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CHAPTER 1

INTRODUCTION
Problem Statement

Estimates of the incidence of child abuse range from
200,000 to 500,000 (Light, 1973) to over one million children
each year (0O'Brien, 1980). Child abuse is a leading cause of
childhood death and injury (Starr, 1979). Demographic
studies (e.g., Steele & Pollock, 1968) suggest that parents
who abuse their children were often abused or neglected
themselves. Therefore, it is reasonable to expect that many
of the present victims of abuse will become abusing parents
in the future unless the cycle is broken. The need for
effective interventions to reduce this pervasive social
problem is obvious.

Child abuse is generally viewed as a problem with
multiple causes (Goldstein, Keller, & Erne, 1985; Kadushin &
Martin, 1981; Sandgrund, Gaines, & Green 1974). Several
authors (e.g., Belsky, 1980; Lutzker, McGimsey, McRae, &
Campbell, 1983; Wolfe, 1985) have called for a comprehensive
treatment approach that addresses the multivariate nature of
child abuse. Treatment modalities used in isolation often do
not appear to be of sufficient strength to have a significant
impact upon the behavior of abusive parents. A variety of
situational demands, such as aversive child behavior and a
stress-filled environment, are conditions that can

precipitate child abuse. However, the great majority of



previous studies have utilized parent training alone and have
not included training in other parent coping skills (Isaacs,
1982; Wolfe, 1985). According to Koverola, Manion, and Wolfe
(1985), "Researchers and clinicians have acknowledged that an
unknown number of abusive parents fail to benefit from these
methods, due most likely to situational and individual
characteristics that limit the effectiveness of structured

parent training." (p. 500). 1In a recent review of literature
related to child abuse treatment, Wolfe (1985) concluded that
child abuse treatment programs should attempt to provide
methods for teaching the abusive parent a variety of adaptive
skills in order to better prepare him or her for diverse
situational demands. Such conclusions clearly indicate that
further research is needed in the development of
comprehensive treatment programs for abusive parents.

The few researchers who have applied a treatment package
to abusive parents (e.g., Denicola & Sandler, 1980; Egan,
1983; Koverola, Elliot-Faust, & Wolfe, 1984) have had
difficulty differentiating specific effects of various
components because of limitations in their experimental
design. The inability to identify the efficacy of each
treatment component hinders further refinement of treatment
packages. Therefore, components of such treatment packages
in future studies should be presented in a systematic,

controlled manner so that the relative effect of each phase

of treatment can be more easily discerned.



Results of previous studies indicate that many abusive
parents lack child management and stress management skills
(Wolfe, 1985). Whereas child management training has been
the major treatment in many studies, stress management skills
have received less attention among investigators. Reduction
of stress would appear to be an appropriate intervention for
a number of reasons. Compared to nonabusive parents, abusive
parents have been found to face greater stress as measured by
life change scores (Justice & Duncan, 1976), to exhibit
greater physiological responses to stressful child-related
stimuli (e.g., Wolfe, Fairbank, Kelly, & Bradlyn, 1983), and
to respond with higher ratings of annoyance to aversive
stimuli (Bauer & Twentyman, 1985). Several studies have
found stress to be a precipitating factor in child abuse
(Miller & Myers-Walls, 1983). Koverola et al (1984) stated,
"It is increasingly evident that more attention must be
focused upon factors...that may impede the parent's ability
to learn and use appropriate childrearing skills and to
maintain self-control (p. 187)...Relaxation procedures...seem
well-suited for teaching self-control skills that counteract
frustration and intolerance and potentiate the value of
parent training." (p. 191). According to Wolfe (1985), among
the several behavioral dimensions of abusive parents that
merit assessment and evaluation are teaching the parents
child management skills as well as coping strategies, such as
"relaxation, stress management, or in vivo desensitization"

(p. 477). These recommendations, along with evidence that



abusive parents experience heightened stress, indicate that
inclusion of stress management strategies in a comprehensive
treatment package is warranted. Relaxation training has been
incorporated into treatment packages for abusive parents by
some researchers (e.g., Barth, Blythe, Schinke, & Schilling,
1983; Denicola & Sandler, 1980; Egan, 1983). 1In the few
studies which have employed relaxation training, however,
methodological problems have existed. The parents have
typically participated in only a limited number of brief
progressive relaxation training sessions. Also, no data have
been provided to demonstrate that the parents actually
learned the relaxation skill or, equally important, utilized
this skill in their home setting. Therefore, although
relaxation training has been used in the treatment of child-
abusing parents, there is no evidence that the parents
actually learned to relax or that they generalized the skill
beyond the artificial training environment.

Although desensitization of parents to aversive child
behavior has been suggested as an additional stress
management treatment for child abusers (Wolfe, 1985), this
technique has yet to be applied to abusive parents in a
controlled study. Systematic desensitization (Wolpe, 1958,
1982) would appear to offer potential benefits for abusive
parents because it could allow parents to remain relaxed in
the presence of disturbing child behavior.

A third intervention which merits inclusion for the

management of stress is cognitive modification. This method



has been shown to be an effective coping technique for
controlling anger (Novaco, 1976) and has been included in the
treatment of abusive parents (e.g., Denicola & Sandler,
1980) . However, because cognitive modification has been
app'ied simultaneously with other forms of treatment, the
specific effect of this coping method upon abusive behavior
is unclear, but deserves further examination.

In summary, because child abuse has been shown to have
multiple causes, the need for a multimodal treatment approach
for abusive parents has emerged. While child management
training has been used in many studies, training in stress
management skills, identified by researchers as a deficiency
among many abusive parents, has received limited attention in
previous studies or has been applied under inadequately
controlled experimental conditions. Further research is
needed regarding the development of a comprehensive treatment
program for abusive parents, including training in stress

management as well as child management skills.

Purpose and Objectives

The goal of this research project is to develop and test
a method for modifying abusive parent behavior by offering
training in a combination of skill areas, including stress
management and behavior management techniques. The central
research questions to be addressed are: 1) Will the combined
effects of the treatment package decrease self-reported

abusive verbal and/or physical behavior exhibited by parents



with a history of child abuse?, and 2) Will specific
components of the treatment package have differential effects
upon abusive parent behavior? Specific research questions
are whether the intervention package will result in (a) a
decrease in the frequency of the parent's self-reported
negative physical contacts with the child(ren), (b) an
increase 1in self-reported positive verbalizations and/or a
decrease in negative or abusive statements during parent-
child interactions, (c) an increase in the parent's ability
to relax in laboratory conditions and at home in the presence
of the child(ren) (d) a more positive parental attitude
toward the child(ren), and (e) a decrease in the frequency of
the parent's abuse-related contacts with local service

agencies.

Definition of Child Abuse

Definitions of child abuse vary among researchers. Part
of the difficulty in defining child abuse is the fact that
there are many forms of abuse, including physical assault and
emotional and sexual abuse (Starr, 1979). Also, conceptual
problems arise because abuse is a behavior which falls along
a continuum of parent-child relationships (Burgess & Conger,
1978). At one end of the continuum are seemingly mild forms
of discipline, including verbal threats and typical forms of
physical punishment (e.g., spanking). At the other end are
forms of physical punishment which clearly exceed community

standards, such as hitting a child with a closed fist or



scalding a child with hot water. It is not always clear
where a particular case should be placed on this continuum or
at what point on the continuum "discipline" ends and "abuse"
begins. The frequency and intensity with which disciplinary
action is carried is another difficult factor to define.
Persistent exposure to verbal ridicule may be more harmful to
a child than a single brutal physical incident. All these
factors add to the difficulty of creating a clear and
specific definition of abuse.

According to O'Brien (1980), the Child Abuse Prevention
and Treatment Act (PL93—247) provides a general definition of
child abuse: "Physical or mental injury, sexual abuse,
negligent treatment or maltreatment of a child under the age
of 18 by a person who is responsible for the child's welfare
under circumstances which indicate that the child's health or
welfare is harmed or threatened" (p. 9). This definition
combines child neglect along with physical, psychological,
and sexual abuse. For the present study, a more specific
definition offered by Burgess & Conger (1978) was adopted:
"Child abuse refers to nonaccidental physical and
psychological injury to a child under the age of 18 as a
result of acts perpetrated by a parent or caretaker" (p.
1163). This definition allows a distinction to be made
between abuse and neglect, which refers to endangering a
child's well-being by lack of care or supervision. Another
reason for selecting this definition was the inclusion of

psychological injury in the concept of abuse. This aspect of



the definition is important because of the "tendency to
dramatize the bizarre and gruesome occasions of physical
violence at the expense of more subtle forms of verbal

punishment" (Burgess & Conger, 1978, p. 1163).



CHAPTER 1II

REVIEW OF RELATED LITERATURE

Child abuse has been shown to have a variety of causes,
including poor parenting skills (Bousha & Twentyman, 1984;
Sandler, Van Dercar, & Milhoan, 1978; Spinetta & Rigler,
1972), the parent's inability to moderate high levels of
stress (Koverola et al., 1985; Wolfe et al., 1983; Wolfe,
1985), and the parent's inability to control anger impulses
(Nomellini & Katz, 1983; Steele & Pollock, 1968).

Researchers have shown that training abusive parents in
child management skills can reduce aversive behavior (cf,
Isaacs, 1982). For example, Crozier and Katz (1979)
demonstrated that providing abusing parents with improved
child management skills resulted in reduced aversive
behaviors from the child (e.g., crying, noncompliance) and
the parent (e.g., negative commands and painful physical
contact). These results indicate that interventions aimed at
modifying overt parent behavior can reduce child abuse.
However, the treatment effect in many child-management
studies has been only moderate, has failed to increase
positive parent-child interaction, and/or has not been
maintained after treatment is terminated (Isaacs, 1982).

Recently, a number of investigators (e.g., Egan, 1983;
Goldstein et al., 1985; Koverola et al., 1984; Koverola et
al., 1985) have suggested that training in multiple skills,
including stress management and anger control, is necessary

in the treatment of child abuse. According to Egan (1983),



10

"Since even skillfully applied child management techniques
fail at times and since, even under the very best of
conditions, child rearing can be stressful, it makes sense to
intervene on more than one level." (p. 299). The application
of stress management techniques to abusive parents is
warranted based on previous research findings. Abusive
parents have been found to face greater stress as measured by
life change scores (Justice & Duncan, 1976). A higher level
of stress-related symptoms such as depression and health
problems also have been reported by this population (Wolfe &
Manion, 1984). Numerous studies have shown that normal
parents exhibit increased levels of physiological arousal
(e.g., increased heart rate and electrodermal response) when
presented with aversive child-related stimuli (e.g., Donovan,
Leavitt, & Balling, 1978; Frodi, Lamb, Leavitt, & Donovan,
1978; Leavitt & Donovan, 1979; Wiesenfeld & Klorman, 1978).
In studies comparing abusive and nonabusive parents, the
abusive parents have exhibited greater physiological
responses to stressful child-related stimuli. Wolfe,
Fairbank, Kelly, and Bradlyn (1983) presented videotaped
scenes of stressful parent-child interactions to abusive and
nonabusive mothers. Physiological data indicated that the
abusive mothers showed higher electrodermal responses during
stressful scenes than the nonabusive subjects. According to
the authors, a parent experiencing increased physiological
arousal may become "more capable of abusive acts that might

not occur if the individual were relaxed" (p. 369). This
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statement is supported by other research (e.g., Berkowitz,
1974; Rule & Nesdale, 1976) which indicated that aggressive
responses are more likely to occur when physiological arousal
is increased (e.g., by excessive physical exertion) in the
presence of an aversive stimulus.

Related studies have shown that abusive parents not only
exhibit greater physiological responses to aversive child
stimuli, but also maintain elevated levels for longer periods
of time than nonabusive parents. Frodi and Lamb (1980) found
heart rate and the skin conductance response to be greater
among abusive mothers in comparison with nonabusive mothers
when presented with videotaped scenes of a crying infant.
Furthermore, when viewing smiling infants, the abusive
subjects did not relax like nonabusers, but maintained an
elevated level of physiological arousal, as indicated by
higher diastolic blood pressure and skin conductance levels.
Also, self-reports of the participants indicated that abusers
rated the infant stimuli as more aversive than nonabusers.
Frodi and Lamb urged further studies to explore the link
between physiological arousal and behavior patterns of
abusive parents.

Recently, Bauer and Twentyman (1985) provided evidence
.indicating that abusive mothers are hyperresponsive to a
variety of situations. Audiotaped stressful stimuli,
including prolonged infant crying, were presented to abusive,
neglectful, and comparison mothers. Annoyance ratings (as

measured by adjustments on a sliding lever) showed that
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abusive mothers responded with greater intensity (higher
peaks of lever movements) and with higher ratings (overall
average of lever displacements) than other subjects to both
child-related and nonchild-related aversive stimuli. In
light of these results, Bauer and Twentyman suggested that
stress reduction techniques be used as a form of treatment
for abusive mothers.

This study is designed to provide further information
concerning the link between physiological arousal and the
behavior patterns of abusive parents. As stated above,
abusive parents exhibit greater physiological arousal than
nonabusers when presented with stressful child-related
stimuli. It follows that the development of an effective
stress-reduction technique for abusive parents could provide
a valuable intervention for the treatment of child abuse.
Additionally, stress reduction might make parents more
receptive to complementary modes of intervention, including
child management training and the modification of parent
self-statements. One of the difficulties with abusive
parents is overcoming their negative attitude toward their
child(ren) to a degree that they are motivated to learn and
apply behavior management techniques. Relaxation and
systematic desensitization are seen as ways of neutralizing
the stimuli emitted by the child(ren) of abusive parents,
thus motivating them to provide positive reinforcement to the

child(ren) as one form of behavior management.
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Stress management techniques have been applied to
abusive parents in a small number of studies. Koverola,
Elliot-Faust, and Wolfe (1984) treated a single mother with a
combination of parent training, deep muscle relaxation,
imaginal desensitization, and anger-control techniques.
However, the interventions were applied as the client's needs
became apparent, rather than in a systematic, controlled
manner. Therefore, results of the treatment were not clear.
According to the authors, the purpose of the article was to
highlight critical problems frequently encountered when
providing services to abusive and multi-distressed families.
They concluded that parental deficits in coping abilities
present a major challenge to the delivery of services to such
families, and can interfere with the parent's ability to
successfully apply child management techniques.

Denicola and Sandler (1980) provided training in child
management and self-control skills for two abusive mothers.
Self-control training, designed to improve the parent's
ability to deal with stress, included progressive relaxation
with mental imagery, modification of self-statements, and
~stress inoculation procedures. Results indicated improved
family interactions (fewer aversive and more positive
behaviors) for both subjects, as measured by changes in self-
report data and observed parent and child behavior. However,
the researchers were unable to distinguish the relative
effects of either treatment method, since parent and child

aversive behavior declined rapidly after the first treatment
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session and remained low for both parents and in both types
of training procedures. The treatments were presented in a
two-variable withdrawal design, so that the two forms of
treatment overlapped during six of the 12 training sessions.
Specific training effects may have been more descernible if a
multiple baseline or A-B-A-B experimental design been
employed, as suggested by Isaacs (1982). Also, there was no
evidence to confirm that the parents learned the coping
skills that were presented during training sessions. A
competency measure of the newly acquired skills would have
strengthened the investigation. Without such data, it is
impossible to know whether the immediate decrease in aversive
behavior was a function of subject expectancy or other
uncontrolled variables. Further, no data were reported
regarding changes in the occurence of physical or verbal
abuse during the course of the study.

The effects of a child management and stress management
treatment package for abusive parents was examined by Barth,
Blythe, Schinke, and Schilling (1983). The stress management
component involved a mixture of deep breathing, imagery, deep
muscle relaxation, use of alternate self-statements, and
self-reinforcement for effective coping. All instruction was
conducted in a group format in eight training sessions over a
four week period. Self-report data from paper and pencil
instruments showed an overall decrease in parental anger and
irritability, but no significant changes in parent-child

conflicts. During a post-treatment role-play exercise,
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parents showed improved parenting skills. No data were
provided regarding the degree to which parents actually
learned stress management skills. According to parent self-
report, the treatment did not appear to decrease parent-child
conflicts. Therefore, even if the parents learned new coping
skills, there was no evidence that these skills were applied
during parent-child interactions. Also, no data were
provided regarding the effect of treatment on actual verbal
and/or physical abuse.

Egan (1983) placed abusive parents in one of four groups
for treatment: child management, stress management,
combination of child and stress management, and a control
group. The stress management component included training in
progressive relaxation and cognitive restructuring skills.
The treatment groups received 12 hours of instruction in six
two-hour meetings. Data were collected by questionnaires, a
structured role play situation, and a 10-minute behavior
observation of parent-child interactions. Results indicated
small but statistically significant differential training
effects. For example, parents in the child management group
showed an increased use of positive reinforcement with their
child whereas parents from the stress management group
reported a more positive feeling toﬁard their child and
exhibited an increase in positive verbal statements. The
combination group showed similar changes, but was not
superior to either of the other two treatment groups on any

measure. The author pointed out that the combination group
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had only three sessions of the child component and three
sessions of the stress component, which could be an
explanation for the group not doing better on any of the
dependent variables than did the stress only and child only
component groups. Egan urges that further studies be
conducted which would expand the amount of time spent on each
component. As in the previously described studies, no
objective data are provided to indicate whether the parents
in the stress management condition actually learned these
skills. The brevity of treatment, particularly for the
compbination group, would cast doubt on the assumption that
the parents were able to master the skills to a level of
proficiency.

In summary, although inclusion of stress management
training for the treatment of abusive parents is justified
based on previous research findings, the few studies which
have included a stress management component have provided
unclear results, primarily due to methodological and
experimental design problems. A major shortcoming has been
the lack of data to indicate that the parents actually
learned the new skills (e.g., relaxation) which were
presented. Similarly, evidence that the parent has applied
the new skills in the home environment has been absent in
previous studies. Some researchers have combined a variety
of techniques under the label of stress management or coping
skills without measuring the effect of each specific ’

component. Also, parents typically have participated in only



a limited number of sessions and may not have learned the
skills presented to them. These problems indicate that

further research in this area is warranted.
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CHAPTER III

METHOD

Participants

Recruitment of Participants

A total of 13 parents were interviewed for possible
participation in the research project. This group of
prospective participants was recruited from four sources.
The Utah Division of Family Services (DFS) referred six
parents, three were recruited from ongoing therapy groups at
the Logan Child and Family Support Center, one was contacted
following an evaluation of her daughter at the Developmental
Center for Handicapped Persons (DCHP), and three were self-

referred.

Selection of Participants

Of these 13 potential subjects, three did not enter the
study. One DFS-referred 17-year-old single mother was not
present for a number of scheduled appointments at her home.
After approximately seven unsuccessful attempts to contact
her at her home, no further attempts were made and she was
referred back to the DFS for alternate treatment. A second
single mother was informed about the research project by a
friend and expressed interest in being a participant.
However, during an initial interview, it was determined that
she did not exhibit significant abusive behavior to justify
her inclusion in the study. She expressed concern about one

of her son's behavior problems in school, but stated that she
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of her son's behavior problems in school, but stated that she
was not physically abusive and exhibited only infrequent
verbal outbursts directed toward her sons. A third single
mother was contacted following the evaluation of her daughter
at the Clinical Services Program of the DCHP. Although she
expressed interest in the research project, she ultimately
declined to enter the study because of her more immediate
need to find employment. The three parents that did not
participate in the project were provided information

regarding alternate services.

Description of Non-Participants

Of the 10 subjects that entered the study, six completed
all phases of treatment. The four subjects that withdrew
from the program after completion of part of the treatment
had been referred by the DFS. The involvement of one couple
that withdrew was very erratic. They participated in three
child management sessions and completed only three self-
report forms in a nine-week period. Appointments were
routinely rescheduled because the couple was not home or they
requested postponement due to apparently minor domestic or
financial obligations (e.g., putting a child to bed,
depositing a check in the bank). 1In an effort to keep the
couple in treatment, data-collection requirements (home
audiotaping and completion of self-report forms) were
decreased and training sessions were reduced from two to one
meeting per week. However, treatment was discontinued during

the ninth week because the couple moved out of the state.



20

the ninth week because the couple moved out of the state.

The data collected prior to their withdrawal from the study
was insufficient to make conclusions about treatment effect.
Another subject that withdrew from the study was a
single mother with three children. She completed the initial
stress profile and one home monitoring session. Ten attempts

were made to contact her at her home in order to complete
baseline data collection and begin treatment. On the final
visit to her home, the data collection instruments provided
for her were found on her doorstep with an attached note
stating she did not have time for further participation in
the project.

The fourth subject to withdraw was a single mother with
a history of child and alcohol abuse. She completed the
initial stress profile session and four relaxation training
sessions. Prior to her withdrawal from the study, the parent
reported that she was feeling overwhelmed with financial,
domestic, and legal obligations and that the time required
for participation in the study was creating additional
stress. Despite reductions in data-collection requirements
and the frequency of training sessions, she withdrew from the
project. During her 10 weeks of participation, she had spent
10 daysiin jail on a DWI offense and was court-ordered to
attend weekly alcohol and drug counseling sessions. The data
collected prior to her withdrawal from the study indicated an
improved ability to relax and an absence of self-reported

verbal or physical abuse.
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In summary, the 13 subjects referred for possible

participation in the study comprised 10 families: three
couples and seven single mothers (Table 1). Family size
ranged from two to seven members; each family had an average
of 2.3 children. The ages of children ranged from less that
1 year to 11 years. Of the 10 families, six had automobiles
and only three had telephones in their homes (see Table 2).
Many of the subjects appeared to have difficulty coping with

financial and/or domestic demands.

Description of Participants

Six parents participated in the study. Subject 1 was a
29-year-old single mother with an ll-year-old son in the home
and a 1l0-year-old daughter living out of the state under the
custody of a relative. Her principle means of financial
support was governmental assistance programs. This subject
had been married and divorced twice. In 1979, she
participated in one year of court-ordered individual therapy
based on charges of child abuse. It was her opinion,
however, that the treatment had been relatively ineffective.
Prior to enrollment in the present study, the subject was
participating voluntarily in group therapy for abusive
parents at the Logan Child and Family Support Center. She
volunteered for this study, stating that she "gets physical"
with her son and frequently experiences "uncontrollable
anger" in the home. During the course of treatment, the

subject experienced significant stressors, including major



Table 1

Characteristics of Parents Interviewed for Participation in Study

larital Status of
age | Sex Status Phonej Car Referral Source Participation
TS~ ——— e e e e e e
17 F Single o o DFS Did Not Enter
30 F Divorced | Lo Yes Self Did Lot Enter
27 F Divorced | Mo do Self Did Hot Enter
26 M Married No Yes DFS Dropped Out
b —
27 F Married No Yes DFS Dropped COut
30 F i Civorced | No Yes DFS Dropped Out
i T
] : .
28 F i Divorced | lo Yes DFS Dropped Cut
|
i ! Self t
29 F Married Yes| Yes | (pParent's Anon.) '  Completed
[ ;
34 F Married Yes Yes i Self Completed
35 M Married Yes| Yes ? Self Conpleted
;
. 3 i Discontinued
26 F Separateq Yes| Yes | DFS
i (Moved)
|
29 F Divorced| lo No | Self Completed
! (Parent's Anon.)
271 H Married | Yes| Y Self Completed
h arrie es es (Parent's Anon.) omplete

22
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SUBJECTS
Did dot Entered,
Enter Then Withdrew Completed
(3) (4) (6)
Automobile 1 3 5

Telephone 0 0 5
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surgery during the sixth week and involvement in an ongoing
child custody dispute regarding her daughter.

Subjects 2 and 3 were a couple who volunteered for
participation in the study. They had obtained information
about the research project from acquaintances at the Logan
Child and Family Support Center. Five children were in the
family, ages 9, 7, 3, and twins at age 2. Both the father,
age 34, and the mother, age 35, had graduated from college.
Throughout the study, the father was employed on a full-time
basis and the mother was a homemaker. They reported
experiencing extreme stress related to interactions with
their children. Although these parents did not have a
documented history of child abuse, self-report data from the
baseline period indicated a sufficiently high number of
verbal criticisms and negative physical contacts to warrant
participation in the study.

The fourth subject was a 26-year old female with three
children, ages 5, 3, and 1. She was referred for
participation in the study by the Division of Family Services
(DFS) because of self-reported verbal and physical abuse of
her children. This subject had been separated from her
husband for approximately three months prior to entering the
study. She reported she had been physicaliy abused as a
child. She had not previously participated in a treatment
program for abusive parents. This woman withdrew from the
program after approximately 2 1/2 months and was unable to be

located in order to complete treatment.
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Subjects 5 and 6 were recruited from an abusive parent
therapy group (Parent's Anonymous) at the Logan Child and
Family Support Center. This family was composed of five
mempbers: father, age 27, mother, age 29, two boys, ages 4
and 1, and a 3-year-old girl. One year prior to entering the
present study, the father had been reported to the DFS by his
wife because of physical abuse of herself and all three
children. A second anonymous report of paternal child abuse,
observed in a public setting, was recorded shortly
thereafter. The mother reported that she had been verbally
abusive with her children at times, but had not been
physically abusive. These parents were required by the DFS
to attend group therapy. After eight months of participation
in group treatment, the parents decided to enter the research
project. At the time of treatment, the mother was a
homemaker and the father was employed outside the home.
During their five-year marriage, the husband had been
employed at six different jobs, having been released on at

least three occasions.

Setting and Equipment

The study was conducted in three settings. The initial
interview, the preliminary measurement of the participant's
baseline level of physiological functioning on specific
parameters, and two training components (relaxation and
systematic desensitization) were conducted in a laboratory on

the Utah State University (USU) campus. The laboratory room,
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approximately 8' X 11', contains a comfortable recliner
chair, instruments for detecting and recording the
participant's physiological state (including peripheral skin
temperature [ST], electrodermal response [EDR],
electromyogram [EMG], and heart rate [HR]), and various
accessory items for attaching electronic sensors to the
participant.

A portion of the treatment and data collection took
place in each participant's home. Child management and
cognitive modification training sessions were conducted in
the home settings.

Due to practical considerations, there were two
exceptions to the foregoing training settings. First,
subject 1 completed relaxation training in a room of the
Child and Family Support Center. This location was selected
because it was close to her home and she did not have
transportation to the University. Second, subjects 5 and 6
received all training sessions in their home because of
difficulty locating and paying for a babysitter. Relaxation
and desensitization training was conducted in a guest bedroom
by transporting necessary instruments to their home for each
training session.

Five instruments were used to measure physiological
changes. Muscle tension was measured with the EMG 100T, an
electromyogram manufactured by Thought Technology Limited of
Montreal, Canada. Peripheral skin temperature was measured

with the Autogen 1000 Feedback Thermometer, manufactured by
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Autogenic Systems, Inc., of Berkeley, California.
Electrodermal response was measured with the Autogen 3000
Dermograph produced by Autogenic Systems, Inc. Heart rate
was measured with the HR/BVP 100T, made by Thought Technology
Limited. Also, in the home setting, skin temperature was
monitored with a Biotic Band II from Bio-Temp Products, Inc.,

of Indianapolis, Indiana.

Interventions

Four modes of treatment were provided: relaxation
training, systematic desensitization, child management
training, and cognitive modification. Treatment sessions
were conducted during two 45-minute sessions each week. The

length of treatment ranged from 17 to 23 weeks.

Relaxation Training

All parents participated in eight sessions of autogenic
relaxation exercises (Schultz & Luthe, 1969). The autogenic
method entails the regular practice of standard exercises
designed to produce subjective sensations of ‘relaxation, such
as heaviness and warmth, while the subject maintains a
passive attitude. Actual measurable physiological changes
are produced with this method. Cognitive strategies such as
visual imagery and self-statements are components of this
relaxation method. Through the practice of these exercises,
participants often come to recognize the influence of

cognitive activity upon subsequent behavior. Therefore, one
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rationale for selecting autogenic training was its similarity
to the methods used in the cognitive modification techniques
taught during a separate phase of the treatment package.

Each session was composed of a five minute baseline,
three "sets" of relaxation exercises, and a five minute final
baseline. Components of each exercise included a body check,
deep breathing, mental imagery, silent repetition of a
specific formula (e.g., "My right arm is heavy"), and a brief
termination sequence. Some modifications of the standard
autogenic exercises, as presented by Jencks (1979), were
incorporated into the training sequence. A detailed
description of the relaxation training procedures is provided
in Appendix B.

During each relaxation training session, self-report and
physiological data were collected to monitor the
participant's progress. The parent was asked to verbally
rate his/her level of relaxation on a 0 to 100 scale (Very
Relaxed = 0, Very Tense = 100) on five occasions: prior to
the initial baseline, once after each of the three exercises,
and after the final baseline. Wolpe (1958, 1982) advocated
the use of the 0 to 100 scale because it allows the rater to
make fine distinctions when reporting and rating subjective
levels of discomfort.

Physiological data also were recorded every 30 seconds
during the training sessions. The specific physiological

parameter monitored for each subject was determined by the
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results of a stress profile conducted prior to initiation of
training (this procedure is described later).

As an adjunct to laboratory training, participants were
intructed to practice relaxation daily at home. A relaxation
diary (sample in Appendix B) was provided as a motivator and

to monitor each participant's progress.

Systematic Desensitization

The theory of systematic desensitization (Wolpe, 1958,
1982) specifies that a person cannot be relaxed and
physiologically aroused at the same time. The intent is to
expose the relaxed participant to disturbing stimuli that are
not of sufficient strength to disrupt the relaxed state. If
the exposure is repeated several times, the stimulus
progressively loses its ability to evcke physiclogical
arousal. Systematic desensitization also involves the
construction of a hierarchy of stimuli arranged in sequence
from the least disturbing to the most disturbing, based upon
the participant's subjective rating of discomfort that
accompanies each stimulus. Stimuli in the hierarchy should
be selected so that the level of disturbance from one item to
the next increases by small increments that are equal
throughout the hierarchy. The rating scale of 0 to 100
enables the subject to make fine gradations during the
hierarchy construction process. The number of trials at each
step on the hierarchy varies depending on whether the

participant remains relaxed or exhibits tension. When the
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individual no longer exhibits tension at one step in the
hierarchy, the process is repeated at the next step.

This phase of treatment was initiated upon completion of
the eight relaxation training sessions. Before
desensitization sessions.began, an anxiety hierarchy was

constructed.

Constructing the anxiety hierarchy. The hierarchy for

each parent was composed of 10-second segments selected from
home audiotapes. The hierarchy was constructed in two steps
which are described in greater detail in Appendix C. First,
a pool of samples was systematically selected from home
audiotapes. Second, the samples were presented to the
subject who provided a subjective rating of discomfort for
each sample. These ratings allowed for the subsequent
construction of a hierarchy of 10 items arranged in order
from least to most stressful, based upon the subject's self
report.

Conducting systematic desensitization sessions. Prior

to conducting the first session, data from the subject's
previous relaxation training sessions were examined to
determine the lowest SUDS rating. This value became the
criterion for relaxation during the desensitization
procedure. Throughout the desensitization sessions, SUDS
ratings that exceeded this criterion required that the
subject relax further before proceeding with stimulus

presentations.
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Eight systematic desensitization sessions were conducted
for each subject. Each session followed a standardized
format. First, the subject was connected to the previously
selected biofeedback instrument. Next, he or she was given
instructions similar to the following:

After you have relaxed, I am going to play segments

of your audiotapes. As we did last time, when you

hear the tape, try to imagine the scene as clearly as

you can. I will be asking for SUDS ratings before

and after the tapes. Sometimes you may hear the same

tape more than once. Just try to be aware of your

breathing, muscle tension, or other physical

reactions as you listen to the tapes.

The subject then was instructed to proceed through autogenic
exercises 1n a manner similar to the relaxation training
sessions, including provision of SUDS ratings after each set.
Physiological data and SUDS ratings were recorded like that
which occurred during relaxation training sessions.
Relaxation exercises were continued until the subject
reported a SUDS rating equal to or below the SUDS criterion
value. If the criterion had not been met after three sets of
autogenic exercises, the subject was encouraged to do an
additional set. In the event that the SUDS criterion had not
been attained after the extra set, the experimenter inquired
into the subject's experiences and, when appropriate, made
suggestions to aid the subject in relaxing.

When the SUDS criterion had been met (indicating the
subject felt deeply relaxed), the first stimulus of the
anxiety hierarchy was played. Immediately after playing the

card, instructions similar to the following were given in a

quiet tone of voice: "Stop visualizing that scene. How
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relaxed are you now? (Subject responds with a SUDS rating).
Okay, now continue to relax." A SUDS rating was requested in
a similar manner immediately following each stimulus
presentation. When the post-stimulus rating did not exceed
the SUDS rating reported before the stimulus, the next card
was played after one minute. Before presenting the next
stimulus, a SUDS rating was again requested to assure that
the subject had remained below the SUDS criterion. As with
the first card, if the post-stimulus rating was equal to or
below the SUDS rating before the presentation, the next
stimulus in the hierarchy was presented after one minute, and
so forth. When a post-stimulus SUDS rating exceeded the pre-
stimulus rating, a similar procedure was followed except that
the identical stimulus was presented again after a one minute
interval. On some occasions, the pre-stimulus SUDS rating
exceeded the criterion value. When this happened, the
subject was instructed to relax and the next stimulus was not
presented until the SUDS rating returned to a level equal to
or below the criterion.

Physiological data points were recorded along with each
SUDS rating. Also, a pﬁysiological data point was recorded
30 seconds after the onset of the stimulus card. This point
showed the greatest deflection (in the direction of tension)
of the parameter that was observed any time during the 20
seconds after the stimulus ended. The additional 20 seconds
was included because some physiological parameters (e.g.,

skin temperature) show a gradual rather than immediate
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response to stressful stimuli. The physiological data were
used to assess the degree of correspondence between
subjective ratings and physiological variations.

When all items in the hierarchy had been presented
successfully (i.e., with the SUDS ratings remaining below the

criterion), the next treatment phase was initiated.

Child Management Training

Each parent participated in eight sessions of child
management training. Sessions were approximately 45 minutes
in length. Participants were provided a manual entitled

Parenting Packet: A Step-by-Step At-Home Approach to

Changing Children's Behavior (Children's Behavior Therapy

Unit, n.d.). This unpublished manual is intended as a
supplement to an eight-week parenting course at the
Children's Behavior Therapy Unit in Salt Lake City.
Permission to use the manual was granted by William Jensen,
the first author of the document. Topics presented during
this phase of treatment included goal setting, principles of
reinforcement, differential attention, precision commands,
time out procedures, chart systems, contracting, response
cost, and overcorrection techniques. At the beginning of
each session, topics from the previous session were reviewed
and further clarification was provided, if necessary. Also,
the parent provided a SUDS rating at the beginning and ending
of each session. Homework tasks were assigned for the
periods between sessions. An outline of the specific topics

presented during each session is provided in Appendix D. A
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20-item verbal assessment was conducted during the eighth
session to determine the parent's degree of understanding of

child management principles.

Cognitive Modification

The fourth component of the treatment package was
cognitive modification training. Techniques for this
treatment were based on the principles of rational-emotive
therapy (Ellis, 1984). Within this approach, undesirable
behaviors and emotions are viewed as the result of
unrealistic or inappropriate thoughts. Therefore,
modification of the individual's cognitive state is the goal
of the treatment. This treatment approach has been used to
reduce stress (e.g., Meichenbaum, 1985) and to control anger
(e.g., Novaco, 1976). Modification of cognitive processes
has also been helpful in the treatment of abusive parents
(e.g., Denicola & Sandler, 1980; Egan, 1983; Nomellini &
Katz, 1983} .

In the present study, three goals were identified for
the cognitive modification procedures. The first goal was to
enable the parent to use a cohesive, step-by-step problem-
solving strategy for handling problematic parent-child
situations. Second, within this strategy, the parent was
assisted in identifying his/her irrational beliefs and in
challenging and refuting them. Third, the parent was trained
on identifying anger- and stress-producing self-statements
and generating appropriate alternate self-statements to

replace the dysfunctional ones. Each parent participated in
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four 45-minute sessions over a two week period. During the
sessions, a 7-step problem solving strategy was presented,
irrational beliefs and stress-producing self-statements were
identified, and methods of generating more appropriate self-
statements were presented and practiced. Procedures included
didactic presentations, modeling, role-playing, and
completion of worksheets. Homework assignments were made at
the end of each session. Also, a SUDS rating was requested
from each participant before and after each session. These
ratings were obtained in order to compare the parent's
subjective level of tension during this phase of treatment
with ratings from other phases of treatment. During the
final session, the parent was presented two imaginary problem
situations and requested to apply the problem-solving
strategy to both of them. 1Included in the problem situation
were irrational beliefs and dysfunctional self-statements.
This procedure was conducted to assess the parent's ability
to apply the problem solving strategy to probable situations.
A detailed description of the cognitive modification
procedures and the forms used during this phase of treatment

are provided in Appendix E.

Experimental Design

A multiple-baseline across subjects design was used in
this study. Single-subject designs have been recommended for
clinical applications in which the treatment focuses on

individual subjects (Kazdin, 1982). 1Isaacs (1982) suggested



36

that multiple-baseline designs are highly appropriate for
research with abusive parents, particularly in light of the
ethical and legal problems of placing abusive parents in no-
treatment control groups, which may be necessary in a group
experimental design. Single subject designs circumvent the
problems due to the unavailability of a large population of
abusing parents who are not participating in treatment and
the equipment costs which increase rapidly as the
experimental population size increases. Additionally,
single-subject designs are appropriate for a new procedure
which may require refinement before a large control-group
study is warranted.

With a multiple-baseline across subjects design,
treatment is introduced to each participant at a different
point in time. If each individual's baseline rate changes
when the intervention is introduced, and not before, the
effects can be more confidently attributed to the
intervention rather than to extraneous events (Kazdin, 1982).

The six parents were placed into four experimental
conditions according to the order in which they entered the
study (see Figure 1). Participants in conditions 1 and 2
received the same sequence of treatments (relaxation
training, systematic desensitization, child management,
cognitive modification) but the length of baseline differed.
One week of baseline data was collected for the parent in
condition 1 whereas the couple in condition 2 received two

weeks of baseline. Participants placed in conditions 3 and 4
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were presented with the same treatments, but in a reversed
sequence (child management, cognitive modification,
relaxation training, systematic desensitization). Again, the
baseline period varied from one week for the parent in
condition 3 to two weeks for the couple in condition 4. By
systematically varying the length of the baseline condition
and the sequence of treatment, experimental control is
increased.

Of the two couples, the husband and wife each completed
the same sequence of treatment. This procedure was used to
avoid confounding the treatment effects that may have
occurred had one spouse received a different sequence than

the other.

Data Collection

Three forms of data were collected: physiological,
self-report, and behavioral (see Table 3). Physiological
data were collected in the laboratory and in the
participant's home. 1In the laboratory, the physiological
parameter targeted during the initial stress profile session
was measured and recorded at 30-second intervals during each
training session in order to monitor the parent's degree of
relaxation within each session and to detect progress from
one session to the next (see form RT-1 in Appendix B and form
SD-1 in Appendix C). Physiological data were also collected
in the home with a portable instrument once a week. A

research assistant brought a portable instrument to the home
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Summary of Dependent Measures

Type

Physiological

Self-Report

Behavioral

Mode of Collection Description

l) EMG;,; EDR, ST, Data collected during

and HR relaxation and systematic

Monitors desensitization sessions
2) Portable Physiological arousal

Monitor measured at home with the

children present

3) EMG, EDR, ST, Data collected during

and HR stress profiles conducted
Monitors after each phase of
treatment
1) Parent Self- SUDS ratings (0 - 100)
Ratings collected during training

sessions, home monitoring
sessions, stress profiles,
and daily self-report forms

2) Parent Self- Daily ratings on a scale of

Ratings 0 to 100 regarding attitude
toward child(ren) during

the 30-minute target period

3) Parent Self- Frequency of negative
Ratings verbal statements and
negative physical contacts
with child(ren) during last
24 hours

1) Audiotaping Parent and child statements
were recorded at home and
coded as positive,
negative, and abusive

2) Child Abuse Frequency of child-abuse
related contacts with local
agencies; obtained after
completion of treatment
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once a week. The purpose of the home data was to help
determine whether the effect of the training sessions
conducted in the laboratory was generalizing to the parent's
daily home routine.

A third form of physiological data was collected during
stress profile sessions. Five such sessions were conducted:
one before treatment was initiated and one after each of the
four treatment phases. During each session, data from four
parameters (EDR, EMG, HR, and ST) were collected. The same
audiotape was played during each of the five stress profile
sessions.

Self-report data were also collected in both the home
and laboratory settings. Three variables were measured by
parent self-report. First, self-ratings of relaxation (SUDS
ratings) were obtained from parental verbal report during
training sessions, stress profiles, and home monitoring
sessions. Each participant also completed a paper-and-pencil
self-report form (see Appendix F) each day at home which
requested a SUDS rating during the 30-minute high-stress
period. Second, the parent's attitude toward the child(ren)
during the 30-minute high-stress period was reported on a 0
to 100 scale (0 = Very Positive, 100 = Very Negative). The
third dependent variable measured by parental self-report was
the frequency of abusive behavior exhibited toward the
child(ren). The frequency of negative statements (e.g,
criticisms, yelling, swearing, etc.) and the frequency of

negative physical contacts (e.g., spanking, hitting, shaking,
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etc.) directed toward the child(ren) during the previous 24
hours was requested on the daily self-report form.

Two forms of behavioral data were also collected.
Participant's were requested to audiotape a 30-minute high-
stress period at least two times each week. The high-stress
period used for audiotaping had been selected on an
individual basis during the initial interview for each
parent. Two microcassettes a week were coded to determine
the percentage of parental statements that were positive,
negative, and/or abusive. Child statements and
verbalizations (e.g., crying, praising) were also coded as
positive or negative. For each audiotape, six behavioral
categories were coded by an occurrence/nonoccurrence method
during ninety 20-second intervals. The coding system used
was a modified form of the Behavioral Coding System Modified
for High Risk Parents and Young Children (Koverola, Edwards,
& Wolfe, 1983) (see Appendix H for category definitions).
Audiotapes were coded by a research assistant naive to the
treatment procedures. Before the assistant had access to the
audiotapes, all identifying information and dates were
removed from the microcassettes. During the coding process,
identification of each tape was'temporarily maintained only
by code numbers, selected from a table of random numbers,
which were written on each tape. This precautionary
procedure was conducted to assure that the research assistant
would not be biased in the coding process. Reliability

checks were conducted on 8% of the coded audiotapes. A
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Point-by-Point Agreement Ratio was used because it is widely
applied in research and is more precise than the Frequency
Ratio Method, which evaluates agreement on totals rather than
on an interval by interval basis (Kazdin, 1982). The average
percentage of agreement between the two observers was 74%, as
shown in Table 4. 1In a study conducted by Koverola et al
(1985), an inter-rater agreement ratio of 80% was obtained
with The Behavioral Coding System. This coding system was
originally designed for direct observation of abusive parents
and their children. The slightly lower agreement ratio in
the present study is likely the result of coding interactions
that were audiotaped rather than observed directly.

As an additional measure of parent behavior change,
nonobtrusive behavioral data was obtained from the records of
the local agency that is likely to be contacted in the event
of child abuse (the Division of Family Services). The
frequency of abuse-related agency contacts with the family
during the previous six months was obtained from agency
records and compared with agency-family contacts recorded

between treatment initiation and the two-month follow-up

probe.



Table 4.

Interobserver Reliability Ratios for Audiotape Coding

Categories
Category Agreement Ratio

Parent Positive 100%
Parent Negative 48%
Parent Abusive 70%
Child Positive 100%
Child Negative 52%
Neutral Interaction 74%
No Interaction 72%

Total 74%




Procedures

Preparatory Sessions

Prior to the initiation of treatment, two preparatory
sessions were conducted with each participant. During the
first session, treatment procedures were reviewed and the
parent was given the opportunity to ask questions. A form
describing all procedures, risks, and potential benefits was
presented to the parent (Appendix A). Participants were
informed that a medical clearance was required prior to the
initiation of treatment. This voluntary consent to
participate in the research project was then signed by the

parent and the experimenter.

Selecting Target Home Situation

Next, the participant selected a 30-minute home
situation in which problematic child behaviors typically
occurred. Examples of problematic behaviors were provided,
including crying at bedtime, fighting with siblings, or
whining before meals. The experimenter assisted the parent
in his/her selection of a target situation by suggesting the
following guidelines: (a) the situation should typically
occur at a similar time each day or night, (b) the
problematic behavior should occur during this period at least
twice a week, (c) the problematic behavior must include an
auditory component (because the target period was to be
audiotaped), and (d) the child behaviors which typically

occurred during this period must be judged by the parent to
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be stress-producing. After the stressful home situation had
been identified, the parent was provided a 60-minute
microcassette (30 minutes on each side), a microcassette tape
recorder, a battery recharger and batteries, and a cloth
pocket and belt for carrying the recorder at home. The
parent was instructed to turn on the recorder during the

targeted 30-minute period the next day.

Stress Profile Preparation

A stress profile was constructed during the second
session. The parent returned to the laboratory with the
microcassette which contained interactions recorded during
the targeted stressful period. During this 20-minute
procedure, physiological functions (EMG, ST, EDR, and HR)
were measured during rest and while listening to the home
audiotape. The parent was seated in a recliner chair and
electronic sensors were attached. EMG electrodes were placed
on the forehead, approximately 1-1/2 inches above the center
of each eyebrow (Gaardner & Montgomery, 1981) with the ground
electrode placed midway between the two recording electrodes.
To measure peripheral skin temperature, a thermistor was
taped on the end of the little finger (meaty portion on the
opposite side of the finger from the fingernail) of the
nondominant hand, as described in the manual published by
Autogenic Systems, Inc.. Electrodermal response was
monitored by attaching sensors to the ends of the palmar
sides of the second, third, and fourth fingers on the

dominant hand (Autogenic Systems, Inc., n.d.). Finally, the
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index finger of the nondominant hand was placed in a
photoplythysmograph which provided an ongoing measurement of
the participant's heart rate. After all sensors had been
attached, the parent was allowed 10 to 15 minutes to adjust
to the monitors. It was explained to the participant that
the instruments were battery operated and, therefore, the

likelihood of shock was minimal.

SUDS Ratings

During this adjustment period, the concept of the
Subjective Units of Disturbance Scale (SUDS) (Wolpe, 1982)
was presented by the experimenter. The SUDS scale was
described as a rating of one's level of tension on a 0 to 100
scale (0 = Very Relaxed, 100 = Very Tense). The parent was
encouraged to imagine situations at each extreme on the scale
(SUDS of 0 and 100) as well as situations in the low,
average, and high ranges (SUDS of 25, 50, and 75,
respectively). This procedure was conducted to assist the
parent in identifying "landmarks" to which future SUDS

ratings could be compared.

Conducting the Stress Profile

After this discussion, the stress profile procedure was
conducted. The parent was asked to provide a SUDS rating and
then was instructed to relax for the first five minutes.
After a five minute baseline period, a second SUDS rating was
recorded, then the microcassette containing home interactions

vas played for 10 minutes. A third SUDS rating was requested
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was played for 10 minutes. A third SUDS rating was requested
after the audiotape, followed by a final five minutes of
relaxation and a fourth SUDS rating.

Throughout this 20-minute period, the physiological
parameters (EﬁR, ST, EMG, and HR) were measured and recorded
at 30-second intervals. These data were plotted on a graph
to determine the physiological parameter which showed the
strongest reaction to stimuli from the child and which was
slowest to return to the baseline level after the audiotape
was discontinued. The parameter to be focused on during
relaxation training was determined by visual inspection of
the graph to detect the greatest change in any of the four
physiological parameters which coincided with the
presentation of the audiotape. For cases in which no
variation in physiological measures was observed, selection
of the target parameter was made according to the parameter
which conformed least to the following criteria of
relaxation: EMG of 5 microvolts or less (Gaardner &
Montgomery, 1981), ST of 90 degree or more (Autogenic
Systems, Inc., n.d.), HR below 75 bpm, or EDR of 3 micromhos

or less (Venables & Christie, 1980).

Initial Baseline

Prior to the beginning of treatment, data were collected
for one or two weeks (the length of baseline varied according
to the subject's placement in the experimental design, as
described earlier). The parent completed one self-report

form each day, audiotaped family interactions at least twice
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a week, and had his/her selected physiological parameter

monitored at home two times a week during this period.

Home Monitoring

Beginning during the baseline phase and continuing
throughout the treatment, a research assistant brought a
portable instrument to the family's home. Precautions were
made to avoid possible ethical and/or legal complications
during the home monitoring sessions. When visits to the
homes of female participants were made, the male researcher
was accompanied by a female research assistant. Likewise,
female research assistants did not conduct home visits unless
accompanied by the male researcher or both the husband and
wife were in the home.

Sensors were attached to the parent during the
previously selected 30-minute high-stress period while the
parent continued with his/her daily routine in the presence
of children. Five of the six subjects were monitored on an
EDR instrument (based on their high EDR response during the
stress profile). For these parents, a 30 foot extension cord
was attached to the instrument so the parent was relatively
free to move around the house with the sensors attached to
the fingers. The research asistant remained with the
instrument in an adjacent room and recorded EDR levels at 30-
second intervals. Skin temperature was the targeted
physiological parameter for one parent (Subject 5). She was
provided a Biotic Band II which was placed on the little

finger of her nondominant hand. For this parent, skin
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temperature level was recorded three times during the 30-

minute period: after 1, 15, and 30 minutes.

Intervention

After the completion of the initial baseline period, bi-
weekly training sessions were conducted. The four treatment
components were presented in the standardized formats
described earlier. Throughout training, the parents
continued to complete daily self-report forms, tape record
interactions twice weekly, and participate in a home
monitoring procedure once a week. Stress profiles were

conducted after each treatment phase.

MMP I
When each parent completed the final training session,
he or she was administered the Minnesota Multiphasic
Personality Inventory (MMPI). Because this procedure was
included in the program after training was underway, a clear

message was given to the subjects that this procedure was

optional. The test was completed by subjects in their homes.

Final Baseline and Follow-Up Probes

Upon completion of training, data collection was
continued for one week. Procedures identical to those of the
initial baseline phase were conducted. Additional data were
collected at 30 and 60 days after treatment was completed.
During these 30-minute follow-up probes, an audiotape was
recorded, home monitoring was conducted, and the parent

completed a self-report form.
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CHAPTER 1V

RESULTS

The primary purpose of this study was to determine if
the treatment package would reduce or eliminate abusive
behavior. A related goal was to detect differential effects
among the various treatment modes that were applied. Because
of the four treatment conditions and the variety of dependent
variables, a tremendous amount of data was generated during
the course of this study. It is a challenging task to
present the results in a logical format that highlights the
more salient points without overwhelming the reader with
overly detailed, yet relevant information. Therefore,
results are presented in response to the following questions.
First, did the treatment package reduce abusive behavior?
Second, what were the specific effects of each treatment
component on abusive behavior? Next, to what extent did
participants actually learn the skills and concepts
presented? And, finally, were the skills maintained and did
they generalize to other settings? 1In the following pages,
these questions are addressed in the foregoing sequence, each
section beginning with a summary statement followed by a more
detailed examination of the data. The data presented in
Tables 5-10 provide a general overview of changes in
dependent variable values across treatment conditions for all
subjects. Subsequent data displays are generally designed to

clarify and expand on the results shown in these tables.
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Table 5

average Values of Dependent Variables Across Treatment Conditioms.
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Table 6

average Values of Dependent Variables Across Treatment Conditions.

Treatment Conditions
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average Values of Dependent Variables Across Treatment Conditions
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Table 8

hAverage Value of Dependent Variables Across Treatment Conditions
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Average Value of Dependent Variables Across Treatment Conditions
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Abusive Behavior

The first question to be addressed is: Did the
treatment package reduce abusive behavior? The results show
that self-reported abusive behavior was reduced for all six
participants. The data displayed in Figures 2-7 indicate
that the frequency of self-reported negative physical
contacts was reduced for all parents. Self-reported verbal
abuse was reduced for five of the six parents (see Figure 8).
(The results of Subject 5 showed that the rate of self-
reported verbal abuse was low throughout treatment). A third
indication of reductions in abuse was obtained from
audiotaped parent-child interactions. Data from this source
indicated that verbal abuse (Figure 9) either was reduced
across treatments (Subject 1) or remained at a low level
throughout treatment (Subjects 2-6). Audiotaped parent
statements rated as negative, but judged to be non-abusive
(Figure 10), also showed a decrease for four of the parents
(Subjects 1-4) and remained at low levels for two parents
(Subjects 5 and 6). However, positive parent statements were
unchanged and remained at extremely low levels for all
subjects (Figure 10). Similarly, positive child statements
were infrequent throughout the study (Figure 11). The rates
of negative child statements (Figure 11) were variable, but
showed a clear decrease for four subjects (Subject 1, 2, 3,
and 4) and and an increase for two subjects (Subjects 5 and
6). Finally, self-report ratings indicated that the parents'

attitudes toward their children (Figure 12) became more
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positive for three of the participants (Subjects 1, 5, and
6), were relatively unchanged for two parents (Subjects 2 and
3), and were unable to be measured due to a lack of data for

one parent (Subject 4).

Negative Physical Contacts

The frequency of negative physical contacts (hit, slap,
grab, shake, and spank) ultimately decreased for all
subjects, according to self-report data (Figures 2-7).
Subject 2 (Figure 3) continued to exhibit an elevated
frequency of negative physical contacts at the end of
treatment. It should be noted, however, that the frequency
of contacts reported by this parent was decreased from
baseline levels and that the more severe forms of contact
(hitting and slapping) were not reported after the initiation

of systematic desensitization.

Self-Reported Verbal Abuse

Additional self-report data, presented in Figure 8, show
that verbal abuse decreased relative to baseline levels for
subjects 1, 2, 3, 4, and 6. The frequency of verbal abuse
for subject 5 remained at a consistently low level throughout
treatment. Although there are no direct observational data
to support these self-reported results, the positive
relationship between other self-report data and both
physiological data (e.g., EDR levels) and behavioral data
(e.g., audiotaped verbal abuse), especially for subjects 1,

2, 3, and 5, increases the probability that these results are
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valid for these parents. (More detailed information on the
validity of the self-report data is provided later in this
chapter) .

Audiotaped Parent Statements

Results obtained from audiotaped parent-child
interactions in the home indicate that verbal abuse (Figure
9) decreased for subject 1 as treatment progressed. 1In fact,
no incidents of verbal abuse were recorded during the final
treatment phase, final baseline period, or the second follow-
up probe. Verbal abuse was not detected on the audiotapes of
Subjects 2, 3, 4, and 5. Subject 6 showed an increase 1in
verbally abusive behavior during the child management and
relaxation phases of treatment compared to baseline levels.
This frequency of this parent's verbal abuse decreased,
however, during the systematic desensitization and cognitive
modification treatment phases.

The frequency of negative parent statements (Figure 10)
decreased for Subjects 1, 2, 3, and 4. Subjects 5 and 6
showed a low, but variable, rate of negative statements.

Positive statements made by the parents (Figure 10)

continued at a low rate throughout the study.

Negative Child Statements

The frequency of negative child statements showed a
decrease for subjects 1, 2, 3, and 4 (Figure 11). The
frequency of negative statements made by the children of
subjects 5 and 6 was quite variable. Negative child

statements in this family were lowest during cognitive
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modification training, and showed an increase during the

systematic desensitization phase of treatment.

Positive Child Statements

The absence of positive child statements (Figure 11) was

observed for all subjects across all treatment conditions.

Parental Attitude

Affirmation of a positive treatment effect for the
parents is provided from results regarding self-reported
parental attitude toward the child (Figure 12). For subject
1, the gradual transition toward a predominantly positive
attitude is apparent in the plotted data. The data of
subjects 2 and 3 also show slight trend toward a more
positive attitude. The data of subjects 5 and 6 show a mild
shift toward a more positive attitude coincidental with the
onset of treatment, with continuation of this positive

attitude throughout the study.

Agency-Reported Abuse

One agency-reported incident of child abuse occurred
during the study. Midway through treatment, subjects 5 and 6
were reported to the DFS by a neighbor for suspected abuse.
However, a doctor's examination verified the parents' claim
that their 1 1/2-year-old son's swollen eye was caused by a
mosquito bite. Therefore, the absence of agency-reported
abusive incidents provides additional support to the results

obtained from parents during the study.
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Summary

With a few exceptions, the varying sources of data
suggest that the overall treatment package did reduce the
incidence of child abuse in these families. Although the
apparent reduction in abusive behavior was a significant gain
for these families, negative parent-child interactions
continued to be observed toward the termination of treatment
for subjects 1 (Negative Parent Statements, Figure 10) and 3
(Negative Physical Contacts, Figure 4). Also, as stated
above, positive parent statements did not increase for any of
the participant's during the treatment components or follow-

up sessions.

Comparison of Treatment Components

The second question to be addressed is whether specific
treatments had differential effects upon abusive behavior.
The data presented in Table 11 allow for a gross comparison
of the effectiveness of each treatment phase. The average
frequency of abusive behavior recorded during each treatment
phase is compared to the frequency before the initiation of
treatment. These data are presented to indicate whether the
frequency of abuse increased, decreased, remained the same,
or could not be decreased further due to a floor effect. As
shown in Table 11, each treatment phase was associated with
reductions of self-reported abuse for at least some of the
parents. A comparison of summary values at the bottom of the

Table suggests that systematic desensitization, child



Table 11

iverace of Abuse—=Related Variables During Treatment Components

Compared to Initial Baseline Valueg®

TREATMENT COMPONEZNTS u
(@}
Inc = Increased Frequency = ek 6 o
e g £ ~ O
Jec = Decreased Frequency ) SR o B iy
(] 2 D e —~ =
= n 0L o~ sl ]
{C = lo Change in Frequency 2 a8 8 52 S =2
Self-Reported
.egative Inc-1 Inc-0 Inc-0 Inc-0
Physical Dec—4 Dec=5 Dec-6 Dec-5
Contacts 1C=0 HC=0 C=0 HC=-1
A | self-Reported Tne-2 Inc-0 Tne-1 Inc-0
e Verbal Dec=3 Dec=5 Dec=5 Dec=6
o abuse 1C=0 NC=0 1C=0 NC=0
S
"_{2
= | .iudiotaped Inc=2 Inc=-2 Inc=2 Inc-1
2! Verbal Dec=0 Dec=0 Dec-0 Dec-0
= | abuse 1C=0 NC=0 -0 1C=0
sudiotaped
Legative Inc=2 Inc=-2 Inc-3 Inc=1
Parent Dec=2 Dec=2 Dec=2 Dec=3
State.eats HC=1 RIS 4C=0 NC=2
“nc=7 Inc~4 Inc-6 Inc=2
TUTAL Dec=9 Dec-12 DJec=-13 Dec-14
1iC-1 5iC=-1 {C=0 NC=3

*Variables for which further decreases were aot observable due to a
floor effect are not included.
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nanagement, and cognitive modification were most consistently
essociated with decreased abuse. However, examination of the
data from individual subjects, described in the next section,
shows that no single treatment was consistently effective for
¢ll parents. An example is the frequency of self-reported
regative physical contacts (see Tables 5-10). Physical
contacts were initially decreased to the lowest levels during
three different treatments: child management (Subject 1),
cognitive modification (Subjects 2, 3, and 6), and relaxation
Subject 5). The idiosyncratic response patterns are

cescribed further in the following section.

Mastery of Skills and Concepts Presented

(verview

The results indicate that all subjects showed an
improved ability to relax and were less reactive to aversive
child-related stimuli after treatment. Assessments of the
rrinciples and skills presented during the child management
end cognitive modification components of treatment indicated
that the subjects had acquired only partial competence in

these areas.

felaxation

Subject 1. For Sl1, the first phase of treatment was
r2=laxation training. Several sources of data indicate that
the parent did learn to relax. During relaxation training

essions, a reliable and significant decrease in arousal was



observed in the parent's subjective rating of tension as well
as the physiological parameter measured (Figures 13 and 14).
The difference between SUDS ratings at the beginning and end
of each session are shown in Figure 13. The difference
between the two is most pronounced during the two phases of
treatment in which techniques of relaxation were applied
(relaxation training and systematic desensitization),
suggesting that the subject's report of decreased tension was
a result of participation in relaxation training, rather than
simply the effect of interacting with the experimenter in a
training session, per se. An alternate explanation is that
this subject's large decreases in subjective tension within
sessions diminished as the novelty of treatment wore off.
This hypothesis is weakened, however, by the fact that
subjects for whom relaxation and systematic desensitization
were the final phases of treatment (e.g., subject 5) showed a
similar decrease in subjective tension only during these two
treatment components. It is also noteworthy that a decrease
between beginning and end EDR levels within sessions (Figure
14) did not occur until the third session of the first phase,
suggestihg that the ability to decrease EDR levels during the
training session emerged as a result of the training
procedures and was not present at the onset of treatment.

The data on these graphs show not only that the participant
was able to relax during individual sessions, but also that
she was able to reliably discriminate between tension and

relaxation in her subjective ratings. The reliability of
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self-report data in isolation has been shown to be
questionable (Lipinsky & Nelson, 1974). Therefore, it is
important to note the positive relationship between
physiological readings and the subjective ratings provided by
this subject. The data in Figure 15 provide additional
support that this parent was capable of discriminating
between subtle differences in tension or relaxation. This
parallel pattern between subjective and physiological data in
the laboratory lends credibility to the following subjective
data collected in the home setting. A second source of data
which indicates that subject 1 learned to relax came from the
relaxation diary completed by the parent after each home
practice session (Figure 16). The large and consistent
decrease between the beginning and ending SUDS ratings (an
average decrease of 32 points on the 100-point scale) for
subject 1 during home practice sessions is consistent with
the data observed in the laboratory during training sessions.
Further evidence of relaxation is found in Figure 17, in
which SUDS ratings are shown to have gradually decreased from
55 during the baseline period to 20 during the second follow-
up probe. Collectively, these data indicate that this
subject acquired the ability to relax.

Subject 2. Data for subject 2 also indicate that a
decrease in self-reported tension ocurred reliably during
relaxation and systematic desensitization sessions (Figure
18). As was observed in the data from subject 1, a pattern

of decreased SUDS ratings did not occur during child
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management and cognitive modification training sessions.
Electrodermal response levels also decreased during most of
the training sessions (from beginning to end of session) for
subject 2 (Figure 19). It is noted that a decrease in EDR
levels did not occur during the 4th and 5th sessions of
systematic desensitization for this subject. This pattern is
similar to that of subject 1 and is apparently related to the
presentation of stressful stimuli during the session.
According to data presented in Figure 20, SUDS ratings and
EDR levels followed a similar pattern, suggesting that the
subject could generally discriminate between tension and
relaxation. The data displayed in Figure 16 show that SUDS
ratings decrease when subject 2 practiced relaxation at home.
Based on the relaxation diary forms submitted by this parent,
he practiced relaxation on at least 25 occasions and
experienced an average of a 12 point decrease in subjective
tension on the 0 to 100 scale during these home sessions.

Subject 3. Data from subject 3 also showed a decrease
in self-reported tension during relaxation and systematic
desensitization sessions in the laboratory (Figure 21).
Electrodermal response levels showed a similar decrease
during most training sessions (Figure 22). On those
occasions when the EDR level did not decrease during a
session for subject 3 (Figure 22, sessions 2, 8, and 9), the
beginning level was relatively low. These data suggest that
this subject was able to decrease her EDR level consistently

when the level at the beginning of the session was elevated.
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For subject 3, SUDS ratings and EDR levels showed a positive
relationship during relaxation training and the stress
profiles (Figure 23). However, the two measures are not
closely related during the desensitization phase of training.
As was the case with subjects 1 and 2, we have an indication
that the self-report data provided by this participant is
fairly reliable. Subject 3 completed 14 relaxation diary
forms. During home practice sessions, her SUDS ratings
decreased an average of 30 points on the 0 to 100 scale
(Figure 16). These data suggest that subject 3 was able to
relax during home practice sessions as well as during
laboratory training sessions.

Subject 4. Because Subject 4 discontinued treatment
prior to relaxation and systematic desensitization training,
only partial results are available. The data presented in
Figure 24 indicated that her ratings of tension varied widely
and changed little within training sessions. No comparison
can be made between her subjective ratings of tension and EDR
levels during training sessions (Figure 25). However, EDR
levels measured during stress profile sessions (Figure 25)
suggest that this parent was becoming somewhat more.relaxed
with repeated stress profiles as training progressed.

Subject 5. The data presented in Figure 26 show that
subject 5 reported a decrease in tension during and across
relaxation and systematic desensitization training sessions.
The physiological data displayed in Figure 27 indicate that a

slight increase in skin temperature occurred during 8 of the
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12 training sessions. Both the self-report data and skin
temperature levels suggest that subject 5 was fairly relaxed
from the onset of relaxation training. However, an increased
ability to relax is indicated by a further decrease in SUDS
ratings as well as higher skin temperature readings during
systematic desensitization training sessions (Figure 28). As
was observed with subjects 1, 2, and 3, a positive
relationship exists between SUDS ratings and a physiological
index of stress (Figure 28). As skin temperature increased,
SUDS ratings decreased. Subject 5 completed 39 relaxation
diary forms. During these home practice sessions, SUDS
ratings decreased an average of 8.5 points on the 0 to 100
scale (Figure 16). These findings indicate that she was
capable of relaxing on her own as well as in the training
sessions.

Subject 6. The data presented in Figure 29 suggest that
subject 6 felt very relaxed during most training sessions.
Electrodermal levels decreased during 9 of the 12 training
sessions (Figure 30). However, a trend toward overall higher
EDR readings can be observed as training progressed. For
this parent, there appears to be little or no relation
between SUDS ratings and EDR levels (Figure 31). Therefore,
the validity of subsequent self-report data is uncertain.
Subject 6 completed only one relaxation diary form (Figure
16). During that home practice session, no decrease in SUDS

rating was reported.
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Systematic Desensitization

Systematic desensitization was conducted with five of
the six subjects following the completion of relaxation
training (Subject 4 did not participate in this phase of
treatment). Results indicate that the skill presented during
this phase of intervention (remaining relaxed in the presence
of stressful child stimuli from the anxiety hierarchy) was
acquired by all five of the parents. The data presented in
Figures 14, 19, 22, 27, and 30 show that physiological
readings at the end of training sessions were consistently in
the direction of relaxation compared to beginning levels,
despite presentation of stressful auditory stimuli from the
anxiety hierarchy. (The only two exceptions to this finding
were during the 13th sessions for subjects 1 and 2, [Figures
14 and 19] when ending EDR levels were higher than beginning
levels). This relaxation pattern is particularly clear
durinc the last three to four training sessions for each
subject, even though items from the upper end of the
hierarchy (rated as more stressful by the parent) were being
presernted. An average of 37 trials (range 13 to 82) were
required to proceed through each parent's 10-item anxiety
hierarchy. Subject 6 was an exce»oticn. regquiring only 3
repetitions (a total of 13 trials) during the entire
hierarchy. The low number of repetitions, along with stable
SUDS ratings and EDR levels during desensitization sessions,

suggests that the items presented in the hierarchy were not
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stressful for this parent or he did not attend to or
visualize the items as they were presented.

The data displayed in Table 12 provide an example of the
desensitization process. These data, taken from the 5th
through 8th sessions of subject 1, show that the parent
became desensitized to items in the anxiety hierarchy.

During the nine presentations of this particularly stressful
auditory stimulus (rated by the parent as 9th of the 10
hierarchy items), the subject's physiological response to the
stimulus gradually decreased. Also, the pre-stimulus EDR
level became lower as training progressed, suggesting
improvement in overall relaxation, as well as desensitization
to specific stimuli. It should be noted that other stimuli
from the anxiety hierarchy constructed for this parent
required fewer presentations (ranging from one to four
trials) than this stimulus. The ninth item is displayed
because 1t appeared to be a particularly potent one for the
parent and clearly exemplifies the desensitization process.
Subjective ratings, shown in Figures 13, 18, 21, 26, and 29,
also indicate that the parents were able to relax during
exposure to the anxiety hierarchy items. The specific effect
of systematic desensitization is most apparent when comparing
the topography of the stress profile graphs for subject 1
(Figure 32). During the post-relaxation stress profile, the
parent showed decreased arousal in comparison to the baseline
taken before treatment, but continued to react to the

audiotaped stimuli. However, no response is apparent during



Table 12

Presentationg of an Itenm of the Anxiety Hierarchy

ti

and EDR

0

Subj

t

B

re and After

Hierarchy Item #9

SUDS Rating EDR Level
Session #| Trial #
Pre Post Pre Post
1 10 15 9.5 16.0
5
2 10 20 9.3 16.6
3 10 10 9.0 9.0
4 10 30 6.0 8.0
6 5 10 40 6.6 89
6 0 5 6.5 6.8
7 10 10 6.4 7.9
7
8 5 10 6.1 6.2
8 9 10 10 5.4 54
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the post-child management stress profile. 1In fact, the
parent responded with lower EDR levels during the audiotape
presentation than during the initial and final baselines
within the session. It is unfortunate that data from the
post-desensitization stress profile for sﬁbject 1 are
missing. (Although data from the stress profile were
recorded, the data sheet was misplaced and was lost).
However, results of subjects 2, 3, 4, and 5 (Figures 33-37)
confirm that desensitization to child-related stimuli
occurred following the systematic desensitization phase of
treatment. The effect of desensitization training on subject
6 is less apparent based on the stress profile data (Figure
37). It should be noted that during the post-desensitization
stress profile for this subject, the EDR level decreased
steadily during the audiotape until the 12th minute when he
shifted physical positions and complained of "boredom" with
the procedure. Thereafter, the EDR level increased
gradually, suggesting that variations in the physiological
parameter were not related to stress created by the

audiotape, per se.

Child Management

Child management is the third treatment component to be
examined. Three methods were used to assess the subjects'
understanding and application of child management skills
(Table 13). First, during the final session of this
component, a verbal review was conducted in which the parent

responded to 14 selected questions about child-rearing
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Table 13

Assessnent of Knowledge and Skills Presented During Child

anagement and Cognitive Modification Training Sessions

109

Child Management

Cognitive Modification

Correct Homework Positive Correct Homework
Responses Assignments | Parent Responses Assignments
to Post- Completed Statements to Post- Completed
Test ltems on Test Items
Audiotapes
Subject 1 36% 70% No Increase 71% 33%
Subject 2 50% 29% No Increase 100% 33%
Subject 3 86% 43% No Increase 100% 33%
Subject 4 46 7o 50% | No Increase 4% L1%
Subject 5 93% 57% No Increase 71% 67%
15% 28% No Increase 71% 33%

Subject 6
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tachniques. The second potential indicator of competency was
the parent's completion of the seven assigned homework tasks
le=tween training sessions. The third (and perhaps most
t211ing) indicator of the parent's ability to apply child
mnagement skills was the frequency with which positive
rrinforcement was used when interacting with the child. By
©ding the positive parent statements from the biweekly
audiotapes, a direct assessment of the parent's use of this
inportant child management technique was possible for a
©lected time sample. The data show that positive parent
statements did not increase for any parent during the child

mnagement component (Figure 10).

(Ognitive Modification

Assessment of the parents' ability to apply cognitive
mdification techniques was conducted by presenting two
lypothetical parent-child conflict situations during the
final training session. For each scenario, the parent
rsponded verbally to each of the seven items in the problem-
olving strategy format (Appendix E), which included
identification of irrational beliefs and production of
opropriate alternate self-statements. As shown in Table 13,
sibjects 2 and 3 provided correct responses to all items.
Sibjects 1, 4, 5, and 6 demonstrated partial cognitive
mstery of the concepts and skills presented during this
rnase of treatment. All subjects completed a portion of the

three cognitive modification homework assignments.
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Generalization and Maintenance of Skills

The final questions to be addressed are whether the

parents maintained and generalized the ability to relax.

Generalization

Generalization of the relaxation skill from the
laboratory to the home is apparent in the SUDS ratings from
home practice sessions (Figure 16) for subjects 1 through 5.
For subject 6, however, the ability to relax during home
practice sessions is doubtful, based upon the one practice
session reported by this parent. For most of the subjects,
it is not clear if the skill generalized from training
sessions to selected high-stress periods in the home (the 30-
minute target periods). Figure 38 shows conflicting results
for subject 1. EDR levels during home monitoring sessions
(conducted during the targeted high-stress periods) actually
increased between the baseline period and the relaxation
phase, while SUDS ratings (taken simultaneously with EDR
readings) decreased. Also, during follow-up probes, EDR
levels increased while SUDS ratings decreased. For Subject
1, the trend towards decreased SUDS ratings suggest that she
reported being more relaxed during high stress periods at
home as treatment progressed, although EDR levels measured
during follow-up probes do not support this trend.
Conflicting data are also apparent for subject 2 (Figure 39).
EDR data indicate that a temporary decrease in tension

occurred during relaxation training, although SUDS ratings
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showed an increase during this phase in comparison to the
baseline. During subsequent training phases, neither the
subjective nor the physiological data collected during home
monitoring sessions showed a substantial change relative to
baseline values. A similar lack of evidence for
generalization is observed in home monitoring data of
subjects 3 and 4 (Figures 40 and 41). 1In fact, EDR levels
indicate a trend toward increased tension as training
progressed. Data from subjects 5 and 6, however, suggest
that the effects of relaxation and desensitization
generalized to the targeted high-stress periods. The skin
temperature of subject 5 (Figure 42) during home monitoring
sessions shows a general upward trend. Corresponding SUDS
ratings indicate decreased tension in comparison to baseline
values. A partial generalization of training effect is also
suggested in the data for subject 6 (Figure 43). EDR levels
measured during the stressful period appear to have
stabilized during the relaxation training phase, although the
fluctuation of EDR levels resumes upon the initiation of
systematic desensitization training. It is noteworthy that
all training sessions for subjects 5 and 6 took place in
their home rather than the laboratory. In summary, for
subjects 1, 2, and 3 it seems most appropriate to conclude
that the relaxation skill learned by these parents in the
laboratory transferred to the home during periods when the
parent practiced the skill, but did not transfer reliably to

high-stress periods when the children were present. For
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high-stress periods when the children were present. For
subjects 5 and 6, with whom training sessions were conducted
in their home, training effects appeared to have generalized

more readily to high-stress periods.

Maintenance

In response to the question of maintenance of the
relaxation skill, a similar mixed pattern is apparent. The
majority of physiological data from the stress profiles
(Figures 44-49), suggest maintenance of the ability to relax.
For example, the single physiological parameter monitored
during relaxation and systematic desensitization training
showed a decreased level of tension (i.e., decreased EDR for
subjects 1, 2, 3, 4, and 6 and increased ST for subject 5)
during the final stress profile compared to the initial
stress profile. Data from other parameters measured during
stress profiles (e.g., EMG and HR) yielded mixed patterns,
but generally indicated that subjects maintained their
ability to relax. For example, the EMG level during the
final stress profile was lower than the EMG levels measured
during the first stress profile session for four subjects
(Figures 44, 45, 47, and 48) and showed no change for two
subjects (Figures 46 and 49). Also, skin temperature was
maintained or showed a gradual increase by the final session
for all six subjects, suggesting greater relaxation. The
heart rate, on the other hand, showed more variation. This
parameter eventually increased for three subjects (Figures

46, 48, and 49), suggesting greater tension. Also, subject 5
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[Figure 48) showed a considerable increase in EDR levels
during the final stress profile session. Despite these
exceptions, however, the majority of physiological data
indicate that subjects were able to relax to a greater degree
during the final stress profile session compared to the
initial session.

Subjective ratings of discomfort revealed mixed results.
For subjects 1, 5, and 6, the summary of SUDS ratings (Figure
17, 50, and 51) indicates that the decreased level of
subjective tension observed between the baseline phase and
relaxation component was maintained throughout the remainder
of treatment. However, for subjects 2, 3, and 4 no overall
decrease in SUDS ratings is apparent (Figures 52, 53, and
54). Finally, physiological data from home monitoring
sessions showed varied results. Data collected from subjects
1, 3, and 6 during the targeted high-stress periods at home
(Figures 38, 40, and 43) show an increase in EDR levels in
the follow-up probes. Again, it appears that the relaxation
skill acquired by subjects 1, 2, 3, and 6 during the
relaxation treatment phase was maintained when subjects made
an attempt to apply the skill (e.g., during stress profiles).
However, the ability to relax during high-stress periods at
home was only partially evident. Subject 5 appeared to have
the most success maintaining the relaxation skill after the

termination of treatment.
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MMPI Profiles

The Minnesota Multiphasic Personality Inventory was
administered to Subjects 1, 2, 3, 5, and 6 after completion
of treatment. Subject 4 moved before the completion of
training and did not complete the MMPI. Interpretation of

results was based on A Handbook of MMPI Personality Types

(Caldwell & O'Hare, no date) and MMPI Interpretation Manual

for Counselors and Clinicians, 2nd edition (Duckworth, 1979).

Standard scores and profiles for the five subjects are
presented in Figures 55-59. The validity scales indicate
that the results are valid for all five subjects.

For subject 1 (Figure 55), the unusually high F scale
suggests that éhis parent exhibits social nonconformity
and/or personalized interpretations of the test items.
According to Caldwell and O'Hare (n.d.), clients with the 9-
8-4 pattern have been characterized by episodes in which they
are demanding, hostile, confused, talkative, and high-strung.
This profile is frequently associated with an identity
crisis, which often includes some sort of sexual crisis.
These clients tend to show intense overreaction to normal
rejection, and often show conflicts around aggressiveness and
assertiveness related to sexuality. A heightened
susceptibility to drugs and alcohol is commonly seen.
According to Duckworth (1979), among women, this pattern is

characterized by delusional thinking, ruminations, anxiety,

and agitation. Based on results of the MMPI, criteria

presented in the Diagnostic and Statistical Manual of Mental
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Disorders, 3rd edition (American Psychiatric Association,
1980), and from subjective clinical impressions, a tentative
diagnosis of Borderline Personality Disorder with Histrionic
Features appears to be appropriate.

Subject 2 (Figure 56) presents as a strongly
conscientious individual prone to internal affective pressure
(Duckworth, 1979). According to Caldwell and O'Hare (n.d.),
the internal tension may manifest behaviorally as
nervousness, agitation, irritability, and abruptly changeable
moods depending on external situations. Occasional temper
outbursts may occur due to a sense of being blocked or
thwarted. Dysphoria may be a common mood for this parent.
The clinical impressions of the researcher are that this
gentleman is of above average intelligence, is emotionally
constricted, and exhibits obsessive-compulsive tendencies,
although no clinical diagnosis is appropriate.

None of the standard scores of subject 3 were elevated
above 60 (Figure 57). This profile indicates a general
conformity to expected social standards (Duckworth, 1979).
An interest in traditional feminine and domestic pursuits is
indicated. The profile also suggests passivity and a
restricted range of emotionality. Subjective impressions of
the researcher are that this female is of average
intelligence and is mildly depressed. She appears to place
great importance on conforming to community standards and

frequently complained of being less organized that she should
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have been. No clinical diagnosis is warranted, although she
exhibits some tendencies of a dependent personality disorder.

Subject 4 could not be located following her termination
from treatment. Therefore, no MMPI data was collected from
this parent.

Subject 5 (Figure 58) presents as a naive,
unsophisticated individual who is feeling bad (Duckworth,
1979). It is likely that she obsesses about conflicts in her
life. Denial may be a common coping mechanism for her.
According to Caldwell and O'Hare (n.d.), such an individual
is likely to be overcommitted to multiple activities,
inefficient at the tasks, and would not finish what she
started. She appears to be experiencing mild depression
related to current situational stressors. Also, 1t 1is
probable that a person with this profile strongly identifies
with the prescribed feminine role and exhibits passivity,
submissiveness, and emotional constriction. According to
Duckworth (1979), such an individual may exhibit a good-
humored appearance, but on occasion can become irritable with
outbursts of temper. Combined impressions from the MMPI
profile ana interactions during training sessions suggest
that this parent exhibits aspects of a dependent personality
disorder, although a diagnosis according to DSM III criteria
is not warranted.

The profile (4-9-8) of subject 6 (Figure 59) is
frequently associated with highly aggressive males (Caldwell

& C'Hare, n.d.). Terms describing individuals exhibiting
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this MMPI profile include egocentric, immature, impulsive,
childish, and demanding. There is often a history of
assaultive behavior. Tension often results in an immediate
discharge through aggressive or destructive reactions.

Family conflict is likely. Frequently, these individuals do
not learn quickly from punishment or social disapproval.
Based on the MMPI results, the parent's history of
interpersonal maladjustment and frequent job changes, and
observations during training sessions, a working diagnosis of
Borderline Personality Disorder with antisocial features is
suggested;

When comparing the MMPI data with other forms of data
(self-report, physiological, and audiotape), one relation
becomes apparent. Subjects 1 and 6 were the only parents
with scores on scale 4 (Psychopathic Deviate) above 70.

These subjects also were the two parents who made verbally
abusive statements to their children on the audiotapes

(Figure 9).



141
CHAPTER V

DISCUSSION

In this chapter, general findings are discussed, followed by a
discussion of treatment effects for each subject. Threats to internal
and external validity are then presented. The chapter is concluded

with recommendations for future studies.

Summary of Findings

Results indicate that the overall treatment package reduced self-
reported abusive behavior for all six subjects. Self-reported
frequency of negative physical contacts decreased for all subjects
(Figures 2-7), self-reported frequency of verbal abuse declined for
five of the six parents (Figure 8), and audiotaped negative parent
statements showed a decrease for four of the participants (Figure 10).
Of the two parents who exhibited verbal abuse on audiotapes, the rate
was decreased for one of them (Figure 9). Collectively, these
encouraging findings are congruent with the results of other
researchers who have applied a treatment package to abusive parents
(e.g., Denicola & Sandler, 1980; Egan, 1983).

Although abusive behavior was decreased, audiotaped positive
statements made by both the parents (Figure 10) and the children
(Figure 11) remained at an extremely low level for all participants.
These results are similar to other studies (e.g., Barth et al, 1983;
Nomellini & Katz, 1983) in which parent coping strategies (e.g., stress
management, anger control) were the exclusive focus of treatment (no

child management training was involved). However, most studies in which



142
child management training was employed have shown at least a moderate
increase in positive parent statements (e.g., Sandler et al, 1978;
Egan, 1983; Denicola & Sandler, 1980). The continued low rate of
positive parent statements in the present study suggest that revisions
in the child management component are needed. The low child management
post-test scores and lack of completion of homework assignments (Table
13) are convincing evidence that the parent training approach should be
based upon skill mastery rather than the completion of a circumscribed
number of lessons. This point is discussed in greater detail later in
the chapter.

Components of the treatment package varied in their effectiveness
for each parent (as shown in Table 11). The more effective treatments
(as evidenced by decreased frequency of self-reported verbal abuse and
negative physical contacts) across subjects were as follows: Subject
1: systematic desensitization; Subject 2: systematic desensitization,
cognitive modification; Subject 3: relaxation, systematic
desensitization, cognitive modification; Subject 4: child management
and cognitive modification; Subject 5: child management; Subject 6:
cognitive modification. Possible explanations for the idiosyncratic
effects of the treatment are discussed in the individual analysis
section below. These results, however, support the contention of
researchers who have arqued for a comprehensive treatment approach that
addresses the multivariate nature of child abuse (e.g., Belsky, 1980;
Lutzker et al, 1983; Wolfe, 1985). Also, the fact that training in
relaxation, desensitization, and cognitive modification was associated
with reduced abusive behavior is supportive of authors such as Wolfe

(1985) and Koverola et al (1984) who advocate training of self-control
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skills for abusive parents. Additionally, the present results suggest
that systematic desensitization can be an effective treatment mode for
child abusers, and warrants further study. The variability across

subjects of treatment effects underscores the importance of developing
treatment packages tailored to the unique needs of each abusive parent.
An assessment procedure for designing individualized treatment programs

is presented later.

Discussion of Individual Results

Subject 1

This parent was a divorced mother with an ll-year-old son living
in the home. The results for this subject provide some evidence that
there were differential effects among the treatment components (refer
to Table 5). Results suggest that the most substantial decreases in
verbal and physical abuse occurred during the systematic
desensitization phase of treatment. Parental attitude toward the child
became more positive during this time (Figure 12). Also, EDR levels in
the home dropped significantly during the systematic desensitization
phase compared to the home EDR levels measured during the relaxation
training phase (Figure 38). These results suggest that systematic
desensitization was a very effective intervention fér this subject. It
is noteworthy that this parent showed a strong physiological response
to the audiotaped child stimuli during the initial stress profile
session (Figure 32). These data are consistent with the results of
previous studies (e.g., Donovan et al., 1978; Frodi et al., 1978; Wolfe
et al., 1983) in which abusive subjects showed higher physiological

responses to child-related stimuli than non-abusive subjects. The
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apparent effectiveness of systematic desensitization training for this
subject raises the possibility that parents showing significant
physiological reactivity may benefit from this specific form of
intervention. This hypothesis is further discussed léter in this
chapter.

Data collected during the relaxation training component reveal
contradictory results. Some data indicate a reduction in tension
occurred during this phase. For example, the summary value of SUDS
ratings shows a decrease in subjective tension compared to baseline
levels (Figure 17). EDR readings during the post-relaxation training
stress profile suggest less reactivity to child-related stimuli (Figure
32). Also, parental attitude toward the child moved in a more positive
direction (Figure 12). However, other data suggest that family
relations deteriorated during the relaxation training phase. Self-
reported verbal and physical abuse both increased (Figures 8 and 2),
parent and child negative statements occurred more often (Figures 10
and 11), and EDR levels in the home increased compared to baseline
levels (Figure 38). Three possible explanations for these unexpected
results are offered. First, the parent was confronted with three
specific stressors during this phase of treatment: hospitalization for
surgery, legal proceedings in another state regarding custody of her
daughter, and Christmas. These extraneous variables may have
contributed to the apparent difficulties in the parent's interactions
with her son. Second, baseline levels of abuse may have been lower
than normal due to the parent's reactivity to the novelty of the
research procedures. The placement of an audiotape recorder in the

home during high-stress periods could easily have created a temporary
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improvement in family interaction patterns. More negative interactions
may have gradually re-emerged as the treatment procedures became
routine, creating the impression in the data that relaxation training
actually increased abusive behavior. A third possible reason for the
apparent increase in parent-child conflict is that this parent's
control of angry outbursts was decreased due to an unstressing process
when she became more relaxed, resulting in increased abuse. Obviously,
these explanations are speculative. A better understanding of parental
reactivity could be gained by increasing the length of the baseline and
by examining the data from other subjects who had different lengths of
baseline and a different sequence of treatment components.

It is difficult to ascertain the specific effects of child
management and cognitive modification training for this subject. The
frequency of verbal and physical abuse was already at low levels when
these components were applied, making it difficult to detect the
treatment effects due to a floor effect. Some data, however, suggest
that these treatment components were beneficial. Low levels of verbal
and physical abuse were maintained during these training phases
(Figures 8 and 2). A continued decrease in SUDS ratings indicates that
the parent was progressively more relaxed during the third and fourth
components (Figure 17), even though relaxation training had been
discontinued and the parent reported that she was practicing relaxation
at home only sporadically. Also, EDR levels obtained during stress
profiles after completion of child management and cognitive
modification revealed decreased reactivity to the audiotaped stimuli
(Figure 32). Furthermore, EDR levels measured in the home were

maintained at levels observed during the systematic desensitization
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phase (Figure 38). Therefore, physiological and self-report data

indicate that treatment gains realized in previous treatment phases
were maintained and, in some cases, slightly improved (e.g., parental
attitude toward the child) during the child management and cognitive
modification components. One area in which child management and
cognitive modification showed little effect was the composition of
family interactions. Positive statements (e.g., praise) were rarely
observed (Figure 10). This observation is similar to the findings of
other researchers (e.g., Bousha & Twentyman, 1984) in which the
interactions of abusive parents have been characterized by a lack of
positive statements. A change in this variable would be expected
during child management training, with the emphasis upon the use of
positive reinforcement. As was reported earlier, assessment of this
subject's competency revealed inadequate mastery of child management
principles and skills. The reason for the lack of competency may have
been due to an inadequate instructional format or to low parent
motivation. This subject stated that she was "already familiar" with
child management techniques and was of the opinion that she was not in
need of training in that area. Motivation-enhancing tactics (e.g.,
providing reinforcers to the parent for increasing the frequency of
positive statements) or more direct training techniques (e.g., repeated
role-playing of praising the child) may be appropriate for similar
parents in future treatment programs.

In summary, comparison of the effectiveness of the four treatment
components suggest that a significant reduction in abusive behavior
occurred during the systematic desensitization phase. The effect of

relaxation training was mixed, with improvements in some areas (e.g.,
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apility to relax, more positive attitude toward the child) but apparent
deterioration of parent-child relations (e.g., more verbal and physical
abuse) . Extraneous variables were identified which may have corfounded
the results during this phase of treatment. The effect of the child
management component was difficult to discern for two reasons. First,
the parent did not attain adequate competency in child management
skills. Second, the abuse rate was very low at the beginning of this
treatment phase, so treatment effects could not be observed due to a
floor effect. Parent—-child interactions did not improve during this
phase of treatment. However, treatment gains from previous components
were maintained during child management training. Finally, the effect
of the cognitive modification component was also difficult to detect
due to the low frequency of abusive behavior. As in the child
managemrent phase, however, previously observed treatment effects were
maintained (e.g., absence of verbal and physical abuse) and/or
augmented (e.g., decreased SUDS ratings, more positive attitude toward
the child, lower EDR during stress profile sessions). Further analysis
of differential treatment effects will require a comparison with data
from other subjects in the study.

In light of the predominance of negative interactions and
uncertainty regarding maintenance of skills acquired during treatment,
this parent must still be considered "at risk" for child abuse.
Periodic booster sessions were recommended, although follow-throuch on
this recommendation did not occur because the family moved out of the

state.
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Subject 2
The second subject was a 36-year—old married father of five

children. He presented as a rather tense individual of above average
intelligence. Two treatment components appeared to be most effective
for this subject: systematic desensitization and cognitive
modification. A number of positive changes in the data corresponded
with his participation in these two phases of treatment. Self-reported
negative physical contacts decreased with the initiation of
desensitization training, partially re-emerged during child management,
and decreased again during cognitive modification training (Figure 3).
In fact, during desensitization training, no spanking was reported and
the more severe forms of discipline (hitting and slapping) were absent
for the remainder of the treatment program. Self-reported verbal abuse
also showed a decreased rate during both desensitization and cognitive
modification training (Figure 8). These improvements in self-report
data were consistent with changes in physiological data. EDR levels
showed a progressive decline from the beginning of relaxation training
to the end of desensitization training sessions (Figure 20). The
topography of physiological responses to child stimuli during stress
profiles show that no EDR reaction occurred during the post-
desensitization and post-cognitive modification sessions (Figure 33).
Data from the audiotaped parent-child interactions indicates that
negative parent stétements decreased to zero during relaxation training
(Figure 10). Due to the subsequent absence of negative parent
statements and lack of abusive statements (Figure 9), the effects of
the other training components on parent statements is not possible,

although the continued absence of negative parent statements suggests



149

that none of the treatment components exacerbated negative or abusive
statements. An interesting finding is the high rate of negative child
statements (Figure 11). The data indicate that such statements
increased dramatically when the parent started relaxation training.
However, a confounding factor may explain this change in child
behavior. The mother of this family (subject 3) was absent from the
home during the baseline period of the father, subject 2. Her return
to the home coincided with the initiation of relaxation training for
subject 2. It is possible, then, that the whining and crying recorded
on many of the audiotapes were a function of the mother's presence
rather than the father's participation in relaxation training. The
rate of negative child statements showed a decrease during
desensitization training.

Three observations may help explain why desensitization and
cognitive modification appeared to be effective for this parent.
First, data from interviews, the initial stress profile, and MMPI
profile suggest that this subject was a tense person who responded
physiologically to stressful situations. Desensitization may have
helped him to remain more relaxed when presented with negative child
behaviors. Second, cognitive modification, with the emphasis upon
correcting irrational thoughts, appears to have been a good match with
his above-average intelligence and his employment as a computer
analyst. Third, post-training assessments showed that he had only
partial mastery of child management skills (Table 13). Therefore, the
differential effects of treatment components may have been a function
of this parent's competency with each component, rather than the

~content and skills of each component, per se. Although negative parent
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statements and physical contacts were at low levels at the end of
treatment, the continued high rate of negative child statements
increases the chance that abuse could re-emerge. It was recommended to
this subject that further child management training be pursued. Also,
continued practice with cognitive techniques may have precluded his
letting negative child statements affect him, thereby enabling him to

make better use of behavioral management methods with his children.

Subject 3

This woman was a soft-spoken, 36-year-old housewife and mother of
five children. She frequently complained of being disorganized and
harried. Her desire to conform to stereotyped social standards of
being a successful parent and competent homemaker was apparent by her
statements during training sessions and her MMPI responses.
Observations of research assistants in the home suggested that she was
very permissive with her children, and arranged her schedule to meet
their needs.

Results indicate that relaxation, desensitization, and cognitive
modification were associated with decreased negative parent-child
interactions. Self-reported negative physical contacts decreased
gradually during relaxation training, were eventually eliminated during
the second half of desensitization training, returned during child
management training, and again returned to a zero level during
cognitive modification (Figure 4). The quality of negative physical
contacts also became less severe with the onset of relaxation training.
Self-reported verbal abuse remained at high levels and showed only
slight changes across treatments (Figure 8). However, mild to moderate

decreases occurred during desensitization and cognitive modification
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training. Audiotaped data, on the other hand, indicated an absence of
abuse and a low level of negative parent statements (Figures 9 and 10).
This discrepancy between parent self-report and audiotaped data
suggests 1) the parent had a more sensitive standard of verbal abuse
than the definitions used during audiotape coding, or 2) the parent
behaved differently when her statements were being audiotaped. That
is, she may have been less abusive when the tape recorder was turned
on. This possibility is strengthened by the high value she placed on
social conformity, as evidence by her MMPI profile and statements
during training sessions. Therefore, the self-report data may be a
more accurate representation of the actual occurrence of verbal abuse
than audiotaped interactions. A third form of data, EDR levels, again
indicates that relaxation, desensitization, and cognitive modification
were the more effective treatment components. EDR levels measured at
home were the lowest during the desensitization phase (Figure 40).
Reactivity to child stimuli, as measured by EDR levels during stress
profile sessions, was distinctly absent during post-relaxation, post-
desensitization, and post-cognitive modification sessions (Figure 34).

As was observed with subject 2, child management was not
associated with improved parent behavior. Yet this parent demonstrated
cognitive mastery of the principles presented during child management
training (Table 13). This inconsistency suggests that the parent did
not apply (or did not know how to apply) the knowledge she learned
during training. Observations of the research assistant during home
monitoring sessions confirmed that the parent continued to be overly
permissive and had difficulty enforcing household rules.

In summary, subject 3 appeared to benefit from three of the four
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treatment components. It is speculated that positive effects
associated with relaxation and desensitization training were related to
decreased physiological reactivity in the presence of child stimuli.
The apparent success of the cognitive modification treatment may be
related to the unrealistically stringent standards this subject strived
to attain regarding her role as a mother. She responded in a positive
manner to alternate self-statements designed to increase the
flexibility of her expectations. Child management was not effective
with this parent, apparently because of her inability or unwillingness
to apply the knowledge presented during training. As with subject 2,
she was encouraged to improve her child management skills. This couple
(subjects 2 and 3) indicated they were going to join a parent training
group in their neighborhood following completion of the present
treatment project. As of the second follow-up probe, however, they had

not yet joined a parenting group.

Subject 4

This 27-year-old woman completed only two of the four treatment
components because she moved out of the area. Self-reported negative
physical contacts (Figure 5) and verbal abuse (Figure 8) decreased
during both child management and cognitive modification training.
Audiotaped parent-child interactions showed that negative parent
statements (Figure 10) and negative child statements (Figure 11)
decreased during cognitive modification training. No verbal abuse was
recorded on the audiotapes submitted by this parent (Figure 9).

According to subjective ratings of tension (Figure 52), this
subject did not feel more relaxed at the termination of treatment

compared to beginning levels, although some decrease of tension was
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noted during the final four sessions of child management training
(Figure 24). Similarly, increased relaxation was not observed within
training sessions (Figure 24) or across home monitoring sessions
(Figure 41). In addition, EDR levels measured during home monitoring
sessions (Figure 41) showed wide variability with no trend toward
greater relaxation. Collectively, these results suggest that the
parent did not become more relaxed as treatment progressed. These
findings are not unexpected because the subject did not participate in
relaxation or desensitization training. The highly elevated EDR levels
during home monitoring sessions (Figure 41) suggest that this parent
was experiencing considerable stress. These data are consistent with
the findings of previous studies in which abusive parents were found to
be under greater stress (Justice & Duncan, 1976) and to respond to
stimuli with greater physiological tension (Frodi et al, 1978; Wolfe et
al, 1983) than nonabusive parents. It is interesting to note that
overall EDR levels during stress profiles (Figure 35) were lower with
each subsequent session. However, readings during presentation of the
audiotape were much more varied following child management training.
This finding suggests that the parent was more sensitized to
verbalizations of her children after the child management component, a
pattern similar to that of the other subjects. Based on the results of
the other parents, it is speculated that participation in relaxation
and systematic desensitization would have reduced the reactivity

evident in her stress profiles.

Subject 5
This parent was a 28-year-old housewife and mother of three

children. Based on her self-report of negative physical contacts,
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child management appeared to be an effective treatment component for
reducing abuse (Figure 6). The effectiveness of child management
training for this parent is similar with the majority of studies cited
by Isaacs (1982) in which parent training reduced abusive behavior
(e.g., Crozier & Katz, 1979). For subject 5, negative physical
contacts, particularly hitting and slapping, decreased substantially
mid-way through this phase of treatment. During the next three
treatment phases, negative physical contacts re-emerged, although on an
infrequent basis and at a rate below the baseline level. Self-reported
verbal abuse showed low rates throughout treatment (Figure 8), making
it impossible to detect differential treatment effects. A similarly
low rate of audiotaped verbal abuse as well as negative parent
statements is observed (Figures 9 and 10), although a slight increase
in audiotaped negative statements is shown for this parent during
desensitization training. There is no clear explanation for the
increase in negative child statements during the relaxation and
desensitization components (Figure 11). It is noteworthy, however,
that a corresponding increase was not observed in negative parent
statements (Figure 10) or verbal abuse (Figure 8). This encouraging
finding suggests that the parent did not become abusive during periods
of increased aversive child behavior. Other self-report data show that
child management training was associated with an improved parent
attitude toward the children (Figure 12) and decreased subjective
tension (Figure 53).

In the case of subject 5, then, we find a different pattern of
dependent variable values than was observed with subjects 1, 2, and 3.

Four factors may help explain this difference. First, this parent
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showed the highest level of cognitive mastery of the child management
principles compared to the other parents (Table 13). Second, this
parent applied selected aspects of the child management training (e.g.,
time-out procedures and charting techniques) even after the completion
of child management training, as evidenced by her verbal reports during
subsequent training sessions. Third, this subject was relatively
relaxed from the onset of training (e.g., low SUDS ratings and ST well
above 90 degrees). Also, she did not show a notable physiological
response to the audiotaped child stimuli on her initial stress profile.
Therefore, it would follow that stress management training would have a
limited effect. Finally, clinical observations and the MMPI profile
suggest that this parent copes in a passive-dependent style. At the
onset of treatment, for example, she frequently complained of her
inability to clean her house or to induce compliance among her
children. The provision of specific child management techniques was
necessary so she would not rely on increasingly punitive discipline
methods to control her children. Follow-up child management training
was suggested to this parent. She and her husband (subject 6) later

re-joined an ongoing Parent's Anonymous group.

Subject 6

The final subject was a 27-year-old father of three children. As
described in the previous chapter, the validity of this subject's self-
report data is doubtful, based upon the lack of correspondence between
SUDS ratings and EDR levels as well as the discrepancy between self-
reported verbal abuse and audiotaped abuse. Despite these limitations,
various sources of data indicate that the cognitive modification

component was consistently associated with decreased abusive behavior
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for this parent. This finding is consistent with other researchers
(e.g., Nomellini & Katz, 1983; Novaco, 1976) who have applied cognitive
techniques to control anger and impulsive behavior. Self-reported
negative physical contacts and verbal abuse are absent during this
phase (Figure 7), and audiotaped verbal abuse shows a decline in
frequency (Figure 9) during this treatment phase. Also, EDR levels
measured at home were lowest during cognitive modification training
(Figure 43).

It is unclear why cognitive modification appeared to be the most
effective treatment component for this subject. The key element for
success with this client was motivating him to participate in the
training sessions. His continued involvement in the treatment was
largely due to the frequent encouragement of his wife and the
experimenter, and, indirectly, a desire to avoid involvement with DFS.
He complained of boredom during all treatment components except the
four sessions of cognitive modification. His interest in this
particular phase of treatment may have resulted from the experimenter's
focused effort to alternately challenge the parent, then praise his
contributions, regardless of their merit. A second possible reason for
this subject's responsiveness to cognitive modification training is
that he recognized the potential utility of these methods in his
workplace where he frequently was in conflict with his supervisor. The
nature of these two hypotheses suggest that this subject was highly
egocentric in his interactions with others, an observation supported by
his MMPI profile and other clinical observations. For example, he was
observed by the research assistant on different occasions to continue

watching television, ignoring his wife's appeals to decrease the volume



157

while she read books to the children. This subject verbally rejected
the potential benefits of child management and relaxation training from
the beginning of treatment, stating that he had sufficient skills in
both areas. The failure of systematic desensitization to decrease
either EDR levels (Figure 31) or abusive behavior (Figure 9) may be
related to the absence of physiological reactivity shown during stress
profiles (Figure 37) or during desensitization training sessions. This
individual appeared to "tune out" auditory stimuli, including loud
audiotaped yelling of his children. During the post-cognitive
modification stress profile session, his EDR level (14 micromhos)
remained constant despite the fact that he fell asleep midway through
the session (Figure 37). These observations indicate that
physiological indices were largely unaffected by immediate
environmental events or, alternately, that stress was so high that the
impact of treatment was lessened.

In summary, the benefit of cognitive modification training for
this subject seems to have been related to three factors. First,
specific efforts were made to increase the subject's level of
motivation during this training phase. Second, his participation in
other treatment components was minimal. Third, the lack of
physiological reactivity to environmental stimuli made him a poor

candidate for desensitization.

Generalization of Treatment Effects

As indicated in the previous chapter, skills learned in the
laboratory setting transferred to the home setting more readily for

some parents than others. In Figures 38-43, the physiological indices
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of stress (EDR or ST) measured at home in the presence of children
showed a gradual trend toward increased relaxation for subjects 5 and 6
only. (The trend for subject 6 is apparent until the final phase of
treatment, when the EDR level increased once again). It is significant
that all training sessions for these twb subjects were conducted in
their home. This finding suggests that conducting skills training in
the home may facilitate the transfer of treatment effects to periods of
parent-child interactions. This finding is consistent with other
studies (e.g., Wolfe, Sandler, & Kaufman, 1981) in which home-based
training of abusive parents was shown to transfer to parent-child
interactions observed in the home at other times. In the present
study, efforts were made to facilitate generalization of treatment.

The relaxation diary was designed to encourage subjects to practice the
skill at home. Parents were frequently encouraged and coached to apply
the skills in the presence of their children. And homework assignments
were designed to help the parents apply training principles with their
child(ren). Despite these efforts, the majority of subjects did not
exhibit greater relaxation in the home during the stressful target
periods. Therefore, the results of subjects 5 and 6 suggest that
training in the home should be considered and is deserving of further

study.

Maintenance of Treatment Effects

Decreases in self-reported abusive behavior was maintained during
the 30- and 60-day follow-up probes for all five subjects who completed
the program. In some instances, a continued trend toward decreased

abuse was observed during the follow-up sessions (e.g., the frequency
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of verbal abuse reported by Subject 3 [Figure 8] and the frequency of
negative physical contacts reported by Subject 5 [Figure 6]).
Improvements in parental attitudes toward their children also was
maintained (Figure 12). Finally, audiotaped parent-child interactions
showed that both abusive statements (Figure 9) and negative parent
statements (Figure 10) were maintained at a lower rate than prior to
treatment, with the exception of subjects 5 and 6 who showed a slight
increase in these behaviors during the second follow-up probe. In
general, the maintenance of treatment effects is consistent with the
results reported by other investigators (e.g., Koverola et al, 1984;

Nomellini & Katz, 1983; Sandler et al, 1978).

Threats to Internal Validity

Measurement Procedures

The extensive measurement procedures alone may have been
sufficient to produce a change in parent behavior. The data collection
procedures were a form of repeated testing, a widely recognized threat
to internal validity (Cook & Campbell, 1979; Kazdin, 1982). During a
typical week, a subject completed daily self-report forms regarding
abusive behavior, audiotaped family interactions two or more times, and
participated in a 30-minute home monitoring session in which a research
assistant was present in the home. These procedures were conducted in
addition to attendance of two training sessions. One is justified in
asking whether reactivity to these procedures produced, or at least
augmented, the treatment effects. In response to this question, it is
important to note that these measurement procedures were held constant

throughout the study. Therefore, changes occurring between treatment



160
conditions could be attributed with more confidence to the intervention
itself rather than the measurement procedures. Substantial changes in
dependent variable values occurred for all subjects between conditions,
strengthening the assertion that the data variations were related to
treatment components rather than data collection procedures.

A related question is whether changes in parent behavior (e.g.,
greater relaxation) occurred as a function of the parents' gradually
becoming accustomed to the data collection procedures. The systematic
variation in the length of the initial baseline in the research design
helps to answer this question. If the parent became progressively
desensitized to the measurement procedures, one would expect to see a
gradual decrease in indices of stress and, possibly, a return of pre-
baseline abusive behavior. If this were the case, subjects with a
longer baseline would be expected to show this trend more clearly than
subjects with a shorter baseline period. Observation of the data
suggest that a moderate amount of reactivity did occur for some
subjects. A survey of the data from audiotapes shows that subjects 1
and 6 exhibited no verbal abuse during the baseline phase but that this
behavior was recorded during the first treatment phase (Figure 9).

From these data, one cannot determine if these subjects temporarily
decreased abusive behavior upon entry‘into the treatment program or if
the first treatment condition created increased abuse. This dilemma
indicates that the baseline phase should have been extended for a
longer period of time (e.g., three weeks) and until a degree of
stability was observed in the data for each subject. Although this
problem is apparent for some forms of data (e.g., audiotaped verbal

abuse), it clearly does not pose a serious threat to the majority of
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the data. For example, audiotaped parent statements (Figure 10)
suggest that 1 and 2 week baselines were adequate to establish
stability for subjects 3, 5, and 6. InAfact, an upward trend in
negative statements during the baseline period of subject 2 was
reversed with the onset of relaxation training, giving a stronger
impression that the treatment had an effect. Of the six subjects, only
one (subject 2) showed a trend toward decreased physiological tension
during the baseline condition (Figures 38-43). In summary, it does
appear that the presence of data collection procedures was responsible
for some minor variations in dependent variables. The brevity of the
initial baseline condition created difficulty in distinguishing
treatment effects from reactivity during the initial treatment
component for some subjects. This problem could be corrected by

extending the initial baseline period in future studies.

Reactivity to Measurement Procedures

A second threat to internal validity also involves the possibility
of subject reactivity to measurement procedures. During stress profile
sessions, subjects were expdsed to the same audiotape after completion
of each treatment component. Were reductions in parent responses a)
due to the effect of treatment, or b) simply a function of increased
familiarity with the experimental procedures and setting? A visual
examination of Figures 32-37 provides some insight into this question.
If repeated exposure to the procedure were the cause of decreased
response to the audiotaped stimulus, a progressive decrease in
physiological data would be expected. This is not observed in the
data, however. For example, subjects 2, 3, 4, and 5 exhibit a greater

reaction during post-child management profile sessions than during the
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initial session. This suggests that specific training components were
responsible for changes in the stress profile data rather than repeated
exposure, per se. It is speculated that child management training made
the parents more aware of their children's misbehavior, thereby

increasing their physiological reaction to the audiotaped stimulus.

Additional Threats

The propbability that other extraneous variables created parental
changes is reduced by the nature of the multiple baseline
counterbalanced research design. For example, it is inevitable that
some fluctuations in data were associated with occurrences in the
subjects' daily lives outside of treatment (history). An example of
this was the hospitalization and child custody procedures experienced
by subject 1 during relaxation training. While the influence of
history likely created some changes in parent behavior, this threat is
weakened by the fact that a decrease in abusive behavior was observed
for all six subjects. It is unlikely that all of the participants (who
underwent treatment at different times and in a different sequence)
uniformly experienced special or unique events, unrelated to treatment,
which could account for systematic reductions in abuse.

The effects of subject maturation must also be considered. In
this case, the research design, which allows for continuous measurement
of dependent variables, showed that fluctuations in parent behavior
coincided, to some degree, with the onset of treatment conditions. The
fact that rates of abusive behavior varied between treatments decreases
the likelihood that such changes were due to maturational processes,

per se.
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Other threats to internal validity (e.g., statistical regression,
selection biases, and attrition) are not factors in this study because
a group design was not used.

In summary, the foregoing threats to internal validity (repeated
testing, reactivity to measurement, history, maturation) cannot be
eliminated in any single study. These extraneous factors do not appear
to be major threats to the results, however, because the research
design varied the sequence of treatment, avoided the simultaneous
application of treatment across subjects, and allowed for the
continuous measurement of dependent variables. Replication the the
present procedures under similar and/or varied conditions will be the

ultimate test of the validity of the current results.

Threats to External Validity

Attrition

The high attrition rate of subjects was a substantial problem
which has implications for the external validity of the study and
provides insight into the difficulty of providing treatment for abusive
parents. Of the ten families that were initially interviewed, seven
entered the study and only four completed the treatment. Social
isolation, as evidenced by the unavailability of an automobile and a
telephone, was greatest for those parents not entering the study and
less apparent for those that completed the training (Table 2). These
data suggest that socially isolated families were less likely to enter
and/or complete treatment. The higher attrition rate among isolated
families is not discussed in previously published literature, although

a number of researchers have clearly linked social isolation with
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higher rates of child abuse (e.g., Starr, 1979; Wahler, 1980). The
present findings suggest that such families are also less likely to
enter and/or remain in treatment. Possible approaches to remediate
this problem (greater flexibility of treatment, ongoing assessment of
parent needs, and use of extrinsic reinforcers) are discussed below.

One possible explanation for the higher attrition rate among
isolated families is that scheduling and attendance at training
sessions were more difficult for the isolated families due to the
practical limitations of not owning a car or telephone. This
explanation is weakened, however, by the fact that isolated parents
withdrew from the study or declined to enter despite numerous visits to
their homes to schedule appointments, the provision of transportation
to attend training sessions, or the offer to conduct training sessions
in their homes.

A second plausible reason for the lower participation rate of
socially isolated families is that these families were contending with
financial, legal, and health problems which demanded more effort and
attention and precluded a choice to participate in a four-month
treatment program to remediate abusive behavior. The rationale cited
by subjects who withdrew from the study supports this notion. They
complained of experiencing excessive pressure from financial problems
(e.g., unpaid rent, unemployment), legal obligations (e.g., child
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