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

Molly L. Choa t e ,  D o n n a  B. Pincus ,  Shei la  M. Eyberg ,  a n d  David  H. Barlow, 
Center f o r  Anxiety  and Related Disorders, Boston 

Research suggests that Parent-Child Interaction therapy (PCIT) works to improve the child's behavior by changing the child-parent 
interaction. PC[T 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 3families 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 measures. Disruptive behaviors also decreased following treatment. Treatment gains were main- 
tained at a 3-month 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. 

EPARATION A~XXEaW D~SOemER (SAD) is characterized by 
"developmentally inappropriate and excessive anxi- 

ety concerning separation from home or  f rom 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 th roughout  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- 
fill 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 f rom 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 chi ldhood 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 contr ibutors 
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 
(Muffs & Merckelbach, 1998). In addition, anxious mothers 
have been found  to be more  critical and less granting of  
au tonomy with their children than nonanxious mothers 
(Whaley, Pinto, & Sigman, 1999). Thus, Whaley et al. sug- 
gest that t reatment interventions should incorporate a 
componen t  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 componen t  
is inc luded  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 f rom developmental  psychology also sup- 
ports an unders tanding that parent  factors may be impor- 
tant to consider in treatment o f  separation anxiety (BoMbg 
1973; Hoffman,  2000; Rutter, 1980). For example, Reiss 
et al. (1995) suggest that healthy child adjustment is asso- 
ciated with parental warmth, acceptance, and parental 
encouragement  o f  psychological autonomy. Difficulties 
in child adjustment, such as the development  of  anxiety, 
are likely associated with low parental warmth and little 
encouragement  o f  autonomy. This finding is consistent 
with research on attachment,  which has consistently 
shown that children with early insecure at tachment  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 no t  specifically address the interaction between par- 
ents and their children. A treatment  that addresses the 
parent-child a t tachment  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 at tend 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, o ther  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  o f  both disorders. A 
treatment  for SAD in early chi ldhood 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 t reatment  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 funct ioning (Foote 
et al., 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 re inforcement  patterns surrounding the child's dis- 
tress at separation may reinforce or  escalate fears. PCIT 
teaches the parent  how to change those re inforcement  
contingencies. Similarly, the improved at tachment  fol- 
lowing PCIT (Near,/, Harwood, Bell, Adams, & Eyberg, 
2002) may help the child to be more  secure when away 
f rom the parent  and thus able to separate without dis- 
tress. The child-directed interaction componen t  of  PCIT 
focuses on allowing the child to lead the interaction, 
which may foster a sense o f  control  within the child, thus 
reducing separation anxiety. The parent-directed interac- 
tion componen t  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  c o m m a n d  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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men t  of  SAD. We hypothesized that, relative to basel ine 
levels, ch i ldren  with SAD would show fewer separat ion-  
anxiety behaviors and  that  SAD would be at a subclinical 
level at the end  of  t rea tment .  We fur ther  hypothesized 
that  these t r ea tment  gains would be ma in ta ined  dur ing  a 
3-month follow-up per iod.  We also expec ted  these chil- 
d ren  to show fewer oppos i t ional  behaviors after PCIT. 

Method 

Participants 
Three  families were recru i ted  th rough  the regular  

t r ea tment  flow of  child cases re fe r red  to the Child and  
Adolescent  Fear  and  Anxiety Trea tment  Program at the 
Center  for Anxiety and  Related Disorders (CARD) in 
Boston, Massachusetts. Inclusion cri teria for a child 's  par- 
t ic ipat ion in the study were age between 4 and  8 years 
and  a pr imary  diagnosis of  SAD. Chi ldren  with develop- 
menta l  d isorders  or  who were at risk of  ha rming  them- 
selves or  their  family were excluded from the study. Chil- 
dren  taking medicat ion  for anxiety or  behavioral  disorders 
were requ i red  to be on a stable dose of  the medicat ion,  as 
measured  by 1 m o n t h  of  cont inuous  medica t ion  treat- 
men t  at the same dose, to par t ic ipate  in the study. All 
families who arr ived at CARD between Sep tember  2000 
th rough  March 2001 and  who met  the  inclusion cri teria 
were offered par t ic ipat ion.  One  family who qualif ied for 
the study dec l ined  par t ic ipat ion  as they chose to pursue 
t rea tment  for addi t ional  concerns  unre la ted  to separa- 
t ion anxiety. All study part ic ipants  were Caucasian, with 
an annual  family income that  was greater  than $75,000. 
The  educat ion  level for all parents  r anged  from comple-  
t ion of  some college to graduate  degrees.  None  of  the 
chi ldren  par t ic ipat ing  in the study were prescr ibed  any 
medicat ions  at any po in t  dur ing  the study. Trea tment  was 
conduc ted  with bo th  parents  in all cases. Part icipants 
were t rea ted  in accordance  with the "Ethical Principles of  
Psychologists and  Code of  Conduct"  (American Psycho- 
logical Association, 1992). 

The  first child, Mark, 1 was a 5-year-old boy with a prin- 
cipal diagnosis of  SAD and  an addi t ional  provisional  diag- 
nosis of  panic  disorder.  At  intake, his father, age 35, and  
mother,  age 33, exp la ined  that  Mark constantly worr ied  
about  his mother.  His m o t h e r  no ted  that  when she left 
Mark at school,  he would stop her  and  ask her  repea ted ly  
for a kiss and  a hug pr io r  to depar ture .  She expressed 
anxiety leaving her  son with o the r  caregivers because he 
typically became highly upse t  while she was away. Prior  to 
he r  leaving, he would ask repea ted  quest ions about  
where she was going, how long she would be gone, and  
what  t ime she would return.  She no ted  that  she and her  

1Names and identifying information for all three children have 
been changed. 

husband  had  r ea r r anged  their  plans on some evenings to 
placate Mark's anxiety abou t  their  going out. Mark's 
m o t h e r  expla ined  that  Mark was able to go to f r iends '  
houses as long as he knew that  his parents  were not  leav- 
ing his home.  She r epo r t ed  that  Mark worr ied  that  she 
would die if he were no t  with her. 

The  second  child, Melissa, was an 8-year-old girl with a 
pr incipal  diagnosis of  SAD and an addi t ional  diagnosis of  
opposi t ional -def iant  d i sorder  (ODD). Her  parents ,  both  
age 38, r epo r t ed  that  Melissa expe r i enced  ex t reme anxi- 
ety s leeping over at f r iends '  homes.  They no ted  that  she 
was also very anxious about  fall ing asleep at home  if he r  
m o t h e r  was away from the home.  Melissa's parents  ex- 
p la ined  that  Melissa typically would ask her  m o t h e r  to lie 
down with he r  p r io r  to fall ing asleep. Her  parents  no t ed  
that  on evenings when Melissa's m o t h e r  r e t u r n e d  f rom 
work at  an hou r  that  was past  Melissa's bed t ime ,  Melissa 
r e m a i n e d  awake unt i l  he r  m o t h e r  came home.  In addi-  
t ion, Melissa would call he r  m o t h e r  repea ted ly  on the 
celt p h o n e  at  work to f ind out  when she was r e tu rn ing  
home.  

The  third child, Jared ,  was a 7-year-old boy with a prin- 
cipal diagnosis of  SAD and no addi t ional  diagnoses.  His 
father, age 39, and  mother ,  age 34, exp la ined  that  he ex- 
pe r i enced  difficulty leaving his parents  in the morn ing  
pr io r  to going to school. His parents  r epor t ed  t h a t J a r e d  
worr ied about  get t ing picked up  f rom school  on time. 
J a r ed  repeatedly  expressed concerns  that  s tormy weather  
or  a parent ' s  forgetfulness would in ter fere  with a p r o m p t  
p ickup from school. Ja red ' s  parents  also no ted  that  the 
anxiety J a red  expe r i enced  f rom be ing  away from them 
was increasingly interfer ing with his ability to a t tend birth- 
day parties and  o ther  events. For example,  they explained 
t ha t J a r ed  was unable  to par t ic ipate  in a sports pract ice if 
they were no t  in Ja red ' s  range of  vision. J a r ed  r epo r t ed  
that  he worr ied that  his parents  would die or  that  he 
would be taken and  not  see them again. 

Procedure 
The study was p e r f o r m e d  using a natura l  mult iple-  

base l ine  e x p e r i m e n t a l  des ign  with th ree  families.  The  
mul t ip le  basel ine design controls  for some of  the threats 
to in ternal  validity that  occur  when t r ea tment  is intro- 
duced  as a phase change,  or  a change  in the c o m p o n e n t  
of  t reatment  being implemented  (Hayes, Barlow, & Nelson- 
Gray; 1999). This design permit ted an evaluation of  whether 
changes that  occur red  after t r ea tment  comple t ion  were a 
result  of  PCIT or  simply due  to the passage of  time. M1 
families mon i to r ed  separa t ion  anxiety behaviors before  
beg inn ing  t reatment .  The  length  of  the p re t r ea tmen t  
moni to r ing  phase was s taggered among  the three  fami- 
lies, with the first family beg inn ing  t r ea tment  after a 1- 
week moni to r ing  phase.  The  second family began  treat- 
men t  after a 2-week moni to r ing  phase.  The  third family 
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moni tored 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 
o f  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 years 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 in teract ion (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 opportuni ty 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- 
municat ion 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 o f  the CDI 
skills by meet ing specific "mastery cr i ter ia"--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. Parenl;s 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 cont inue the CDI practices for homework, while im- 
plement ing 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 demonstrat ing effective use o f  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 f rom 6 to 7 sessions for these families, which 
is substantially shorter than the average 13-session length 
of  t rea tment  for chi ldren with ODD (Brinkmeyer  g~ 
Eyberg, 2003). 

M e a s u r e s  

Diagnostic Interview 
Anxiety Disorders Interview Schedule for DSM-IV-- Child an d 

Parent Versions (ADIS-IV-C/P; Silverman & Albano, i996). This 
semistructured interview entails child and parent  inter- 
views focusing on tile diagnosis o f  anxiety and accompa- 
nying m o o d  disorders. The child and parents are inter- 
viewed separately by a single interviewer and the diagnosis 
is determined based on the composite information f rom 
both interviews using guidelines outlined by the authors of  
the measure (Silverman & Nelles, 1988). The ADIS-C/P 
has satisfactory test-retest 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  t reatment  on the di- 
agnosis of  SAD. Based on information obtained in the 
ADIS-C/P, a Clinician Severity Rating (CSR) that could 
range f rom 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 pa ren t  version of  the ADIS-C/P was con- 
duc ted  with the 5-year-old part ic ipant .  

Parent Monitoring Measures 
Weekly Record of Anxiety at Separation (WRAS; Choate & 

Pincus, 2005). Parents  m o n i t o r e d  daily anxiety behaviors 
using the WRAS, a measure  des igned using DSM-IVcrite- 
ria to mon i to r  f requency and severity of  22 SAD behav- 
iors. Parents  began  daily mon i to r ing  using the WRAS 
dur ing  the p re t r ea tmen t  phase and  con t inued  monitor-  
ing t h roughou t  all t r ea tment  phases. F rom the pa ren t  
mon i to r ing  forms, average weekly separa t ion  anxiety rat- 
ings were provided  by parents  using a 0- to 8-point  scale. 
At the follow-up t e lephone  interview, parents  es t imated 
the n u m b e r  of  separa t ion  anxiety incidents  that  occur red  
dur ing  the previous week and  r e p o r t e d  the severity of  
each separa t ion  anxiety episode that  their  child displayed 
dur ing  the previous week. 

Fear and Avoidance Hierarchy (FAH). The therapist he lped 
the family comple te  an FAH at the beg inn ing  of  treat- 
ment .  Together  with the  therapist ,  the family c rea ted  a 
list of  separa t ion  situations that  were feared  and  avoided 
by the child. Parents  then  ra ted  the child 's  fear and  avoid- 
ance of  each si tuation using a 0- to 8-point  scale. These 
scores were summed  to create a fear and  avoidance score 
for the child at the beg inn ing  of  the CDI and  PDI treat- 
men t  phases, at the e n d  of  t rea tment ,  and  at the follow- 
up assessment. The  FAH has become a s tandard  clinical 
measure  of  t r ea tment  ou tcome in SAD because cognitive- 
behavioral  t reatments  for SAD typically focus on exposure 
to feared SAD situations (Heard,  Dadds, & Conrad,  1992). 

Parent Questionnaires 
Because the ch i ld ren  inc luded  in the study were be- 

tween the ages of  5 and  8, rat ing scale measures  were col- 
lected only f rom the parent .  Typically, self-report  infor- 
mat ion  is not  col lected f rom chi ldren  u n d e r  the age of  7 
because there  is doub t  as to whether  ch i ldren  this young  
can repor t  accurately on their  own internal  states (Eyberg, 
1992; Glennon  & Weisz, 1978). To mainta in  consistency, 
self-report  quest ionnaires  were also not  col lected f rom 
the 8-year-old child. 

Child Behavior Checklist (CBCL; Achenbach, 1991). Parents 
comple t ed  the CBCL to measure  the child 's  improve- 
men t  in both  external iz ing and  internal iz ing behaviors.  
The  CBCL consists of  112 i tems of  child behavior, which 
are scored on two b road  subscales, of  external iz ing and  
in ternal iz ing behaviors.  The  CBCL has been  widely used 
and extensively evaluated and  is cons idered  to be a reli- 
able and  valid measure  of  chi ldren 's  external iz ing and  in- 
ternal izing behaviors (Daughter- /& Shapiro,  1994; Lowe, 
1998). The  child 's  scores on the subscales can be com- 
pa red  to norms establ ished with o ther  ch i ldren  of  their  

same age and  gender.  Parents  comple ted  the CBCL at 
p re t r ea tmen t  and  post t rea tment .  

Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus, 
1999). The parents  also comple ted  the ECBI, a measure  
of  disruptive behavior. The  ECBI consists of  s tatements 
that  descr ibe c o m m o n  child behavior  problems,  such as 
"interrupts parent" and  "argues with parents  about  rules." 
Parents rate the f requency of  the behavior  on an intensity 
scale that  ranges f rom 1 (never) to 7 (always). Parents  also 
rate whether  the behavior  is p roblemat ic  for them on a 
y e s - n o  scale, providing a measure  of  pa r en t  to lerance  for  
the child 's  misbehavior.  Research has demons t r a t ed  that  
the ECBI has good  reliabili ty and  is a valid measure  of  dis- 
ruptive behavior  in ch i ldren  (Boggs, Eyberg & Reynolds, 
1990; Funderburk ,  Eyberg, Rich, & Behar, 2003; Rich & 
Eyberg, 2001). Parents  comple t ed  the ECBI before  the 
CDI phase of  t rea tment ,  before  the PDI phase of  treat- 
ment ,  at pos t t rea tment ,  and  at follow-up. 

R e s u l t s  

We expec ted  clinically significant change in separa- 
t ion anxiety and oppos i t ional  behaviors following treat- 
m e n t  with PCIT. As shown in Figure 1, none  of  the  three  
chi ldren  met  cri teria for a clinical diagnosis of  SAD fol- 
lowing t reatment .  Normative levels of  separa t ion  anxiety 
were main ta ined  th rough  the follow-up pe r iod  for all 
three  chi ldren.  For  J a r ed  and  Mark, the follow-up inter- 
val was 3 months .  For  Melissa, the follow-up interval was 
ex t ended  to 6 months  because her  family was unavailable 
for  follow-up at an ear l ier  t ime. In  addi t ion,  the CSR for 
Melissa's comorb id  ODD diagnosis was ra ted  at a subclin- 
ical level following t rea tment  and  r ema ined  within nor- 
mal limits at the follow-up assessment. 
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Figure 1. Clinical severity rating of separation anxiety through- 
out treatment. 
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Table i 
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 ind ica ted  in Table 1, the  fear and  avoidance rat- 
ings for the chi ldren  decreased  substantially dur ing  the 
initial CDI phase  of  t rea tment ,  and  these decreased  levels 
con t inued  th roughou t  t rea tment .  For  all three  chi ldren,  
the total fear and  avoidance ratings were approx imate ly  
85% lower at follow-up than  at p re t rea tment .  In addi t ion,  
at the end  o f  t rea tment ,  parents '  ratings ind ica ted  that  
the chi ldren  were avoiding few situations and  expressing 
little fear in those situations they were previously avoid- 
ing. The  chi ldren 's  gains were ma in ta ined  or  improved  
th rough  the follow-up per iod.  

In  single-case design exper iments ,  the  be- 
haviors ta rge ted  for change  are g r aphed  at reg- P r e  

ular  intervals to il lustrate how the behavior  fre- 12 
quencies  change  over t ime as new e lements  are I0 
in t roduced  (Kazdin, 1998). Figure 2 shows the 8 
weekly changes starting dur ing the pre t rea tment  6 
moni tor ing  per iod  and continuing throughout  4 
t r ea tment  and  again at follow-up by plot t ing 2 
the average n u m b e r  o f  weekly separa t ion  inci- 0 
dents  r epo r t ed  by the parents.  Pre- 

In addi t ion  to weekly moni to r ing  of  s e p a r a -  

t i o n  anxiety, all three  mothers  comple t ed  the 
CBCL at the pre- and  post t rea tment  assess- 
ments. OnlyJared ' s  father comple ted  the CBCL 
at bo th  t ime periods.  As shown in Table 2, the 
mothers  o f  both  Mark and  Melissa ra ted  thei r  
ch i ldren ' s  in ternal iz ing and  external iz ing be- 
haviors at  subclinical levels at p re t rea tment ,  P,~- 
and  these levels decreased  dur ing  t reatment .  ,,k~ 
Ja red ' s  mo the r  ra ted  bo th  his in ternal iz ing and  
external iz ing behaviors at clinical levels before  
t reatment ,  and  these behaviors  decreased  to 12 
subclinical  levels by the end  o f  t rea tment .  10 
Ja red ' s  fa ther  ra ted  his in ternal iz ing behaviors 8 
at clinical levels and  his external iz ing behaviors 
at subclinical levels at  p re t rea tment .  Both 2 
Ja red ' s  internal iz ing and  external iz ing behav- 0 
iors decreased  following t r ea tment  and  were at 
subclinical  levels. 

As shown in Table 3, the ECBI Intensity and  
Prob lem Scale scores for  all of  the ch i ld ren  
were in the subclinical range at p re t rea tment .  
Nevertheless,  the  chi ldren 's  scores on these 
measures  dec l ined  dur ing  t reatment .  The  in- 

tensity rat ings o f  Ja red ' s  m o t h e r  and  Melissa's f a the r  
showed min imal  change  (less than  10%) dur ing  treat- 
ment .  All o the r  pa r en t  ratings on  the Intensity Scale de- 
creased 27% to 37% from p re t r e a tme n t  to posttreat-  
ment .  Both of  Mark's parents  a n d J a r e d ' s  fa ther  r epo r t ed  
having no  prob lems  with their  chi ldren 's  behavior  at 
pos t t rea tment .  All o the r  Prob lem Scale scores decreased  
50% to 67% from pre- to pos t t rea tment .  

Visual inspect ion of  Figure 2 indicates that  Separation 
anxiety behaviors showed little variat ion du r ing  the base- 
l ine mon i to r ing  pe r iod  before  t reatment .  Tick marks on  
the horizontal  axis refer to an average of  2 or  3 days of  mon- 
itoring. Thus, three  data  points  represen t  1 week o f  sepa- 
ra t ion anxiety behaviors.  Dur ing  the basel ine mon i to r ing  
per iod,  the mean  n u m b e r  o f  separa t ion  incidents  re- 
ma ined  constant  for  Mark, increased slightly for  Melissa, 
and  decreased  slightly for Jared .  For  all th ree  chi ldren,  
the  majori ty of  the  decreases in separa t ion  incidents  oc- 
cu r red  du r ing  the initial CDI phase of  t rea tment .  Mark 

CDI Tx Phase 

"I 
i 

i 
',CDI ~ 3  ~k4 wk5 

istart 

L . . . . .  

A " "N 

lO 
8 l 

6 -~ A . 

2 
0 

wk5 wk6 wk2 CDI wk4 
start 
wk3 

PDI Tx Phase ',Follow-up 

!PDI Wk7 Wk8 iF01- 
', start ', low 

[ ~k6 up 

i, PDI wk8 wk9 Fol- 
q, start Iow 
! 'a,k7 up 

1 

P r e  - wk2 wk3 

wkl  

[ ~  Melissa] 

wk4 !CD] wk5 wk6 wk7 wk8 ~?D[ w k l 0  i F o l -  

',start ~tart [low 
i - ', - i up 
! wk5 ,~wk9 

Jared I 

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

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 2 
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 

* Score is in the clinical range. 
aMeasure not returned from the family. 

and Ja red  showed an initial increase in separation inci- 

dents in the first few sessions. The  dramatic increase in 

separation incidents that J a red  demonst ra ted  at the be- 

g inning of  CDI can most  likely be at tr ibuted to the start 

of  school, which coincided with the start of  treatment.  

Melissa demons t ra ted  a steady decrease in separation in- 

cidents dur ing  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. 
a Measure not returned by family. 

n u m b e r  of  separation incidents per  week d ropped  to 

zero for all three children,  and remained  at or close to 

zero at follow-up. 

D i s c u s s i o n  

Results of  this study show clinically significant de- 

creases in separation anxiety behaviors following PCIT 

for three young chi ldren with diagnosed SAD. Following 

this t reatment ,  none  of  the chi ldren met  diagnostic crite- 

ria for SAD. In addition, incidents of  separation anxiety 

d ropped  to zero within 6 weeks after beg inn ing  treat- 

m e n t  for all three chi ldren and remained  at or  close to 

zero at short-term follow-up. These results suggest that 

PCIT may be an effective t rea tment  for SAD in young 

children.  

Currently, there  is not  an empirically established treat- 

men t  for young chi ldren with SAD. CBT has been  con- 

f i rmed as an empirically suppor ted  t rea tment  for anxiety 

disorders in chi ldhood,  but  t rea tment  studies have tar- 

geted chi ldren over the age of  7 (Albano & Kendall, 2002; 

Ginsburg & Schlossberg, 2002). PCIT may provide a viable 

t rea tment  opt ion for young children,  as it was specifically 

designed for this population.  Separation-anxious behav- 

iors are c o m m o n  among  preschool  children.  Traditional 

CBT techniques used with older  chi ldren of  evaluating 

the evidence for feared  situations or  using brave talk 

are no t  deve lopmenta l ly  appropr ia te  for this age group.  

A t r ea tment  that  provides the paren t  with behavior- 

m a n a g e m e n t  skills and also improves their  relat ionship 

with their  child, as PCIT does, would seem to be recom- 

m e n d e d  for chi ldren of  this age group. 

The  results of  this study are promising in suggesting 

that PCIT may be an effective t rea tment  for preschoolers  

exper ienc ing  SAD, and indicate that a larger scale study 

incorporat ing randomized  assignment to t rea tment  ver- 

sus wait-list control  chi ldren is warranted. A group design 

study would provide more  informat ion on the effective- 

ness of  PCIT by compar ing  t rea tment  gains across a num- 

ber of  children. A randomly assigned wait-list condi t ion 

would help to fur ther  distinguish t rea tment  gains f rom 

gains due to maturat ion and development .  Al though the 

PCIT t rea tment  occurred over approximately a 2 mon th  

t ime 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 in t roduct ion of  CDI versus PDI, to help fur ther  eluci- 

date the mechanism of  change.  In the current  study, CDI 

was in t roduced  first in all cases to be consistent with the 

PCIT protocol. From the results, it appears that the warmth, 

control,  and social r e in forcement  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 dur ing that phase. It is possible that the PDI phase 



PCff and Separation Anxiety Disorder 133 

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 dur ing CDI. For the third 
child, separation incidents actually increased during CDI 
and then p lummeted 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 at tachment  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 a t tachment  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 percept ion o f  con- 
trol. It is likely that the CDI phase o f  treatment, in which 
the child directs the interaction in a warm and supportive 
environment,  increases the child's sense o f  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 parent ing 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 reduct ion 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  dependen t  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 o f  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 maturat ion ef- 
fects resulted in the t reatment  reductions. A larger treat- 
men t  study would help to clarify these issues. 

Although this is a pilot study, it yields potentially impor- 
tant information. One advantage of  the multiple-baseline 
design is that  weekly measures provide information as to 
precisely when change occurs dur ing treatment. For ex- 
ample, the largest changes in anxiety behaviors for all 
three patients occurred prior  to implement ing PDI. The 
consistent reduct ion in anxiety behaviors dur ing 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 re inforcement  
in the development  and change of  anxiety behaviors. It 
also supports a t tachment  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, model ing of  nonanxious 
behaviors during separation situations would be expected 
to lead to nonanxious behaviors in the child. Finally, hav- 
ing new parent ing skills may have decreased parents '  
overall stress. Future studies should include measures of  
parent  anxiety or  stress dur ing t reatment  to track these 
changes in parent  funct ioning as well as child anxiety 
during treatment. 

The results o f  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 uncontrol led subject 
characteristics and low external validity (Kazdin, 1998). 
With children, t reatment  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 o f  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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behav io ra l  t r e a t m e n t  o f  s epa ra t i on  anxie ty  focuses o n  expo-  

su re  to  s e p a r a t i o n  f r o m  t he  p a r e n t  a n d  t ack l ing  successive 

f e a r e d  s i t ua t i ons  in  t h e  a v o i d a n c e  h i e r a r c h y  ( T h y e r  e t  al., 

1993).  In  t h a t  a p p r o a c h ,  as t he  ch i ld  faces i nc rea s ing ly  dif- 

f icul t  s i t ua t ions  a n d  ga ins  c o n f i d e n c e ,  t he  ch i ld ' s  anx i e ty  

dec reases .  However ,  s imi la r  c h a n g e  was o b s e r v e d  follow- 

i ng  PCIT  w i t h o u t  expl ic i t  i n s t r u c t i o n  in  exposure ,  a l t h o u g h  

p a r e n t s  we re  e n c o u r a g e d  to r e i n f o r c e  b r a v e  behav io r s ,  

i n c l u d i n g  a p p r o a c h  b e h a v i o r  to s e p a r a t i o n  s i tua t ions .  Al- 

t h o u g h  t r e a t m e n t  d i d  n o t  specif ical ly  a d d r e s s  e x p o s u r e  

to  f e a r e d  s i t u a t i ons ,  t h e  c h i l d r e n  b e g a n  f a c i n g  f e a r e d  

s i tua t ions ,  as is i n d i c a t e d  by  t h e  r e d u c t i o n  in  t h e i r  FAH. 

T h e  resu l t s  o f  this  s tudy  p r o v i d e  f u r t h e r  s u p p o r t  fo r  t h e  

i m p o r t a n c e  o f  t he  p a r e n t - c h i l d  i n t e r a c t i o n  in  t h e  m a i n t e -  

n a n c e  o f  a n x i e t y  a n d  m a y  h a v e  d i r e c t  r e l e v a n c e  to cl ini-  

cians.  Recent ly ,  c h i l d  anx i e t y  r e s e a r c h  ha s  b e g u n  to h i g h -  

l i gh t  t h e  p o t e n t i a l  i m p o r t a n c e  o f  i n c l u d i n g  p a r e n t s  in  

t r e a t m e n t  (e.g., B a r r e t t  e t  al., 2001;  G a l a m b o s ,  Barker ,  & 

A l m e i d a ,  2003;  K e n d a l l  e t  al., 1996) .  T h e  resu l t s  o f  th is  

s tudy  sugges t  t h a t  c l in i c i ans  s h o u l d  c o n s i d e r  t he  p a r e n t -  

c h i l d  r e l a t i o n s h i p  w h e n  t r e a t i n g  y o u n g  c h i l d r e n  wi th  sep- 

a r a t i o n  anxiety .  E s t a b l i s h i n g  r e g u l a r  in te rva l s  in  w h i c h  

t h e  p a r e n t  a n d  c h i l d  e x p e r i e n c e  a pos i t ive  i n t e r a c t i o n ,  

e i t h e r  d u r i n g  s c h e d u l e d  p l a y t i m e  o r  s c h e d u l e d  activit ies,  

m a y  b e  a n  i m p o r t a n t  e l e m e n t  in  t r e a t m e n t  as y o u n g  chi l-  

d r e n  d e v e l o p  a s ense  o f  m a s t e r y  a n d  c o n t r o l  ove r  t h e i r  

e n v i r o n m e n t .  

References  

Achenbach, T. M. (1991). Manual for the Child Behavior Checklist~4-18 
and 1991 profile. Burlington, VT: Department of Psychiatry, Uni- 
versity of Vermont. 

Albano, A. M., Chorpita, B. E, & Barlow, D. H. (1996). Childhood anx- 
iety disorders. In T. Mash & M. Barkley (Eds.), Childpsychopathol- 
0gy. New York: The Guilford Press. 

Albano, A. M., & Kendall, E C. (2002). Cognitive behavior therapy for 
children and adolescents with anxiety disorders: Clinic research 
advances. International Review of Psychiatry, 14, 129-134. 

American Psychiatric Association. (1994). Diagnostic Criteriafrooro DSM- 
PZ. Washington, DC: Author. 

American Psychological Association. (1992). EthicalPrinciples of PsychoL 
ogists and Code of Conduct, 47, 1597-1611. 

Barrett, E M., Duff); A. L., Dadds, M. M., & Rapee, R. M. (2001). Cog- 
nitive-behavioral treatment of anxiety disorders in children: 
Long-term (6-year) follow-up.J0urnal of Consulting and Clinical Psy- 
chology, 69, 135-141. 

Barrett, E M., Rapee, R. R., Dadds, M. M., & Ryan, S. M. (1996). Family 
enhancement of cognitive style in anxious and aggressive chil- 
dren. Journal of Abnormal Child Psychology, 24, 187-203. 

Benjamin, R. S., Costello, E.J., & Warren, M. (1990). Anxiety disorders 
in a pediatric sample.Journal of Anxiety Disorders, 4, 293-316. 

Boggs, S. R., Eyberg, S., & Reynolds, L. A. (1990). Concurrent validity 
of the Eyberg Child Behavior Inventory. Journal of Clinical Child 
Psychology, 19, 75-78. 

Bowlby, J. (1973). Attachment and loss: Vol. 2. Separation. NewYork: Basic 
Books. 

Brinkmeyer, M. Y., & Eyberg, S. M. (2003). Parent-Child Interaction 
Therapy for oppositional children. In A. E. Kazdin &J. R. Weisz 
(Eds.), Evidence based psychotherapies for ehildren and adolescents. New 
York: The Guilford Press. 

Choate, M. L., & Pincus, D. B. (2005). Weekly record of anxiety at sep- 
aration. In A. Eisen & C. E. Schaefer (Eds.), Separation anxiety dis- 
order in children and adolescents. New York: The Guilford Press. 

Chorpita, B. E (2001). Control and the development of negative emo- 
tion. In M. W. Vasey & M. R. Dadds (Eds.), The Develo]:rmental Psycho- 
pathology of Anxiety (pp. 112-142). NewYork: Oxford University Press. 

Chorpita, B. E, & Barlow, D. H. (1998). The development of anxiety: 
The role of control in the early environment. PsychologicalBuUetin, 
124, 3-21. 

Chorpita, B. E, Broual, T. A., & Barlow, D. H. (1998). Perceived control 
as a mediator of family environment in etiological models of 
childhood anxiety. Behavior Therapy, 29, 457-476. 

Cobham, V. E., Dadds, M. R., & Spence, S. (1998). The role of parental 
anxiety in the treatment of childhood anxiety.Journal of Consulting 
and Clinical Psychology, 66, 893-905. 

Dadds, M. R., Heard, E M., & Rapee, R. R. (1991). Anxiety disorders in 
children. International Review of Psychiatry 3, 231-241. 

Daughter'/, T. K, & Shapiro, S. K. (1994). Behavior checklists and rat- 
ing forms. In T. H. Ollendick, N.J. King, & W. Yule (Eds.), Interna- 
tional handbook of phobie and anxiety disonters in children and adolescents 
(pp. 331-347). New York: Plenum Press. 

Eisenstadt, T. H., Eyberg, S. M., McNeil, C. B., Newcomb, I~, & Funder- 
burk, B. (1993). Parent-Child Interaction Therapy with behavior 
problem children: Relative effectiveness of two stages and overall 
treatment outcome. Journal of Clinical Child Psychology, 22, 42-51. 

Eyberg, S. M. (1988). Parent-child interaction therapy: Integration of 
traditional and behavioral concerns. Child and Family Behavior 
Therapy, 10, 33-46. 

Eyberg, S. M. (1992). Assessing therapy outcome with preschool chil- 
dren: Progress and problems. Journal of Clinical Child Psychology, 
21, 306-311. 

Eyberg, S. M., & Boggs, S. R. (1998). Parent-Child Interaction Therapy: 
A psychosocial intervention for the treatment of young conduct- 
disordered children. InJ. M. Briesmeister & C. E. Schaefer (Eds.), 
Handbook of parent training: Parents as co-therapists for children's behav- 
iorproblems (2nd ed., pp. 61-97). NewYork:John Wiley & Sons. 

Eyberg, S. M., & Pincus, D. (1999). Eyberg Child Behavior lnvento~ and 
Sutte~Eyberg Student Behavior Inventory: Professional manual. Odessa, 
FL: Psychological Assessment Resources. 

Fischer, D.J., Himle, J. A., & Thyer, B. A. (1999). Separation anxiety 
disorder. In R. T. Ammerman, M. Hersen & C. Last (Eds.), Hand- 
book of prescriptive treatroents for children and adolescents (2nd ed., pp. 
141-154), Boston: Allyn & Bacon. 

Foote, R., Eyberg, S., & Schuhmann, E. (1998). Parent-child interac- 
tion approaches to the treatment of child behavior problems. In 
T. H. Ollendick & R.J. Prinz (Eds.), Advances in clinical childpsy- 
chology (Vol. 20, pp. 125-151), New York: Plenum Press. 

Funderburk, B. W., Eyberg, S. M., Rich, B. A., & Behar, L. (2003). Fur- 
ther psychometric evaluation of the Eyberg and Behar rating 
scales for parents and teachers of preschoolers. Early Education 
and Development, 14, 67-81. 

Galambos, N. L., Barker, E. T., & Almeida, D. M. (2003). Parents do 
matter: Trajectories of change in externalizing and internalizing 
problems in early adolescence. ChildDeveloproent, 74, 578-594. 

Ginsburg, G. S., & Schlossberg, M. C. (2002). Family-based treatment 
of childhood anxiety disorders. International Review of Psychiatry, 
14, 143-154. 

Glennon, B., & Weisz, J. R. (1978). An observational approach to the 
assessment of anxiety in young children. Journal of Consulting and 
Clinical Psychology, 46, 1246-1257. 

Hayes, S. C., Barlow, D. H., & Nelson-Gray, R. O. (1999). The Scientist- 
Practitioner: Research and Accountability in the Age of Managed Care 
(2nd ed.). Boston: Allyn & Bacon. 

Heard, E M., Dadds, M. R., & Conrad, E (1992). Assessment and treat- 
ment of simple phobias in children: Effects on family and marital 
relationships. Behaviour Change, 9, 73-82. 

Hembree-Kigin, T. L., & McNeil, C. B. (1995). Parent-child interaction 
therapy. New York: Plenum Press. 

Herschell, A. D., Calzada, E.J., Eyberg, S. M., & McNeil, C. B. (2002). 
Clinical issues in parent-child interaction therapy. Cognitive and 
Behavioral Practice, 9, 16-27. 



PCIT and  Separa t ion  Anxie ty  Disorder  135  

Hoffman, E. C. (2000). Parenting style and child anxiety: A multiple baseline 
intervention. Unpublished manuscript. 

Kazdin, A. E. (1998). Research design in clinicalpsychology (3rd ed.). Bos- 
ton: Allyn & Bacon. 

Lowe, L. A. (1998). Using the Child Behavior Checklist in assessing 
conduct disorder: Issues of reliability and validi~ Research on 
Social Work Practice, 8, 286-301. 

Mendlowitz, S. L., Manassis, K., Bradley, S., Scapillato, D., Miezitis, S., 
& Shaw, B. (1999). Cognitive-behavioral group treatments in 
childhood anxiety disorders: The role of parental involvement. 
Journal of the American Academy of Child and Adolescent Psychiatry, 38, 
1223-1229. 

Muris, E, & Merckelbach, H. (1998). Perceived parental rearing 
behaviour and anxiety disorders symptoms in normal children. 
Personality and Individual Differences, 25, 1199-1206. 

Neary, E. M., Harwood, M., Bell, S., Adams, R., & Eyberg, S. M. (2002, 
June). Effects of PCIT on attachment. Poster presented at the Third 
Parent-Child Interaction Therapy Conference, Sacramento, CA. 

Nixon, R. D., Sweeney, L,  Erickson, D. B., & Tonyz, S. W. (2003). Par- 
ent-child interaction therapy: A comparison of standard and 
abbreviated treatments for oppositional defiant preschoolers. 
Journal of Consulting and Clinical Psychology, 71, 251-260. 

Reiss, D., Hetherington, E. M., Plomin, R., Howe, G. W., Simmens, s.J., 
Henderson, S. H., O'Connor, T.J., Bussell, D. A., Anderson, E. R., & 
Law, T. (1995). Genetic questions for environmental studies: Dif- 
ferential parenting and psychopathology in adolescence. Archives 
of General Psychiatry, 52, 925-936. 

Rich, B. A., & Eyberg, S. M. (2001). Accuracy of assessment: The dis- 
criminative and predictive power of the Eyberg Child Behavior 
Inventory. Ambulatory Child Health, 7, 249-257. 

Rutter, M. (1980). Attachment and the development of social relation- 
ships. In M. Rutter (Ed.), Scientific Foundation of DevelopmentalPsy- 
chiatry. London: Heinemann. 

Schniering, C. A., Hudson,J. L., & Rapee, R. (2000). Issues in the diag- 
nosis and assessment of anxiety disorders in children and adoles- 
cents. Clinical Psychology Review, 20, 453-478. 

Schuhmann, E. M., Foote, R. C., Eyberg, S. M., Boggs, S. R., & Algina, 
J. (1998). Efficacy of parent-child interaction therapy: Interim 

report of a randomized trial with short-term maintenance.Journal 
of Clinical Child Psychology, 27, 34-45. 

Silverman, W. K., & Albano, A. M. (1996). TheAnxiety Disorders Interview 
Schedule for Children: Child and Parent Versions. New York: Psycholog- 
ical Corporation. 

Silverman, W. K., & Nelles, W. B. (1988). The Anxiety Disorders Inter- 
view Schedule for Children.Journal of the American Academy of Child 
and Adolescent Psychiatry, 7, 772-778. 

Silverman, W. K., Saavedra, L. M., & Pina, A. A. (2001). Test-retest reli- 
ability of anxiety symptoms and diagnoses with anxiety disorders 
interview schedule for DSM-1V: Child and parent versions.Journal 
of the American Academy of Child and Adolescent Psychiatry, 40, 937- 
944. 

Thyer, B. A., Himle, J., & Fischer, D.J. (1993). Separation anxiety dis- 
order. In R. T. Ammerman & C. G. Last (Eds.), Handbook ofprescrip- 
rive treatments for children and adolescents (pp. 144-158). Boston: 
Allyn & Bacon. 

Tonge, B. (1994). Separation anxiety disorder. In T. H. Ollendick, N.J. 
King, & W. Yule (Eds.), InternationalHandbook of Phobic andAnxiety 
Disorders in Children and Adolescents (pp. 145-167). New York: Ple- 
num Press. 

Warren, S. L., Huston, L., Egeland, B., & Sronfe, L. A. (1997). Child 
and adolescent anxiety disorders and early attachment.Journal of 
the American Academy of Child and Adolescent Psychiatry, 36, 637-644. 

Westenberg, E M., Siebelink, B. M., Warmenhoven, N.J., & Treffers, 
E D. (1999). Separation anxiety and overanxious disorders: Rela- 
tions to age and level of psychosocial maturity.Journal oftheAmer- 
ican Academy of Child and Adolescent Psychiatry, 38, 1000-1007. 

Whaley, S. E., Pinto, A., & Sigman, M. (1999). Characterizing interac- 
tions between anxious mothers and their children.Journal of Con- 
sulting and Clinical Psychology, 67, 826-836. 

Address correspondence to Molly L. Choate, Center for Anxiety and 
Related Disorders, 648 Beacon Street, 6th Floor, Boston, MA 02215; 
e-mail: molly@bu.edu. 

This article was accepted under the editorship of Anne Marie Albano.- 


