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Parent-Child Interaction Therapy for Treatment of Separation Anxiety
Disorder in Young Children: A Pilot Study

Molly I.. Choate, Donna B. Pincus, Sheila M. Eyberg, and David H. Barlow,
Center for Anxiety and Related Disorders, Boston

Research suggests that Parent-Child Interaction therapy (PCIT) works to émprove the child’s behavior by changing the child-parent
interaction. PCIT has been effective in treating disruptive behavior in young children. This article describes a pilot study to apply
PCIT to the treatment of separation anxiety disorder (SAD). A multiple-baseline design was used with 3 families with a child between
the ages of 4 and 8 who had a principal diagnosis of SAD. Following treatment with PCIT, clinically significant change in separa-
tion. anxiety was observed on all measuyes. Disruptive behaviors also decreased following treatment. Treatment gains were main-
tained at a 3-monith follow-up interval. These findings suggest that PCIT may be particularly useful for treatment of young children
with SAD, the most prevalent yet underresearched anxiety disorder of childhood. The results of this study support research delineating
the important contribution of family factors to anxiety in childhood. Several mechanisms are proposed that may account for the dra-
matic decrease in separation-anxious behaviors seen in children during PCIT, including increased levels of child control, increased
social reinforcement of brave behaviors, improved parent-child attachment, and decreased levels of parent anxiety. Results of this
study provide promising initial evidence that PCIT may be efficacious for treating young children with SAD. A randomized clinical

trial is warranted to further elucidate the efficacy of PCIT for treatment of SAD in young children.

SEPARATION ANXIETY DISORDER (SAD) is characterized by
“developmentally inappropriate and excessive anxi-
ety concerning separation from home or from those to
whom the individual is attached” (American Psychiatric
Association, 1994, p. 75). Children who experience SAD
are significantly distressed by separation from an attach-
ment figure, usually a parent, and seek to avoid separa-
tion at all costs. Research suggests that 3.5% to 4.1% of
children may develop SAD (Benjamin, Costello, & War-
ren, 1990; Schniering, Hudson, & Rapee, 2000). Although
SAD is relatively common, it can have serious repercus-
sions throughout the child’s life. For example, the child,
out of fear that negative consequences will occur upon
separation from the parent, may refuse to participate in
play activities or even to attend school. SAD also affects
family life and parental stress because the child’s anxiety
may limit the activities of siblings and parents (Fischer,
Himle, & Thyer, 1999).

Current treatments of SAD primarily focus on cogni-
tive-behavioral methods to treat separation anxiety (Fis-
cher et al., 1999). The treatments generally include ele-
ments of exposure in which children gradually face
situations in a hierarchical fashion (Albano, Chorpita, &
Barlow, 1996; Dadds, Heard, & Rapee, 1991). A list of
feared situations is established, and the child practices
facing the situations to counteract the avoidance that
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often co-occurs with separation fears (Albano et al., 1996).
In addition, relaxation training, modeling, coping self-
statements, and contingent reinforcement strategies have
been used in SAD treatment (Fischer et al., 1999). Avail-
able studies suggest that cognitive-behavioral strategies
have been effective in reducing separation anxiety, with
changes that have been maintained during follow-up pe-
riods of up to 2 years (Fischer et al., 1999). Additional
studies examining treatment effects of CBT on child anx-
iety disorders including SAD have found sustained treat-
ment gains at 6 years following treatment (e.g., Barrett,
Duffy, Dadds, & Rapee, 2001). Study children have typi-
cally been between the ages of 8 and 12, although success-
ful behavioral treatment of a 6-year-old child with SAD has
also been reported (Fischer et al., 1999).

The factors that lead to the development of SAD have
not been fully identified. Current theories suggest that
separation anxiety develops from an interaction of fac-
tors that include genetic vulnerabilities to experience
anxiety, temperamental and biological vulnerabilities,
stressful transition events (like beginning school), insecure
attachment relationships, and negative family experiences

_(Chorpita, 2001; Tonge, 1994). In particular, research

has begun to examine the effects of family interactions
on childhood anxiety (Barrett, Rapee, Dadds, & Ryan,
1996). Similarly, research on anxiety suggests that early
experiences that foster a sense of diminished control
over the environment may contribute to a vulnerability to
develop anxiety (Chorpita & Barlow, 1998).

Family factors identified as significant contributors
to the development of anxiety in children are important
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to consider when treating anxiety in children. For example,
parental-anxious rearing strategies have been positively
related to anxiety symptomatology in nonclinical children
(Muris & Merckelbach, 1998). In addition, anxious mothers
have been found to be more critical and less granting of
autonomy with their children than nonanxious mothers
(Whaley, Pinto, & Sigman, 1999). Thus, Whaley et al. sug-
gest that treatment interventions should incorporate a
component that targets the interaction between mothers
and their children. Treatment studies with anxious chil-
dren between the ages of 7 and 14 have demonstrated en-
hanced effectiveness when a parent training component
is included in which parents are taught specific skills
for helping their anxious children (Cobham, Dadds, &
Spence, 1998; Mendlowitz et al., 1999). A parent training
component is likely to be even more essential for children
under the age of 7, as young children typically spend more
time with their parents than older children, who are usu-
ally in school and are beginning to spend more time with
peers.

Research from developmental psychology also sup-
ports an understanding that parent factors may be impor-
tant to consider in treatment of separation anxiety (Bowlby,
1973; Hoffman, 2000; Rutter, 1980). For example, Reiss
etal. (1995) suggest that healthy child adjustment is asso-
ciated with parental warmth, acceptance, and parental
encouragement of psychological autonomy. Difficulties
in child adjustment, such as the development of anxiety,
are likely associated with low parental warmth and little
encouragement of autonomy. This finding is consistent
with research on attachment, which has consistently
shown that children with early insecure attachment rela-
tions are significantly more likely to develop psychopa-
thology, including both emotional and behavior problems
(Foote, Eyberg, & Schuhmann, 1998; Warren, Huston,
Egeland, & Sroufe, 1997). Similarly, research on anxiety
suggests that early experiences that foster a sense of di-
minished control over the environment may contribute
to a vulnerability to develop anxiety (Chorpita & Barlow,
1998). As described, current anxiety treatments for SAD
do not specifically address the interaction between par-
ents and their children. A treatment that addresses the
parent-child attachment and fosters a sense of control in
the child may be beneficial in targeting early forms of
separation anxiety.

Young children with SAD may display disruptive, op-
positional behaviors in addition to the avoidance behav-
iors that can cause significant interference in child and
family functioning and in normal social development
(Tonge, 1994). For example, children may refuse to sleep
in their own rooms, refuse to attend school, may tantrum
when presented with situations that might involve separa-
tion, and may outright refuse to comply with parents’
commands. While some parents report that their chil-

dren display comorbid oppositional behaviors, other par-
ents state that their children are in fact very compliant
except for when situations involving separation arise. Co-
morbid SAD and oppositional behavior may arise due to
parents inadvertently reinforcing children’s misbehavior
(in the case of oppositional behavior) or to parents inad-
vertently reinforcing children’s avoidance (in the case of
SAD). In addition, a high frequency of aversive parent-
child interactions may be at the root of both disorders. A
treatment for SAD in early childhood that specifically tar-
gets parents by instructing them in ways to reduce nega-
tive parent-child interactions would likely be helpful in
also reducing children’s oppositional behaviors.

Parent-child interaction therapy (PCIT; Eyberg, 1988)
is a treatment approach that integrates traditional and
behavioral techniques in the treatment of behavior prob-
lems in young children. PCIT has two equally important
components: child-directed and parent-directed inter-
actions (Hembree-Kigin & McNeil, 1995; Herschell, Cal-
zada, Eyberg, & McNeil, 2002). PCIT is based on the as-
sumption that improving parent-child interactions results
in improvement in child and family functioning (Foote
etal., 1998). Research has demonstrated the effectiveness
of PCIT for treating disruptive behavior in young chil-
dren (Nixon, Sweeney, Erickson, & Touyz, 2003; Schuh-
mann, Foote, Eyberg, Boggs, & Algina, 1998). In addi-
tion, PCIT directly targets the parents’ overcontrolling
behavior, which has been identified as an important fac-
tor in anxiety development (Chorpita, Brown, & Barlow,
1998).

As PCIT addresses the parent-child interaction, it may
also be effective in treating separation anxiety behaviors
in young children. Some evidence suggests that the par-
ent’s reaction to the child’s anxiety serves to maintain
SAD (Thyer, Himle, & Fischer, 1993). Positive and nega-
tive reinforcement patterns surrounding the child’s dis-
tress at separation may reinforce or escalate fears. PCIT
teaches the parent how to change those reinforcement
contingencies. Similarly, the improved attachment fol-
lowing PCIT (Neary, Harwood, Bell, Adams, & Eyberg,
2002) may help the child to be more secure when away
from the parent and thus able to separate without dis-
tress. The child-directed interaction component of PCIT
focuses on allowing the child to lead the interaction,
which may foster a sense of control within the child, thus
reducing separation anxiety. The parent-directed interac-
tion component of PCIT also allows the child to have
some control in the interaction, as a child can prevent a
time-out by choosing to obey the parent’s command or
rule. Application of PCIT with young children may pre-
vent further development of more severe anxiety as chil-
dren become older.

This article describes a pilot study designed to exam-
ine the effects of PCIT with children presenting for treat-
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ment of SAD. We hypothesized that, relative to baseline
levels, children with SAD would show fewer separation-
anxiety behaviors and that SAD would be at a subclinical
level at the end of treatment. We further hypothesized
that these treatment gains would be maintained during a
3-month follow-up period. We also expected these chil-
dren to show fewer oppositional behaviors after PCIT.

Method

Participants

Three families were recruited through the regular
treatment flow of child cases referred to the Child and
Adolescent Fear and Anxiety Treatment Program at the
Center for Anxiety and Related Disorders (CARD) in
Boston, Massachusetts. Inclusion criteria for a child’s par-
ticipation in the study were age between 4 and 8 years
and a primary diagnosis of SAD. Children with develop-
mental disorders or who were at risk of harming them-
selves or their family were excluded from the study. Chil-
dren taking medication for anxiety or behavioral disorders
were required to be on a stable dose of the medication, as
measured by 1 month of continuous medication treat-
ment at the same dose, to participate in the study. All
families who arrived at CARD between September 2000
through March 2001 and who met the inclusion criteria
were offered participation. One family who qualified for
the study declined participation as they chose to pursue
treatment for additional concerns unrelated to separa-
tion anxiety. All study participants were Caucasian, with
an annual family income that was greater than $75,000.
The education level for all parents ranged from comple-
tion of some college to graduate degrees. None of the
children participating in the study were prescribed any
medications at any point during the study. Treatment was
conducted with both parents in all cases. Participants
were treated in accordance with the “Ethical Principles of
Psychologists and Code of Conduct” (American Psycho-
logical Association, 1992).

The first child, Mark,! was a 5-year-old boy with a prin-
cipal diagnosis of SAD and an additional provisional diag-
nosis of panic disorder. At intake, his father, age 35, and
mother, age 33, explained that Mark constantly worried
about his mother. His mother noted that when she left
Mark at school, he would stop her and ask her repeatedly
for a kiss and a hug prior to departure. She expressed
anxiety leaving her son with other caregivers because he
typically became highly upset while she was away. Prior to
her leaving, he would ask repeated questions about
where she was going, how long she would be gone, and
what time she would return. She noted that she and her

! Names and identifying information for all three children have
been changed.

husband had rearranged their plans on some evenings to
placate Mark’s anxiety about their going out. Mark’s
mother explained that Mark was able to go to friends’
houses as long as he knew that his parents were not leav-
ing his home. She reported that Mark worried that she
would die if he were not with her.

The second child, Melissa, was an 8-year-old girl with a
principal diagnosis of SAD and an additional diagnosis of
oppositional-defiant disorder (ODD). Her parents, both
age 38, reported that Melissa experienced extreme anxi-
ety sleeping over at friends’ homes. They noted that she
was also very anxious about falling asleep at home if her
mother was away from the home. Melissa’s parents ex-
plained that Melissa typically would ask her mother to lie
down with her prior to falling asleep. Her parents noted
that on evenings when Melissa’s mother returned from
work at an hour that was past Melissa’s bedtime, Melissa
remained awake until her mother came home. In addi-
tion, Melissa would call her mother repeatedly on the
cell phone at work to find out when she was returning
home.

The third child, Jared, was a 7-year-old boy with a prin-
cipal diagnosis of SAD and no additional diagnoses. His
father, age 39, and mother, age 34, explained that he ex-
perienced difficulty leaving his parents in the morning
prior to going to school. His parents reported that Jared
worried about getting picked up from school on time.
Jared repeatedly expressed concerns that stormy weather
or a parent’s forgetfulness would interfere with a prompt
pickup from school. Jared’s parents also noted that the
anxiety Jared experienced from being away from them
was increasingly interfering with his ability to attend birth-
day parties and other events. For example, they explained
that Jared was unable to participate in a sports practice if
they were not in Jared’s range of vision. Jared reported
that he worried that his parents would die or that he
would be taken and not see them again.

Procedure

The study was performed using a natural multiple-
baseline experimental design with three families. The
multiple baseline design controls for some of the threats
to internal validity that occur when treatment is intro-
duced as a phase change, or a change in the component
of treatment being implemented (Hayes, Barlow, & Nelson-
Gray, 1999). This design permitted an evaluation of whether
changes that occurred after treatment completion were a
result of PCIT or simply due to the passage of time. All
families monitored separation anxiety behaviors before
beginning treatment. The length of the pretreatment
monitoring phase was staggered among the three fami-
lies, with the first family beginning treatment after a 1-
week monitoring phase. The second family began treat-
ment after a 2-week monitoring phase. The third family
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monitored anxiety for 4 weeks before beginning treat-
ment, thus resulting in a multiple-baseline design across
families.

Families were contacted 3 months after the completion
of treatment for a follow-up assessment, and a follow-up
interview was conducted by telephone. Self-report mea-
sures were mailed to the families to be returned in a self-
addressed, stamped envelope. The first two families com-
pleted the follow-up assessment at the 3-month interval.
However, the third family was not available to complete
the assessment at the 3-month point because of logistical
reasons. This family completed their follow-up assessment
6 months after the conclusion of treatment.

PCIT

Treatment was provided following standard PCIT pro-
cedures (Herschell et al.,, 2002). To maintain internal
validity, the same two cotherapists administered the PCIT
protocol to all three families. The lead therapist was a
professor who had several years of clinical experience, in-
cluding 2 vears of training in the administration of PCIT;
the cotherapist was a doctoral student with 1 year of grad-
uate training. During the first phase of PCIT, called the
child-directed interaction (CDI) phase, parents were
taught to follow their child’s lead in play by giving posi-
tive attention in the form of praise, reflection, imitation,
and behavior description. Parents were instructed to ig-
nore negative behaviors and avoid criticism, questions,
and commands. One instruction session introduced the
rules of CDI, and parents were given an opportunity to
role-play the CDI skills with the therapists. In subsequent
sessions, the therapists observed the parents through a
one-way mirror while parents practiced the CDI with
their child for 10-minute intervals, giving each parent 10
minutes of coaching in each session. Therapists provided
continuous verbal feedback and instruction to the par-
ents during the interaction using a “bug-in-the-ear” com-
munication system, a small microphone earpiece worn
on the parent’s ear. When providing feedback, the thera-
pists encouraged the parents to restate questions as de-
scriptions, and praised the parents for using the CDI skills
correctly. Parents were specifically taught to increase their
enthusiasm for the child, to give the child choices and
control, and were praised for not asking questions. Par-
ents were also praised for reflecting children’s emotions
and behaviors. Parents were instructed to practice the
skills daily with their children for at least 5 minutes, mon-
itoring their practices on a homework sheet.

When the parents demonstrated mastery of the CDI
skills by meeting specific “mastery criteria”—using no
more than 3 questions, commands, or criticisms, using at
least 10 behavioral descriptions, 10 reflections, and 10 la-
beled praises, the parent-directed interaction (PDI) phase
of treatment was introduced. All families met CDI mastery

criteria within 5 sessions. Parents were also instructed to
use CDI skills during their child’s anxiety episodes, by
praising and attending to nonanxious, “brave” behaviors
that their child demonstrated while ignoring anxious or
oppositional behaviors, such as crying, whining, or asking
questions concerning the parents’ return.

The PDI phase of PCIT treatment began with a teach-
ing session in which parents learned skills for leading the
parent-child interaction, including how to phrase effec-
tive directions to children, how to follow through with
praise for listening and how to implement a time-out pro-
cedure if needed for disobedience. In subsequent ses-
sions, the parents practiced using the PDI procedure dur-
ing interactions with their child. Parents were instructed
to continue the CDI practices for homework, while im-
plementing PDI during the day when commands were
required. Two to three PDI sessions were conducted with
each family. Treatment was completed when parents met
criteria demonstrating effective use of CDI and PDI skills
and reported that the child’s separation anxiety behav-
iors decreased to less than two incidents per week. Ses-
sions were conducted on a weekly basis. Length of treat-
ment ranged from 6 to 7 sessions for these families, which
is substantially shorter than the average 13-session length
of treatment for children with ODD (Brinkmeyer &
Eyberg, 2003).

Measures

Diagnostic Interview

Anuxiety Disorders Interview Schedule for DSM-IV—Child and
Parent Versions (ADISIV-C/P; Silverman & Albano, 1996). This
semistructured interview entails child and parent inter-
views focusing on the diagnosis of anxiety and accompa-
nying mood disorders. The child and parents are inter-
viewed separately by a single interviewer and the diagnosis
is determined based on the composite information from
both interviews using guidelines outlined by the authors of
the measure (Silverman & Nelles, 1988). The ADIS-C/P
has satisfactory testretest reliability and interrater reli-
ability and has been used in many studies to assess anxiety
in children (Silverman, Saavedra, & Pina, 2001; Westen-
berg, Siebelink, Warmenhoven, & Treffers, 1999).

An independent evaluator (a graduate-level therapist
trained in the ADIS-C/P) administered the semistruc-
tured interview to both the child and the parent before
treatment, after treatment, and at the 3- to 6-month follow-
up assessment to track the effects of treatment on the di-
agnosis of SAD. Based on information obtained in the
ADIS-C/P, a Clinician Severity Rating (CSR) that could
range from 0 to 8 was assigned to the child’s anxiety diag-
nosis and to all other diagnoses assessed in the interview.
A CSR of 4 or greater indicates a clinical level of anxiety
severity. Because the ADIS-C/P is not standardized for
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administration to children below age 7 (Silverman & Nelles,
1988), only the parent version of the ADIS-C/P was con-
ducted with the 5-year-old participant.

Parent Monitoring Measures

Weekly Record of Anxiety at Separation (WRAS; Choate &
Pincus, 2005). Parents monitored daily anxiety behaviors
using the WRAS, a measure designed using DSM-IV crite-
ria to monitor frequency and severity of 22 SAD behav-
iors. Parents began daily monitoring using the WRAS
during the pretreatment phase and continued monitor
ing throughout all treatment phases. From the parent
monitoring forms, average weekly separation anxiety rat-
ings were provided by parents using a 0- to 8-point scale.
At the follow-up telephone interview, parents estimated
the number of separation anxiety incidents that occurred
during the previous week and reported the severity of
each separation anxiety episode that their child displayed
during the previous week.

Fear and Avoidance Hierarchy (FAH). The therapist helped
the family complete an FAH at the beginning of treat-
ment. Together with the therapist, the family created a
list of separation situations that were feared and avoided
by the child. Parents then rated the child’s fear and avoid-
ance of each situation using a 0- to 8-point scale. These
scores were summed to create a fear and avoidance score
for the child at the beginning of the CDI and PDI treat-
ment phases, at the end of treatment, and at the follow-
up assessment. The FAH has become a standard clinical
measure of treatment outcome in SAD because cognitive-
behavioral treatments for SAD typically focus on exposure
to feared SAD situations (Heard, Dadds, & Conrad, 1992).

Parent Questionnaires

Because the children included in the study were be-
tween the ages of 5 and 8, rating scale measures were col-
lected only from the parent. Typically, selfreport infor-
mation is not collected from children under the age of 7
because there is doubt as to whether children this young
can report accurately on their own internal states (Eyberg,
1992; Glennon & Weisz, 1978). To maintain consistency,
self-report questionnaires were also not collected from
the 8-year-old child.

Child Behavior Checklist (CBCL; Achenbach, 1991). Parents
completed the CBCL to measure the child’s improve-
ment in both externalizing and internalizing behaviors.
The CBCL consists of 112 items of child behavior, which
are scored on two broad subscales, of externalizing and
internalizing behaviors. The CBCL has been widely used
and extensively evaluated and is considered to be a reli-
able and valid measure of children’s externalizing and in-
ternalizing behaviors (Daughtery & Shapiro, 1994; Lowe,
1998). The child’s scores on the subscales can be com-
pared to norms established with other children of their

same age and gender. Parents completed the CBCL at
pretreatment and posttreatment.

Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus,
1999). The parents also completed the ECBI, a measure
of disruptive behavior. The ECBI consists of statements
that describe common child behavior problems, such as
“interrupts parent” and “argues with parents about rules.”
Parents rate the frequency of the behavior on an intensity
scale that ranges from 1 (never) to 7 (always). Parents also
rate whether the behavior is problematic for them on a
yes—no scale, providing a measure of parent tolerance for
the child’s misbehavior. Research has demonstrated that
the ECBI has good reliability and is a valid measure of dis-
ruptive behavior in children (Boggs, Eyberg & Reynolds,
1990; Funderburk, Eyberg, Rich, & Behar, 2003; Rich &
Eyberg, 2001). Parents completed the ECBI before the
CDI phase of treatment, before the PDI phase of treat-
ment, at posttreatment, and at follow-up.

Results

We expected clinically significant change in separa-
tion anxiety and oppositional behaviors following treat-
ment with PCIT. As shown in Figure 1, none of the three
children met criteria for a clinical diagnosis of SAD fol-
lowing treatment. Normative levels of separation anxiety
were maintained through the follow-up period for all
three children. For Jared and Mark, the follow-up inter-
val was 3 months. For Melissa, the follow-up interval was
extended to 6 months because her family was unavailable
for follow-up at an earlier time. In addition, the GSR for
Melissa’s comorbid ODD diagnosis was rated at a subclin-
ical level following treatment and remained within nor-
mal limits at the follow-up assessment.

t

Post-Tx Follow-up

Pre-Tx

Mark B Melissa & Jar@

= Clinical Leve! of SAD

Figure 1. Clinical severity rating of separation anxiety through-
out treatment.
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Table 1
Total Fear and Avoidance Ratings at Each Assessment Point

Pre-CDI Pre-PDI  Posttreatment Follow-up
Mark 59 46 15 9
Melissa 69 32 24 12
Jared 64 32 9 10

As is indicated in Table 1, the fear and avoidance rat-
ings for the children decreased substantially during the
initial CDI phase of treatment, and these decreased levels
continued throughout treatment. For all three children,
the total fear and avoidance ratings were approximately
85% lower at follow-up than at pretreatment. In addition,
at the end of treatment, parents’ ratings indicated that
the children were avoiding few situations and expressing
little fear in those situations they were previously avoid-
ing. The children’s gains were maintained or improved
through the follow-up period.

In single-case design experiments, the be-
haviors targeted for change are graphed at reg-
ular intervals to illustrate how the behavior fre-

tensity ratings of Jared’s mother and Melissa’s father
showed minimal change (less than 10%) during treat-
ment. All other parent ratings on the Intensity Scale de-
creased 27% to 37% from pretreatment to posttreat-
ment. Both of Mark’s parents and Jared’s father reported
having no problems with their children’s behavior at
posttreatment. All other Problem Scale scores decreased
50% to 67% from pre- to posttreatment. ,

Visual inspection of Figure 2 indicates that separation
anxiety behaviors showed little variation during the base-
line monitoring period before treatment. Tick marks on
the horizontal axis refer to an average of 2 or 3 days of mon-
itoring. Thus, three data points represent 1 week of sepa-
ration anxiety behaviors. During the baseline monitoring
period, the mean number of separation incidents re-
mained constant for Mark, increased slightly for Melissa,
and decreased slightly for Jared. For all three children,
the majority of the decreases in separation incidents oc-
curred during the initial CDI phase of treatment. Mark

CDI Tx Phase + PDI Tx Phase Follow-up

quencies change over time as new elements are 4
introduced (Kazdin, 1998). Figure 2 shows the

weekly changes starting during the pretreatment

treatment and again at follow-up by plotting

0
8
6
monitoring period and continuing throughout 4
2
0

the average number of weekly separation inci-
dents reported by the parents.

In addition to weekly monitoring of separa-
tion anxiety, all three mothers completed the

Pre-
wkl

1Dl
istart

>
L 3

3
T S e S e e
2

s g

,_
1
i

a

CBCL at the pre- and posttreatment assess-

ments. Only Jared’s father completed the CBCL

at both time periods. As shown in Table 2, the

children’s internalizing and externalizing be-

8
6
mothers of both Mark and Melissa rated their 4
2
0

haviors at subclinical levels at pretreatment,
and these levels decreased during treatment.
Jared’s mother rated both his internalizing and
externalizing behaviors at clinical levels before
treatment, and these behaviors decreased to

wkd Fol-
low

subclinical levels by the end of treatment.

Jared’s father rated his internalizing behaviors

at clinical levels and his externalizing behaviors

at subclinical levels at pretreatment. Both

.

Jared’s internalizing and externalizing behav-
iors decreased following treatment and were at
subclinical levels.

As shown in Table 3, the ECBI Intensity and
Problem Scale scores for all of the children
were in the subclinical range at pretreatment.
Nevertheless, the children’s scores on these
measures declined during treatment. The in-

Pre -
wkl

wk2

3
4
3
4

Fol-
low

c
=)

*Note: Each data point represents an average number of separation behaviors over two
{M/T, W/Th) or three (F/Sat/Sun) days

—— Melissa

Figure 2. Average number of separation anxiety incidents throughout treatment.
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Table 2
Scores on the Child Behavior Checklist Before and After Treatment

Pretreatment Posttreatment

Internalizing scores—mother

Mark 6 1

Melissa 5

Jared 30* 1
Externalizing scores—mother

Mark 1 0

Melissa 14 6

Jared 13* 2
Internalizing scores—father

Mark 3 a

Melissa a a

Jared 18% 6
Externalizing scores—father

Mark 4 a

Melissa a a

Jared 9 3

*8core is in the clinical range.
*Measure not returned from the family.

and Jared showed an initial increase in separation inci-
dents in the first few sessions. The dramatic increase in
separation incidents that Jared demonstrated at the be-
ginning of CDI can most likely be attributed to the start
of school, which coincided with the start of treatment.
Melissa demonstrated a steady decrease in separation in-
cidents during CDI. During the PDI phase, the average

Table 3
Scores on the Eyberg Child Behavior Inventory
at Each Assessment Point

Post-
Pre-CDI Pre-PDI treatment Follow-up

Intensity scores—mother

Mark 59 50 38 35

Melissa 101 88 74 a

Jared 70 57 64 a
Problem scores-—mother

Mark 3 3 0 0

Melissa 14 a 7 a

Jared 8 4 4 a
Intensity scores—father

Mark 54 49 34 39

Melissa 119 96 115 a

Jared 73 72 46 a
Problem scores—father

Mark 2 1 0 0

Melissa 12 6 4 a

Jared 5 2 0 a
Note. All scores are within normal limits of disruptive behavior.

2 Measure not returned by family.

number of separation incidents per week dropped to
zero for all three children, and remained at or close to
zero at follow-up.

Discussion

Results of this study show clinically significant de-
creases in separation anxiety behaviors following PCIT
for three young children with diagnosed SAD. Following
this treatment, none of the children met diagnostic crite-
ria for SAD. In addition, incidents of separation anxiety
dropped to zero within 6 weeks after beginning treat-
ment for all three children and remained at or close to
zero at short-term follow-up. These results suggest that
PCIT may be an effective treatment for SAD in young
children.

Currently, there is not an empirically established treat-
ment for young children with SAD. CBT has been con-
firmed as an empirically supported treatment for anxiety
disorders in childhood, but treatment studies have tar-
geted children over the age of 7(Albano & Kendall, 2002;
Ginsburg & Schlossberg, 2002). PCIT may provide a viable
treatment option for young children, as it was specifically
designed for this population. Separation-anxious behav-
iors are common among preschool children. Traditional
CBT techniques used with older children of evaluating
the evidence for feared situations or using brave talk
are not developmentally appropriate for this age group.
A treatment that provides the parent with behavior-
management skills and also improves their relationship
with their child, as PCIT does, would seem to be recom-
mended for children of this age group.

The results of this study are promising in suggesting
that PCIT may be an effective treatment for preschoolers
experiencing SAD, and indicate that a larger scale study
incorporating randomized assignment to treatment ver
sus wait-list control children is warranted. A group design
study would provide more information on the effective-
ness of PCIT by comparing treatment gains across a num-
ber of children. A randomly assigned wait-list condition
would help to further distinguish treatment gains from
gains due to maturation and development. Although the
PCIT treatment occurred over approximately a 2 month
time period, it is possible that some of the decreases in
separation anxiety would have occurred naturally.

In future research, it may be useful to counterbalance
the introduction of CDI versus PD], to help further eluci-
date the mechanism of change. In the current study, CDI
was introduced first in all cases to be consistent with the
PCIT protocol. From the results, it appears that the warmth,
control, and social reinforcement of brave behaviors pro-
vided to the child in the CDI phase may have been the
catalysts for change, as most of the behavior change took
place during that phase. It is possible that the PDI phase
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may not be necessary for children who experience SAD
without comorbid disruptive behaviors. Anecdotally, only
the parents of Melissa (Melissa also had a clinical diagno-
sis of ODD) reported that the PDI instruction was very
beneficial. Future research could further clarify the par-
ticular changes elicited by CDI and PDI and the utility of
PDI among children with SAD without disruptive behaviors.
The results from the study intimate several possible
mechanisms by which separation anxiety was reduced
during treatment. For two of the children, separation in-
cidents declined to near zero during CDI. For the third
child, separation incidents actually increased during CDI
and then plummeted to zero shortly following the intro-
duction of PDI. For all children, the positive interactions
that occurred during the CDI phase seemed to have a sig-
nificant impact on the separation anxiety. Many elements
of CDI seemed to contribute to this anxiety reduction.
Parents were instructed to praise brave behaviors and ig-
nore anxiety-related behaviors, which likely contributed to
the observed behavior changes. In addition, it is possible
that as the parent-child relationship improved through pos-
itive interactions, parents experienced less anxiety when an-
ticipating a negative interaction upon separation. At these
times, they may have been able to better model nonan-
xious behavior. Alternatively, as parents experienced a more
secure attachment to their child following CDI, they may
have been able to separate more easily when necessary. Fu-
ture research could examine changes in observed parent
child attachment and parental anxiety following PCIT as
possible mechanisms of change for children with SAD.
PCIT may be introducing change in the child’s anxiety
behaviors by influencing the child’s perception of con-
trol. It is likely that the CDI phase of treatment, in which
the child directs the interaction in a warm and supportive
environment, increases the child’s sense of control by
providing the child with opportunities to make decisions
regarding play and to feel a sense of mastery as their parent
reinforces their choices through imitation, description,
or praise. Previous research suggests that a controlling
family environment contributes to the development of
anxiety (Chorpita et al., 1998). The parenting techniques
of CDI may serve to provide a less controlling home envi-
ronment for the child and lead to anxiety reduction, as
parents are instructed to allow the child to lead the inter-
action, rather than intrude upon the child’s play.
Directly targeting the interaction between parents and
their children resulted in dramatic anxiety reduction for
the children treated, as well as decreases in the frequency
of disruptive behaviors, in the relatively short time period
of 6 to 8 weeks. Because the length of PCIT was not set
but dependent upon parent skill acquisition and child
behavior change, it was possible to determine an approx-
imate treatment length among this population. It is pos-
sible that anxiety reductions occurred in such a short

time period due to the motivation of the parents, who
were very consistent in applying the CDI skills in home-
work scenarios. It is also possible that early intervention
allowed for rapid behavior change among these children.
As stated previously, it is also possible that maturation ef-
fects resulted in the treatment reductions. A larger treat-
ment study would help to clarify these issues.

Although this is a pilot study, it vields potentially impor-
tant information. One advantage of the multiple-baseline
design is that weekly measures provide information as to
precisely when change occurs during treatment. For ex-
ample, the largest changes in anxiety behaviors for all
three patients occurred prior to implementing PDI. The
consistent reduction in anxiety behaviors during CDI
supports findings in the anxiety literature regarding the
importance of perceived control in the development of
anxiety, as well as the role of attention and reinforcement
in the development and change of anxiety behaviors. It
also supports attachment literature, as improved attach-
ment would be expected to decrease separation-anxious
behaviors.

Although the parents’ anxiety was not measured, the
parents of the three children in this study seemed to be-
come less anxious themselves during PCIT. The positive
interactions they experienced with their children on a
daily basis, combined with the therapist support and en-
couragement to use their PCIT skills during anxiety inci-
dents, may have decreased parental anxiety when inter-
acting with their child in separation situations. Further,
PDI may have contributed to the maintenance of reduced
parental anxiety by boosting parents’ confidence in their
ability to manage their child’s behavior problems. When
the parent’s anxiety decreases, modeling of nonanxious
behaviors during separation situations would be expected
to lead to nonanxious behaviors in the child. Finally, hav-
ing new parenting skills may have decreased parents’
overall stress. Future studies should include measures of
parent anxiety or stress during treatment to track these
changes in parent functioning as well as child anxiety
during treatment.

The results of this study must be interpreted with some
caution. As a multiple-baseline, single-case experimental
design, the study is subject to the limitations of the design
(Kazdin, 1998). The greatest limitation is the poor gener-
alizability of any findings due to uncontrolled subject
characteristics and low external validity (Kazdin, 1998).
With children, treatment outcome is often confounded
with the developmental effects of maturation as well. How-
ever, as a pilot study, there are some advantages to the
multiple-baseline design. Only a few cases were required
for examination of the feasibility of applying PCIT to
SAD on a preliminary basis.

Clinically significant change was observed in separation
anxiety following treatment with PCIT. Current, cognitive-
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behavioral treatment of separation anxiety focuses on expo-
sure to separation from the parent and tackling successive
feared situations in the avoidance hierarchy (Thyer etal.,
1993). In that approach, as the child faces increasingly dif-
ficult situations and gains confidence, the child’s anxiety
decreases. However, similar change was observed follow-
ing PCIT without explicit instruction in exposure, although
parents were encouraged to reinforce brave behaviors,
including approach behavior to separation situations. Al-
though treatment did not specifically address exposure
to feared situations, the children began facing feared
situations, as is indicated by the reduction in their FAH.

The results of this study provide further support for the
importance of the parent-child interaction in the mainte-
nance of anxiety and may have direct relevance to clini-
cians. Recently, child anxiety research has begun to high-
light the potential importance of including parents in
treatment (e.g., Barrett et al., 2001; Galambos, Barker, &
Almeida, 2003; Kendall et al., 1996). The results of this
study suggest that clinicians should consider the parent-
child relationship when treating young children with sep-
aration anxiety. Establishing regular intervals in which
the parent and child experience a positive interaction,
either during scheduled playtime or scheduled activities,
may be an important element in treatment as young chil-
dren develop a sense of mastery and control over their
environment.
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