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Defining Child Physical Abuse 

 CPA is not a formal diagnosis/disorder (social/legal judgment based on experiences) 

 It reflects a range of behaviors that differ in behavioral topography, frequency, severity, and 

temporal stability  

 Definitions vary by  
 local standards and official definitions 

 context in which abusive behavior is being examined 

 level of empirical rigor used in crafting a definition   

 National Incidence Study (NIS-3) - child physical abuse (Sedlak) 
  present when child <18 years has experienced an injury (harm standard) or risk of an injury (endangerment standard) as a result of having 

been hit with a hand or other object or having been kicked, shaken, thrown, burned, stabbed, or choked by parent or parent-surrogate.   

 National Child Abuse and Neglect Data (NCANDS) study (different state definitions)  
  number of victims of physical acts that caused or could have caused physical injury.  

 At other end of continuum of force is corporal punishment (Straus) 

 “the use of physical force with the intention of causing a child pain, but not injury, for the purposes of correction or 

control of the child’s behavior.”   

 
Sedlak AJ, Broadhurst DD: The third national incidence study of child abuse and neglect. US Department of Health and Human Services, Washington, DC, 1996. 

Child Maltreatment 1998: Reports from the states to the National Child Abuse and Neglect Data System. U.S. Department of Health and Human Services, Washington, DC, 2000, 

Appendix B, p. 8. 

Straus MA: Beating the devil Out of Them: Corporal Punishment in American Families. Lexington Books, Lexington, MA, 1994, p. 4. 

 

 

 



Common Ground: Child Abuse & 

Child Aggression 
 

 

Child                         Abuse     Aggression 

 aggression/behavioral dysfunction x  x 

 poor social competence/skill  x  x 

 negative attributions (blame, bias) x  x 

 anger/anxiety/depression/PTSD  x  x 

 limited peer/family relationships x  x 

 neurobiological problems  x  ? 

 

 



Common Ground: Child Abuse & 

Child Aggression 
 

Parent           Abuse     Aggression 

 aggression; coercive parenting    x    x 

 limited positive parenting    x    x 

 misattributions/negative expectations   x    x 

 anger/sadness/PTSD     x    ? 

Family 

 coercion/conflict      x    x 

 social isolation, poor problem-solving   x    x 

 few psychosocial/financial resources   x    x 

 system involvement (multiple?)    x    ?  

 

 



 Understanding Context of Abuse 

Feature   Sexual   Physical  

Societal norm - act Unacceptable Permissible 

Clinical target    Anxiety  Aggression 

     Depression  Hostility 

Perpetrator  Out of home  In home 

Caregiver   Non-offending Offending 

Family   Supportive  Non-supportive 

Safety risk   Low   High (injury) 

Target   Child            Caregiver/child 
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Some Challenging Behaviors  

in Physical Abuse Cases 
 

 Disinterest    

 Abuse minimization  

 Dismissiveness 

 Challenge authority 

 Anger, hostility  

 Aggressive gestures/threats 

 



“Family Focused Interventions” 

for CPA: Common Characteristics 

 Focus on safety and “stopping the abuse” 

 Work with child and caregiver/family together 

 Teach specific skills to reduce distress and 

promote adaptive behavior 

 Scientific evaluation of outcomes in physical 

abuse cases that shows clinical benefits  

 



Evidence-Based Treatment Approaches 

 Parent-Child Interaction Therapy (PCIT) - Mark Chaffin 
(PCIT for CPA); Anthony Urquiza (PCIT) 

 

 Alternatives for Families: A Cognitive Behavioral 
Therapy (AF-CBT) - David Kolko, Elissa Brown 

 

 Combined Parent-Child Cognitive Behavioral 
Therapy (CPC-CBT) - Melissa Runyon  

 

 Multisystemic Therapy for Child Abuse and Neglect 
(MST-CAN) – Cynthia Swenson 

 

 



Parent-Child Interaction Therapy (PCIT) 

 Focus:  preschool and school age children  

 Uses 2-stage approach over 12-20 sessions  

 Phase 1: Child-Directed Interaction (CDI)-aims to restructure 
the parent-child relationship and provide child with secure 
attachment to caregiver 

 Phase 2: Parent-Directed Interaction (PDI)-aims to increase 
child behavior management skills 

 Parent is taught/coached in behavioral skills: praise, reflection, 
imitation, description, and enthusiasm (PRIDE) 

 Skills are observed/coached through one-way mirror in session 

 Parents provided with immediate feedback about progress and 
are given homework to complete 

 Skills are gradually expanded from structured implementation in 
treatment sessions to structured sessions in home to more 
unstructured situations and then to use in public situations 



Research 
 Chaffin et al (04): RCT - parent-child dyads randomized to 1 or 3 

groups (PCIT, PCIT with individualized enhanced services, or 
treatment as usual via standard community-based parenting groups) 

 PCIT reduced rates of re-abuse (vs. standard community group) 

 PCIT conditions associated with fewer negative parent behaviors 

 All conditions helped to increase positive parent behaviors 

 Additional services did not improve efficacy of PCIT 

 Timmer et al. (05) -- PCIT with maltreated children (pre-post) 

 Reduced problem behavior, increased compliance  

 Chaffin et al. (11):  RCT:  2 Orientations x 2 Treatment conditions 

 Self motivation and PCIT: most reduction in child welfare reports 

 PCIT has extensive support for efficacy with child behavior problems 
in young children (see Eyberg et al., 2008) 

 Decrease behavior problems, increase parent skill and decrease 
parent stress, high satisfaction, maintenance of gains (6 yrs.) 

 



Alternatives for Families:  

A Cognitive Behavioral Therapy (AF-CBT) 

 Focus:  Conflict & coercion (verbal/physical aggression 
and abuse, family conflict) in school-age (5-17 yrs.) 

 Parameters:  17 topics in 3 phases (abuse specific and 
general skills) 

 Format:  Caregiver & child meet individually or jointly    

 Phases: Engagement, Individual Skill Building, Family 
Applications 

 Skills:  Engagement strategies, psychoeducation about 
force, affect regulation (anger/anxiety), cognitive 
restructuring, positive parenting and non-physical 
punishment skills, social skills, abuse clarification, 
imaginal exposure, family communication & problem 
solving skills 

 



Research  
 Kolko (96):  RCT:  IND-CBT vs. FAM TX (vs. Usual Care) 

 IND-CBT & FAM TX:  gains in abuse risk, use of physical force, 
parental aggression, child behavior problems, family 
conflict/cohesion  

 Kolko et al. (11):  Agency study:  AF-CBT sustainability & benefits 

 Greater use of AF-CBT related to parent (greater child safety, 
child well being) and clinician reports (safety, respect for peers, 
prognosis)  

 Kolko et al. (12):  RCT: Staff training in AF-CBT vs. routine agency 
training (usual care) 

 Training:  enhanced CBT knowledge, and use of AF-CBT abuse 
specific and general skills 

 Kolko et al. (10, 12): RCT:  Modular AF-CBT for behavior problem 
children in primary care (vs. triage and referral to local provider) 

 AF-CBT:  greater service use, completion, and satisfaction; more 
improvement in individual target behavior problems.  

 

 

 



Combined Parent-Child Cognitive 

Behavioral Therapy (CPC-CBT) 

 Focus:  Abuse cases with PTSD symptoms (3-17 yr. olds) 

 Parameters: 16 sessions (16-20 wks) in individual (90 mins) 
or group (2-hrs) 

 Format: Parent & child meet individually with clinician and 

end with all of them together (together time later increases)   
 Phases: Engagement, Skill Building, Family Safety Planning, 

and Abuse Clarification 

 Skills: Engagement strategies/motivational interviewing, 
psychoeducation, positive coping skills in parents and 
children, family communication skills and positive parenting 
skills, family safety planning, abuse clarification process 

 



Research 

 Runyon et al. (09): Pilot study data (pre-post data) for children and 
parents after group sessions 

 Reductions in child PTSD; less physical punishment and parental 
anger; fewer child behavior problems  

 

 Runyon et al. (10b): RCT to full CPC-CBT program or just parent 
CBT (no child) 

 CPC-CBT -- greater gains in children’s PTSD and positive 
parenting skills (maintained at 3-mo follow-up) 

 Parent CBT only – greater reduction in physical punishment 



Multisystemic Therapy for Child 

Abuse and Neglect (MST-CAN) 

 Focus:  Aggression and violence (school-age and adols.) 

 Parameters: Treatment is 6-9 months 

 Format:  Treatment is comprehensive, home-based, and 
tailored to family needs 

 Follows 9 principles (e.g., family is major agent for 
changing youth behavior; functional assessment driven)  

 Skills: address risk factors across child, parent, 
parenting, family and social network, family safety plan, 
functional analysis of the use of force or physical 
discipline, treatment for anger management, treatment 
for trauma/PTSD and substance abuse, family 
communication training, clarification of abuse 



Research 
 Swenson et al. (10): MST-CAN compared to enhanced outpatient 

treatment  

 MST-CAN 16 Months post-baseline:  

 Youth showed greater reductions internalizing 
symptoms, total behavior problems, PTSD symptoms 

 Caregivers showed greater reductions in psychiatric 
distress and greater increases in social support 

 Parenting outcomes included fewer reductions in 
appropriate discipline 

 Youth experienced less re-abuse 
 MST has a long history of successful efficacy trials with behaviorally 

dysfunctional adolescents (e.g., Brunk et al., 1987) 

 

 
 



Other Related Interventions 

 Child Parent Psychotherapy (CPP) – Alicia 

Lieberman 

 Cognitive Behavioral Intervention for 

Trauma in Schools (CBITS) – Lisa Jaycox 

 SafeCare – John Lutzker 

 Trauma Focused CBT (TF-CBT) – J. 

Cohen, A. Mannarino, & E. Deblinger 

 

 



Other Information/Materials 

 National Child Traumatic Stress Network 

(www.nctsn.org) 

 

http://www.nctsn.org/












Video: The Hope of Family Focused 

Interventions for Child Physical Abuse 

 “Using the case of one family that sought 

treatment, this video outlines the causes and 

consequences of child abuse, and describes 

how family-focused interventions can help 

families make a new beginning.”  



Varied Goals of Treatment 

 For Caregivers: 

 Engage in behavior change process 

 Improve parenting practices-efficacy/appropriateness  

 Develop greater capacity for self-control  

 Process incident or use of coercion/escalation  

 For Children: 

 Increase positive and reduce negative behavior 

 Regulate affect; enhance social/problem solving skills 

 Process traumatic events and promote safety 

 Prevent future exposure to violence/recidivism 



Limitations and Issues 

 Sample heterogeneity 

 Varied sample sizes 

 Evaluation of both clinical (well being) and safety (re-
abuse rates) outcomes 

 Characteristics of “responders” 

 Independent replication  

 Intervention models vary  
 complexity (number of skills, topics) 

 training methods (coaching with child vs. individual therapy) 

 content type (behavioral vs. cognitive behavioral) 

 treatment Individualization  

 

  



Research Directions 

 Replication studies 

 Applications with larger samples, new settings and staff  

 Evaluation of moderators and mediators 

 Dismantling studies – core components 

 Cost-effectiveness analyses 

 Dissemination and implementation research  

 Increase access to effective treatments/materials 

 Use of technology  

 

  



Contact Information 

 AF-CBT: 
  David J. Kolko, Ph.D. 

 kolkodj@upmc.edu 

 412-246-5888 

 CPC-CBT: 
 Melissa K. Runyon, Ph.D. 

 runyonmk@umdnj.edu 

 856-566-6108 

 MST-CAN: 
 Joanne E. Penman, M.Ed., LMSW 

 joanne.penman@mstservices.com 

 843-284-2222 

 PCIT: 
 Beverly W. Funderburk, Ph.D. 

 Beverly-Funderburk@ouhsc.edu 

 405-271-8858 
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