the kind of data shared by Pinkston and Smith on the increasing per
centage of American families with single parents who become entrapped in
poverty, have many children, and are affected by high -risk social ecological fac
tors, it seems prudent to try to develop empirically based and active learning pro
grams in reproductive health that could be added to curricula for adolescents.
Such programs are described by Yung and Hammond and by Pittman, Wolf, and
Wekerle in adolescent violence prevention. Prevention should be seen as a con
tinuous developmental program that should proceed from birth into at least the
early parenting years. Overall, if properly carried out , such an effort would un
doubtedly pay huge human and fiscal dividends in preventing family violence
and reducing the enormous dollar and human costs to society that are the results
of family violence.

ETHICS

Tymchuk drives home a concern that in an area as socially important as CAN
research, it is surprising that we have accomplished so little in giving researchers
and clinicians guidelines on how to make decisions about ethical issues. Although
all human service providers. especially through their licensing bodies, are made
aware of the broad ethical guidelines of their respective fields , Tymchuk points to
the lack of practice and feedback in ethical decision making. This could be recti
fied through the very practice, feedback, and performance-based criteria that we
use and admire in good treatment programs. Such work should cut across the multi
disciplinary fields that make up the professional CANarena (e.g., psychology, psy
chiatry, social work, medicine, law, and education) .

OTHER EOLOGICAL AND RESEARCH CONCERNS

The authors of this volume have made many contributions and suggestions,
but, of course, they cannot be exhaustive. Neither can the following suggestions.
but they are deserving of mention. For example, Donnelly (1997) has reported that
there is evidence that the combined educational, treatment, media, and prevention
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efforts in CAN have apparently contributed to a decline in parental use and posi
tive attribution of corporal punishment across the United States . Especially with
the changing dynamics of the American family, this represents encouraging news.

Guterman (1997) suggests that the ecological base of our work needs expan
sion. The home, the community, the workplace, the extended family and friend
networks all need to be considered in a comprehensive examination of CAN. Sim
ilarly, Willis (1995) argues that the community itself must be strengthened in or
der for us to provide comprehensive services. Wolfe, Reppucci, and Hart (1995)
caution that prevention efforts must show reduced risks to children.

As Tymchuk and Feldman each reported in this book, parents with develop
mental disabilities are especially underserved by CANresearch and services even
though they are overrepresented in their numbers as CAN families . Bonner, Crow,
and Hensley (1997) have also expressed concern that maltreated children with
disabilities are quite underrepresented in our research and treatment efforts.

In a comprehensive review and summary of CAN research, Becker and col
leagues (1995) have offered 13 well-conceived suggestions for improving our ef
forts. These bear review here .

1 . Services must be culturally sensitive. As so well stated by Fantuzzo, the
community must have a role in assessment, goals, process, and review of
services and research efforts.

2. There is a need for incidence and prevalence studies across ethnic
groups . I would add that we know very little about the nature of middle
class CAN. It may be that the predictor variables and etiology may be dif
ferent across SES. Our research base basically derives from low SES and
that is important, but it is also limiting our knowledge base.

3. Services should range from primary prevention to direct treatment for
CAN and they need rigorous program evaluation.

4 . "Research is needed to determine which factors separate sociocultural
variables within ethnic-racial environments from issues of child mal 
treatment" (Becker, et al., 1995, p. 39).

5. A recurrent theme from chapters here .. . the field lacks behavioral defi
nitions.

6. Assessments must include multiple culturally sensitive domains.
7. Control groups from random assignments or matched comparison groups

must be utilized more frequently in treatment, prevention, and program
evaluation research.

8. There is a considerable need for longitudinal studies of prevention and
treatment programs. Needless to say, the very nature of CAN, which in
cludes such problems as frequent relocation of families, makes this kind
of effort difficult at best, but it would be very helpful to have more longi
tudinal data.

9. An extremely important issue is what Becker and colleagues (1995) call
prophylactic factors. That is, we very much need to study successful fam
ilies who have many of the known high-risk demographic, socioeconomic
risk factors and do not engage in child maltreatment. There are far more
such families than there are maltreating ones. If we were then successful
in identifying some reliable prophylactic factors/variables, perhaps it
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would be possible to create treatment services that incorporate these fac
tors into treatment for families who have been reported for CAN or who
are at the highest risk .

10. There needs to be more analysis of moderator variables such as age, sex,
and ethnicity, and mediating variables such as the type of maltreatment,
because these variables affect outcome.

11. We need to have a better sense of the integrity of the independent vari
able . That is, data should be available on what the mediators of treatment
do in their sessions with families.

12. In addition to true longitudinal studies , there simply needs to be ex
tended follow-up in smaller-scale treatment studies.

13 . Becker and associates (1995) also suggest the need for a coherent and
practical theory of CAN. As noted earlier, Azar and her colleagues appear
close to offering this .

FINAL RECOMMENDATIONS, THOUGHTS, AND CONCLUSION

We have only begun to consider including the child in treatment services for
the family. This is done by clinicians, but it has not been prevalent in the so
cial/ecological research-based programs described here, with the exception of the
work in CSA. Child victims of physical CAN or CSA should be assessed for anxi 
ety and PTSD. They should receive cognitive/behavioral treatment, along with
whatever other services their families are receiving. In addition, they should be ac
tively taught how to avoid high-risk violence situations in their homes and how to
safely escape and report such situations.

The role of genetic and biological predisposition to poor parenting may be
demonstrated in tendencies toward aggressive behavior, recklessness, the role of
any learning disabilities that may affect parenting .. . these are factors that deserve
considerably more attention in the new century.

Psychology has recently begun to be much more aware of the role of religion
and spirituality as helpful in family relationships and as adjuncts to mental health
treatment services. The field of CAN has not even begun to address this possibil
ity. Natural communities have much religion and spirituality. Thus, to ignore this
in our understanding and treatment of CAN families may be a substantial oversight.

The amount of graphic violence in media, from news to television to movies,
has received much attention, but its effect on family violence has not been well re
searched. Even if we learn that it has some of the deleterious effects we may fear,
ways to control it is another issue that begs for consideration. Our standards of
what is acceptable in the way of media violence have changed radically over the
years, to the point that most people appear to accept without notice levels from
which they would have turned away in disgust years prior. That is to say that we
have become inured to media and community violence. Perhaps we all need a lit
tle adjustment of our viewpoints.

The idea of a multiyear human relations curriculum proposed by Wurtele is a
provocative one . In an age of managed care and brief therapies, our thinking
moves toward parsimony in our services. A multiyear educational curriculum, on
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the other hand, combined with weekly television programs and radio spots aimed
at teaching human relations, in an entertaining fashion, might go a long way in
changing the escalating problem of child maltreatment and family violence. In this
light, for CAN families, consider the possibility of a 3-week camp during which
there would be a virtual 24-hour indoctrination of human relations training that
would include weekly follow-up in homes.

Several programs described here have used video as an adjunct or primary
medium in teaching. The new century "calls" for increased use oftechnology, es
pecially interactive types, in delivering effective human service programs.

These speculations about future possibilities aside, what does appear suc
cessful to date? Most in-home comprehensive prevention services appear to be ef
fective. Programs that offer multiple services appear to be effective. Behavioral
assessment strategies appear more practical than most indirect measures. Pro
grams that are child centered and focus on language appear effective. Programs
that teach with hands-on procedures and that teach behaviors (skills) are effective .
Thus, we should be buoyed by the kinds of issues and programs presented in this
book. The twenty-first century should see a positive outcome of the dissemination
of these kinds of programs aimed at safer lives for children.
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