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Understanding+the+Impact+of+Trauma+on+the+Wellbeing+of+Young+African+
American+Children+and+their+Families:+An+innovative+Approach+to+Training+

Community+Partners+
!
Purpose:!
!
The!purpose!of!this!project!is!to!address!the!recommendations!outlined!in!the!
“African!American!Utilization!Report”.!!In!that!report!barriers!to!access!and!
inadequacy!of!services!to!African!American!in!Alameda!County!were!outlined.!!The!
current!project!seeks!to!improve!service!delivery!to!young!African!Americans!
(under!age!5)!and!their!families!through!the!development!of!a!curriculum!to!be!used!
to!train!service!providers!in!the!county!with!the!following!goals:!
!
Goals!

• Increase!the!knowledge,!skills!and!awareness!of!mental!health!and!medical!
providers!of!young!African!American!children!and!their!families!of:!

o The!impact!of!trauma!on!these!families!
o The!impact!of!racism!on!these!families!
o Multigenerational/!intergenerational!trauma!
o How!to!provide!culturally!responsive!and!trauma!informed!services!to!

this!population!
o Increase!provider!empathy!for!these!families!

!
Method!
!
The!above!goals!were!informed!by!the!African!American!Utilization!Report,!but!also!
derived!from!a!lengthy!and!comprehensive!data!collecting!process!involving!
providers!and!consumers!which!will!be!described!below.!
!
The!team!behind!this!work!is!a!group!of!African!American,!female!mental!health!
providers!and!advocates!who!work!at!both!Early!Intervention!Services!and!Center!
for!the!Vulnerable!Child!at!Children’s!Hospital!&!Research!Center!Oakland.!!The!
team!includes!a!family!partner,!administrator,!instructors!and!cliniciansT!all!of!
which!have!extensive!experience!with!advocacy!for!African!American!families.!!
Through!their!contacts!with!families,!medical!residents,!family!partners,!and!
parents.!
!
There!were!7!focus!groups!conducted!with!a!total!of!45!participants.!Flyers,!emails,!
phone!calls!and!reaching!out!to!personal!contacts!were!used!to!gain!access!to!these!
groups.!The!team!met!to!create!the!format!for!the!focus!group!and!to!create!the!
guiding!questions.!!At!the!beginning!of!each!focus!group!a!questionnaire!was!
completed!and!then!discussion!followed.!!The!focus!groups!were!audio!recorded!
and!transcribed.!
!
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Participants:!
Focus!group!participants!included!ethnically!diverse!participants.!!The!consumer!
groups!were!predominantly,!if!not!entirely!African!American.!
!

• Harris!Early!Childhood!Training!program!students!
• Early!Connections!Family!Partners!
• Alameda!County!Child!Welfare!Workers!
• Medical!Residents!
• Parent!and!consumer!groups!

!
Analysis:!
!
We!completed!a!grounded!theory!based!qualitative!analysis!of!the!focus!group!
surveys!and!transcripts.!The!team!member!who!did!not!attend!the!focus!groups!
conducted!the!data!analysis.!This!process!included!multiple!close!readings!of!the!
transcripts,!a!highlighting!of!recurring!themes,!presentation!of!the!themes!to!the!
team!to!vet!them,!and!then!another!iterative!reading!of!the!transcripts.!!Several!
themes!and!trends!emerged:!
!

• trauma!is!difficult!to!talk!about!
• issues!related!to!race!and!racism!can!be!challenging!for!some!participants!to!

talk!about!
• many!participants!have!limited!knowledge!of!the!concept!of!

“intergenerational!transmission!of!trauma”!
• trauma!in!the!AfricanTAmerican!community!does!not!only!impact!the!socioT

economically!marginalized!or!those!exposed!to!community!violence;!middle!
class!African!Americans!experience!trauma!due!to!their!experiences!of!
racism!

• Generational!differences!impact!how!African!Americans!and!individuals!
working!with!African!Americans!perceive!trauma!and!its!intersection!with!
race!and!class!

• Some!service!providers!have!NO!knowledge!of!the!history!of!African!
Americans!

• There!is!limited!recognition!of!biTracial/multiTracial,!African!American!
identified!individuals!

!
Curriculum!Development!
!
The!team!met!to!review!the!data!themes!and!then!worked!to!address!the!gaps!in!
knowledge!articulated!above.!!We!drew!upon!the!experiences!we!had!in!teaching!
about!African!American!psychology,!cultural!competency,!trauma,!family!systems!
and!intervention!work.!!We!also!decided!that!one!of!the!main!mechanisms!and!goals!
of!this!training!is!to!increase!empathyT!to!expand!the!capacity!of!providers!to!
understand,!connect!with!and!feel!compassion!for!those!they!serve.!!We!identified!
that!the!gaps!in!knowledge!above!often!pose!barriers!to!empathy.!!That!if!a!provider!
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doesn’t!fully!understand!the!impact!of!trauma!on!behavior,!or!historical!contexts!of!
the!legacy!of!historical!trauma!and!oppression!they!might!interpret!a!child!or!
family’s!behavior!as!threatening,!out!of!control,!aggressive!or!problematic.!!But,!that!
with!empathy!and!compassion!and!an!understanding!of!the!multiple!factors!like!
trauma,!racism!and!development!that!there!can!lead!to!less!negative!interpretations!
of!behavior!and!more!successful!engagement.!!With!these!goals!in!mind!we!
developed!the!following!curriculum!plan.!!Each!session!would!follow!the!same!
format.!!That!format!is!to!begin!with!a!clinical!example!of!both!struggle!and!
resilience!exemplified!in!digital!stories,!followed!by!didactics,!selfTreflection!and!
resources.!!!Each!session!will!also!be!guided!by!reflective!questions!that!guide!the!
conversation.!!!
!
We!then!presented!a!summary!of!the!materials!and!our!process!to!three!more!focus!
groups,!two!of!parent!consumers!and!one!of!mental!health!providers.!!We!received!
helpful!feedback!which!highlighted!excitement!about!this!project,!a!need!for!this!
kind!of!learning!and!support!for!a!focus!on!empathy!development.!!Concerns!were!
also!raised!about!making!sure!that!the!person(s)!providing!the!training!were!able!to!
facilitate!difficult!conversations!and!had!a!substantial!background!and!familiarity!
with!the!information!provided.!
!
A!summary!of!the!curriculum!is!provided!below:!
!
Key!Assumptions:!

• Service!Providers!of!African!American!families!of!young!children!
o Not!only!mental!health!

• Cohort!fashion,!such!that!the!group!will!stay!with!each!other!over!the!course!
of!the!series!

• That!the!providers!will!be!diverse!in!terms!of!ethnicity,!race!culture!and!
other!significant!identities!

• We!encourage!the!group!to!be!no!more!than!12T!relationships!are!a!primary!
focus!for!this!training!and!as!such!groups!that!are!much!larger!will!not!
benefit!in!the!same!ways!from!this!training!

• It!is!suggested!that!all!pieces!of!this!curriculum!are!provided!in!the!order!
stated!here.!

• The!first!session!is!to!be!conducted!in!four!hours,!there!will!be!9!other!
sessions,!each!are!three!hours!!

• The!instructor!will!have!a!deep!knowledge!of!the!content!provided!and!will!
be!skilled!at!facilitating!difficult!dialogue.!Resources!!to!help!with!this!
include:!

o http://www.crlt.umich.edu/publinks/racialguidelines!
o https://www.lclark.edu/live/files/8832TexcerptedTcontent!
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o http://www.cmu.edu/teaching/resources/Teaching/CourseDesign/I
nstructionalStrategies/HotMomentsClassroom.pdf!

o https://www.jbfcs.org/about/agencyTinitiatives/confrontingT
organizationalTracism/antiTracismTresourcesTtoTdownload/!
!

• It!is!strongly!suggested!that!participants!keep!a!journal!through!this!work.!
There!are!reflective!questions!throughout.!While!the!slides!do!not!explicitly!
mention!the!journal,!it!is!recommended!that!the!instructor!encourage!
sharing!and!or!processing!through!journal!writing.!!While!many!of!the!
didactics!are!content!heavy,!several!of!them!provide!the!time!and!space!for!
reflection!and!struggling!with!the!material!and!journaling!is!key!to!this!
process.!!

• Each!session!follows!the!same!format!of!beginning!with!“our!stories”!
followed!by!didactic,!reflection!and!then!resources.!

Sessions:!
Assessment:!
Session'One:!Introduction,!setting!the!stage!

• the!purpose!of!this!session!is!to!set!ground!rules!for!communication,!set!basic!
assumptions!for!the!training!and!to!perform!initial!assessments!
!

+
Multigenerational+Trauma:+
Session'Two:''What'is'multigenerational'Trauma?'

• the!next!two!sessions!focus!on!defining!multigenerational!trauma!and!pull!
heavily!from!the!work!of!Dr.!Joy!DeGruy.!!!

• This!is!a!content!and!emotionally!heavy!two!sessions!
• The!first!session!will!focus!on!the!historical!contexts!of!trauma!

'
Session'Three:''Multigenerational'Trauma'Today'

• This!session!continues!the!work!from!the!previous!one,!yet!focuses!on!
present!day!manifestations!of!the!historical!trauma!
!

Session'Four:''Interrupting'the'Cycle'
• This!session!begins!to!highlight!opportunities!for!success!and!resilience!

within!African!American!families!

Impact+of+Trauma+on+AfricanBAmericans+and+their+young+children+
Session'Five:''Psychosocial'Determinants'of'Health'
Session'Six:'Impact'of'Trauma'Continued'
*!The!above!two!sessions!are!used!to!detail!present!day!implications!of!racism!in!
health!and!mental!health.!!There!is!guided!discussion!that!is!based!on!the!
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documentary!(which!should!be!shown!in!full)!“Unnatural!Causes”.!!This!is!a!rich!
opportunity!for!learning!and!discussion.!
!
Session'Seven:'Impact'of'trauma'on'young'children''

• This!presentation!focuses!on!the!impact!of!trauma!directly!on!young!children!

Healing+practices+
Session'Eight:'Cultural'Healing'Practices'
Session'Nine:'Evidenced'Based'Treatment'

• These!two!sessions!are!used!to!highlight!resilience!and!to!begin!to!develop!
awareness!about!intervention!and!skills!that!can!be!used!to!reduce!the!
impact!of!trauma!and!racism!on!African!American!families!

Session'Ten:''Wrap'up'reflections'
o This!is!an!opportunity!for!reflection!on!the!experience,!to!collect!

feedback!and!to!conduct!post!tests!assessment!

!
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Dear%Curriculum%Users,%

In%our%search%to%examine%the%impact%of%intergenerational%transmission%of%trauma%on%the%
lives%of%African:Americans,%we%found%many%sources%to%help%us%to%better%understand%the%
historical%challenges,%present%day%barriers,%and%the%need%for%future%research%and%
interventions.%The%following%resources%have%increased%our%knowledge,%broadened%our%
perspectives,%and%deepened%our%capacity%to%understand%one%more%individual’s%struggle%in%
the%world.%As%result%of%our%exploration,%we%suggest%you%also%look%for%articles,%videos,%and%
other%Internet%resources%to%support%your%discussions%and%to%add%to%the%exploration%of%this%
topic.%The%following%is%a%list%of%resources%which%are%available%online.%Please%note:%if%you%
choose%to%reprint%or%distribute%these%resources,%ensure%that%you%have%expressed%permission%
from%the%author%in%order%to%do%so.%

Sincerely,%

Kimberly%Bradley,%Psy.D%

Allison%Briscoe:Smith,%Ph.D%

Jill%Miller,%Psy.D%

Suggested(Resources(and(Readings((

https://www.childwelfare.gov/topics/responding/trauma/%

http://childwelfaresparc.org/wp:content/uploads/2013/11/Implementing:Trauma:
Informed:Practices.pdf%%

http://www.thenationalcouncil.org/wp:content/uploads/2012/11/Natl:Council:Webinar:
8:2012.pdf%%

http://www.georgiadisaster.info/MentalHealth/MH23%20BuildingResiliency/Ecological
%20Model.pdf%%

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448601/Impact%of%Racial%Trauma%on%
African:Americans%%%%%

Therapy%with%African%Americans%and%the%Phenomenon%of%Rage%(authors%Kenneth%V.%Hardy%
and%Tracey%Laszloffy)%

This project was funded by the Innovation Grants Program through the Prop 63 Mental Health Services Act



Birth%Parents%with%Trauma%Histories%and%the%Child%Welfare%System:%A%Guide%for%Child%
Welfare%Staff%(National%Child%Traumatic%Stress%Network)%

Evidence:based%Treatments%for%Traumatized%Youth%(National%Child%Traumatic%Stress%
Network)%

In%Our%Own%Voice:%African:American%Stories%of%Oppression,%Survival,%and%Recovery%in%
Mental%Health%Systems%(author%Vanessa%Jackson)%

Post%Traumatic%Slave%Syndrome%(%Dr.%Joy%DeGruy,%YouTube%videos)%

Ken%Hardy's%Tasks%of%Participants%in%Discussions%about%Race%and%Other%Aspects%of%Social%
Identity%(author%Ken%Hardy,%Ph.D,%retrieved%from%ANTI:RACISM%RESOURCES%TO%
DOWNLOAD(https://www.jbfcs.org/about/agency:initiatives/confronting:organizational:
racism/anti:racism:resources:to:download/%)%

The%Lost%Children%of%Wilder:%The%Epic%Struggle%to%Change%Foster%Care%(author%Lisa%
Bernstein)%%

Arvidson,%Joshua%,%Kinniburgh,%Kristine%,%Howard,%Kristin%,%Spinazzola,%Joseph%,Strothers,%
Helen%,%Evans,%Mary%,%Andres,%Barry%,%Cohen,%Chantal%and%Blaustein,%Margaret%E.(2011)%
'Treatment%of%Complex%Trauma%in%Young%Children:%Developmental%and%Cultural%
Considerations%in%Application%of%the%ARC%Intervention%Model',%Journal%of%Child%&%Adolescent%
Trauma,%4:%1,%34%—%51.%Retrieved%from%http://dx.doi.org/10.1080/19361521.2011.545046%
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For$the$presenter,$the$goal$of$this$session$is$to$orient$par1cipants$to$the$series$and$to$

perform$baseline$assessments.$These$assessments$should$be$collected$and$given$

again$at$the$end$of$the$series.$The$MCKASS$assessment$must$have$prior$signatures$

completed$and$must$follow$the$u1liza1on$request$form$prior$to$comple1on.$$Please$

read,$the$aCached$u1liza1on$request.$Pre$and$post$assessments$and$informa1on$

should$be$kept.$$The$idea$is$to$facilitate$discussions$of$these$measures$during$this$

class.$

1$



2$



3$



4$
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Please$review$permission$for$use.$

The$latest$presenta1on,$cri1que,$and$user$guidelines$for$the$MCKAS$is$presented$in:$

Pontero'o,)J.)G.,)&)Potere,)J.)C.))(2003).))The)Mul9cultural)Counseling)Knowledge)
and)Awareness)Scale)(MCKAS):))Validity,)reliability,)and)user)guidelines.))In)D.)P.)
PopeKDavis,)H.)L.)K.)Coleman,)W.)M.)Liu,)&)R.)Toporek)(Eds),)Handbook)of)
mul9cultural)competenices)in)counseling)and)psychology))(pp.)137K153).))Thousand)
Oaks,)CA:))Sage.))(Any)user)of)the)MCKAS)must)read)this)source.)$

$

$
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*$PresenterO$please$be$sure$to$have$sent$out$the$link$to$par1cipants$before,$have$

them$complete$the$task$$

$
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*$Quote$retrieved$from$State$of$the$Science$Implicit$Bias$Review$2013.$(2013,$May$

29).$Retrieved$April$9,$2015,$from$hCp://kirwanins1tute.osu.edu/docs/SOTSO

Implicit_Bias.pdf$
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To)the)trainer:)please)provide)copies)of)these)for)members)to)complete)
)
The)Davis)Interpersonal)Reac9vity)Index)
'The$Interpersonal$Reac1vity$Index$(Davis,$1980,$1983)$is$a$measure$of$disposi1onal$empathy$

that$takes$as$its$star1ng$point$the$no1on$that$empathy$consists$of$a$set$of$separate$but$

related$constructs.$The$instrument$contains$four$sevenOitem$subscales,$each$tapping$a$

separate$facet$of$empathy.$The$perspec1ve$taking$(PT)$scale$measures$the$reported$

tendency$to$spontaneously$adopt$the$psychological$point$of$view$of$others$in$everyday$life$("I$

some1mes$try$to$understand$my$friends$beCer$by$imagining$how$things$look$from$their$

perspec1ve").$The$empathic$concern$(EC)$scale$assesses$the$tendency$to$experience$feelings$

of$sympathy$and$compassion$for$unfortunate$others$("I$oaen$have$tender,$concerned$

feelings$for$people$less$fortunate$than$me").$'$The$following$statements$inquire$about$your$

thoughts$and$feelings$in$a$variety$of$situa1ons$

1. I$daydream$and$fantasize,$with$some$regularity,$about$things$that$might$happen$to$me.$$

2.$I$oaen$have$tender,$concerned$feelings$for$people$less$fortunate$than$me.$$

3.$I$some1mes$find$it$difficult$to$see$things$from$the$"other$guy's"$point$of$view.$$

4.$Some1mes$I$don't$feel$very$sorry$for$other$people$when$they$are$having$problems.$

Reference:$Davis,$M.$H.$(1980).$A$mul1dimensional$approach$to$individual$differences$in$

empathy.$JSAS$Catalog$of$Selected$Documents$in$Psychology,$1980,$10,$85.$

Davis,$M.$H.$(1983).$Measuring$individual$differences$in$empathy:$Evidence$for$a$

mul1dimensional$approach.$Journal$of$Personality$and$Social$Psychology,$44(1),$113O126.$

doi:$10.1037/0022O3514.44.1.113$

The$measure:$Davis$(1980)$IRI.doc$

$

What�s)your)EQ)(empathy)quo9ent)?))
!This$quiz,$adapted$from$a$common$psychological$test$of$empathy,$gauges$two$key$

empathy$types:$concern$for$others$and$perspec1ve$(the$ability$to$imagine$someone�s$point$
of$view).$$

$

$
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Knowing)Oneself$
Being$vigilant$about$the$dynamics$of$oppression$–$being$able$to$iden1fy,$acknowledge$and$validate$

with$others$requires$us$to$first$start$with$ourselves$by$making$conscious$of$that$which$do$not$see,$do$

not$want$to$see,$or$see$but$don�t$know$what$to$do$so$we$remain$silent.$It$is$by$Acknowledging$and$

Interrup1ng$the$dynamics$of$oppression$that$are$enacted$unconsciously.$Those$ways$in$which$we$

uninten1onally$and$unconsciously$use$our$privilege$during$our$work$or$fall$back$on$stereotypes$about$

clients$and/or$deny$that$we$hold$a$posi1on$of$power$and$privilege$over$our$clients.$$

What$are$the$effects$that$racism$and$oppression$has$racism$on$you$(ingrained$fears,$unchecked$

stereotypes,$walls$of$separa1on,$guilt$and$shame)?$
$$

Becoming)an)Ally)is)a)journey$
�Healing$leads$to$recogni1on$of$privilege,$which$in$turn$opens$the$door$to$developing$into$an$ally�$The$
journey$of$becoming$and$being$an$ally$involves$the$process$of$acknowledging$$the$experience$of$being$

the$target$of$oppression,$healing$from$the$hurts$of$oppression,$recognizing$one�s$privilege$and$
developing$into$an$ally.$It$is$the$ally�s$role$and$responsibility$to$work$toward$the$elimina1on$of$

oppression,$both$on$individual$and$ins1tu1onal$levels.$It$is$first$healing$ourselves$around$how$

oppression$has$been$and/or$is$impac1ng$you.$$
$$

Privilege)$
Is$about$being$aware$of$those$places$and$spaces$of$privilege$you$hold$whether$you$want$it$or$not,$

whether$you$like$it$or$not.$$

$$

Our)privilege)as)clinicians$
Those$of$us$who$are$working$with$members$of$the$community$and$who$are$unaware$of$the$forces$of$

privilege$will$miss$dynamics$that$may$very$well$be$a$key$in$a$client�s$healing.$$
)
)$
Therapist)as)Ally)$
Con1nuing$to$examine$your$loca1on$in$rela1on$to$your$clients.$Con1nually$seeking$and$building$

knowledge$about$cultural$iden1ty,$racial$iden1ty$development.$Being$willing$to$interrupt$oppression$

by$gekng$in$the$way$of$oppression,$to$stop$it$when$it$is$occurring.$$
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Effects)of)social)oppression)$
Understanding$that$oppression$is$the$root$cause$of$emo1onal$trauma$and$should$be$included$in$the$

clinical$assessment$of$a$client�s$problems$–$giving$importance$to$the$client�s$social,$poli1cal,$and$
cultural$experiences$primary$importance$within$the$treatment,$as$part$of$the$treatment$goals$and$

plan,$as$part$of$the$cultural$considera1ons$related$to$your$client.$$$$

)$
Interrup9ng)Internalized)Oppression)$
Talking$about$the$origins$of$a$client�s$nega1ve$beliefs$and$how$they$stem$from$social$forces$beyond$

their$control$$$

Talk$about$examples$of$posi1ve$social$contribu1ons$from$client�s$culture$
Talk$about$how$their$behavior$is$or$has$been$a$resistance$strategy$against$oppression$$

Help$clients$iden1fy$how$they$have$resisted$internalized$oppression$in$both$adap1ve$and$selfO

destruc1ve$ways$

Support$clients$with$exploring$and$iden1fying$how$they$can$replace$the$destruc1ve$coping$

mechanisms$they$have$used$as$their$strategy$for$surviving$oppression$and$the$�isms�$they$are$
impacted$with$new$more$posi1ve,$healthy,$empowering,$alterna1ves.$

$$

Ins9tu9onal)Oppression:)Expanding)the)Treatment)plan)$
Including$how$ins1tu1ons$in$our$social$system$impact$on$those$who$occupy$the$place$and$space$of$

disadvantage,$marginaliza1on,$subjuga1on,$discrimina1on$

$$

Effects)of)Mul9genera9onal)trauma)$
Recognizing$the$mul1genera1onal$trauma$of$the$past$as$it$con1nues$its$harmful$impact$on$the$present$

)$
)$
Using)a)Cultural)Genogram)during)assessment)$
$$

This$a$tool$that$can$assist$those$working$with$children$and$families$(1)$loca1ng$yourself$in$rela1on$to$

various$cultural$issues,$(2)$understand$the$impact$of$oppression$(3)$learn$the$effect$of$cultural$

treatment$and$mistreatment$$
$
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Presenter,(the(goal(of(the(next(two(sessions(are(to(thoroughly(embed(par8cipants(in(a(
deep(understanding(of(mul8genera8onal(trauma.((This(is(an(intense(explora8on(that(is(
sure(to(raise(anxiety(and(dicussion.(There(is(a(lot(of(material(here(and(in(the(next(session(
that(is(intersperssed(with(compelling(video(from(Dr.(Degruy.((Having(a(good(
understanding(of(her(work((Post(Trauma8c(Slave(Syndrome)(is(important.(She(has(a(
workbook(as(well(which(may(be((an(addi8onal(resources.(((
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Presenter,(in(addi,on(to(the(didac,c(here(there(are(a(number(of(ar,cles(that(can(be(
used(as(places(for(conversa,on.(While(there(is(a(lot(of(content(presented(here,(there(
should(be(lots(of(pauses(provided(for(folks(to(think(about(how(what(they(have(been(
learning(is(impac,ng(their(work.(This(session(is(also(strongly(related(and(will(link(up(
to(the(session(on(evidence(based(prac,ce.(If(you(feel(its(necessary(you(can(reference(
or(bring(back(these(slides(in(that(session(

1 



2 



3 



4 



Many(of(us(observe(varia,ons(in(levels(of(func,oning(of(persons(with(similar(
experiences.(For(example,(two(children(live(in(the(same(family,(with(the(same(
parents,(and(share(many(similar(experiences(and(challenges.(Yet,(one(child(seems(to(
have(liCle(problems(managing(and(coping(with(stresses,(and(the(other(child(has(
severe(psychological(symptoms(with(liCle(stress.((
(

5 



As#our#nervous#systems#do#not#very#well#dis1nguish#between#real#and#perceived#
threats#EXAMPLE:#A(parent(raising(a(fist(and(threatening(violence(may(cause(one(
child(to(laugh(and(another(child(to(withdraw(in(fear.(The(laughing(child(could(be(old(
enough(to(know(the(parent(was(joking,(but(the(younger,(frightened(child(was(
trauma,zed(by(the(threat(of(injury.(In(another(example,(a(racial(joke(that(most(
people(in(an(office(finds(humorous(can(make(the(workplace(dangerous(for(an(African(
American(employee(that(iden,fies(with(the(character(in(the(joke.(
(
Percep1on#shapes#what#is#dangerous#EXAMPLE:##A(man,(who(as(a(boy(was(
trauma,zed(by(domes,c(violence(characterized(by(loud,(shou,ng(baCles(between(
his(parents,(becomes(nervous(and(agitated(when(in(a(crowd(of(excited,(elated(
football(fans.(The(man(holds(his(sevenIyear(old(son’s(hand(while(in(the(crowd(and(the(
son(associates(his(father’s(fear(with(the(crowd(noise.(The(boy(becomes(nervous(in(
crowds.(This(example(not(only(illustrates(the(role(of(percep,on(in(determining(what(
is(dangerous(but(also(illustrates(how(we(can(learn(what(is(dangerous(through(
rela,onships(and(not(merely(by(direct(experience.((
(
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To#the#instructor,#if#possible#have#the#par4cipants#read#either#or#both#of#the#ar4cles#

a6ached#as#resources.##You#can#structure#this#session#as#more#didac4c#heavy#and#use#

the#power#point#slides#a6ached#in#the#folder,#or#you#can#use#both#of#the#videos#

a6ached#which#provide#good#overview#for#the#ACES#study.##Then#discussion#should#

focus#on#how#this#informa4on#fits#with#prior#sessions,#and#also#be#focused#on#thinking#

about#how#providers#can#begin#to#address#these#issues#and#be#allies#to#African#

American#families.#Sugges4ons#for#this#sec4on#include#individual#reflec4on#aDer#

video,#paired#sharing#and#doing#a#open#report#out#of#all#par4cipants.#

#

Please#note#that#the#presenta4on#is#pulled#from#the#following#website:#h6p://

www.acesconnec4on.com/blog/presenta4ons##they#state#the#following#about#its#use:##

These#PowerPoints,#videos#and#webinars#focus#on#the#ACE#Study,and#traumaH

informed#and#resilienceHbuilding#prac4ces.#They#are#available#for#anyone#to#use.#To#

be#useful#for#ACEsConnec4on#members,#this#list#strives#to#point#out#the#best#

presenta4ons;#it's#not#meant#to#be#allHinclusive.#We#welcome#addi4ons!#If#you#have#

other#presenta4ons#that#you'd#like#to#see#added#to#this#list,#send#the#link#in#a#

message#to#Jane#Stevens,#ACEsConnec4on#manager.#

#

1#



To#the#presenter#please#note#that#Dr.#Burke#Harris#also#has#a#Ted#talk#with#similar#

informa4on.#
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1 

Retrieved from http://www.thenationalcouncil.org/wp-content/uploads/2012/11/Natl-Council-
Webinar-8-2012.pdf 
 
For permission see: http://www.thenationalcouncil.org/consulting-best-practices/national-
council-shareables/ 
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This slide presents the ACE study design.  It is formatted into three sections. 
 
The first section presents information about the surveys. Survey Wave 1 is complete. Out of a 
population of 15,000 people, 13,454 were contacted and 9,508 responded. This is a 71 percent 
response rate. All medical evaluations were abstracted. 
 
Survey Wave 2 also has a sample size of 15,000. Medical evaluations are being abstracted. 
 
The second section states the study is examining the present health status of the participants. 
 
The third section indicates the study further examines mortality with National Death Index data 
as well as morbidity from data on hospital discharge, outpatient visits, emergency room visits, 
and pharmacy utilization.  
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This slide is a bar chart representing adverse childhood experiences versus current smoking.  
 
ACE Score    Percentage 
0     5.5 
1     6 
2     8 
3     10 
4 to 5     12 
6 or more    16 



This slide is titled smoking to self-medicate and contains a picture of a middle-aged man. 



This slide has a bar graph titled ACE score versus smoking and COPD (chronic obstructive 
pulmonary disease). 
 
ACE Score  Regular smoking by age 14   COPD  

  (percent with problem)  
 (percent with problem) 

 
0   3.9    

  6.9 
1   4.2    

  8.2 
2   7.1    

  11.1 
3   7.8    

  15.5 
4 or more  12.3     

 17.5 



This slide is titled molestation in childhood and has a picture of a heavy-set, middle-aged 
woman.  



This slide is a bar chart titled child experiences versus adult alcoholism. 
 
ACE score     

 Percent alcoholic 
0      

 2.8 
1      

 5.7 
2      

 10.3 
3      

 11.4 
4 or more      16.1 







This slide contains a bar graph titled childhood experiences underlie chronic depression with 
statistics on the percentage of women and men with a lifetime history of depression. 
 
ACE Score     Percentage of Women

  Percentage of Men 
0      18 

     11 
1     

 24     
 19 

2     
 35     
 25 

3     
 42     
 30 

Greater than or equal to 4  58    
  35 



This slide contains a bar graph titled childhood experiences underlie suicide and presents ACE 
scores and the percentage of people attempting suicide.  
 
ACE Score     Percent attempting 
suicide 
0      1.4 
1      2.6 
2      4.8 
3      10.7 
4 or more     19.3 





This slide is a bar graph titled adverse childhood experiences versus likelihood of more than 50 
sexual partners. 
 
ACE Score    Adjusted Odds Ratio 
0     1 
1     1.7 
2     2.3 
3     3.1 
4 or more    3.2 



This slide contains a bar graph titled adverse childhood experiences versus history of STD 
(sexually transmitted disease). 
 
ACE Score   Adjusted Odds Ratio 
0    1 
1    1.45 
2    1.5 
3    1.9 
4 or more   2.5 





This slide is a bar chart titled childhood experiences underlie rape and presents the ACE scores 
and percentage of people reporting rape. 
 
ACE Score    Percent reporting rape 
0     4.7 
1     10.2 
2     16.5 
3     18.4 
4 or more    32.1 



This slide is a bar graph titled ACE score and hallucinations. It presents the ACE scores of 
people who had abused alcohol or drugs and people who had not and the percent of each who 
had ever hallucinated. (Adjusted for age, sex, race, and education.) 
 
ACE Score     Percentage of not ever 
hallucinated   Percentage of ever hallucinated 
0     

 1.2     
    2.7 

1     
 1.2     
    2.8 

2     
 2     
    3.1 

3     
 2.1     
    4.3 

4     
 1.1     
    4.8 

5     
 1.9      











This slide is a bar graph titled ACE score versus intravenous drug use. It presents ACE scores 
and the percent of people who had injected drugs. The population size is 8,022 and the 
confidence level is less than .001. 
 
ACE Score    Percent that have injected drugs 
0     .3 
1     .5 
2     1.4 
3     2.3 
4 or more    3.4 













This slide is a bar graph titled effect of ACEs on mortality and presents statistics for the age 
groups of 19 to 34, 35 to 49, 50 to 64, and 65 and older. 
 
ACE Score   Percent aged 19 to 34    Percent aged 35 to 49 

 Percent aged 50 to 64  Percent aged 65 and older 
0    35.4   

    39.3
    46.5  
   60 

2    17.2   
    15.6
    13.9  
   8.9 

4    10.9   
    10.9
    6.6  
   2.4 









This slide is a bar graph titled ACE score versus serious job problems. 
 
ACE Score    Percent with Job Problems 
0     7.5 
1     10.4 
2     14.4 
3     16.7 
4 or more    17.8 













This slide has a drawn picture of a person by a Christmas tree who has committed suicide by 
hanging. 





This slide is a sketch with a caption of seeing the pain – America�s physicians confront family 
violence. It consists of a mother, father, and child sitting around a dinner table. The mother and 
father appear to be arguing. 



This slide shows positron emission tomography (PET) scan graphics of the temporal lobes in a 
healthy and abused brain.  
 
Healthy brain: this PET scan of the brain of a normal child shows regions of high (shown in 
red) and low (shown in blue and black) activity. At birth, only primitive structures such as the 
brain stem (in the center of the brain graphic) are fully functional; in regions like the temporal 
lobes (at the top of the graphic), early childhood experiences wire the circuits.  
 
Abused brain: this PET scan of the brain of a Romanian orphan, who was institutionalized 
shortly after birth, shows the effect of extreme deprivation in infancy. The temporal lobes (at 
the top of the graphic), which regulate emotions and receive input from the senses, are nearly 
quiescent. Such children suffer emotional and cognitive problems.  
 







This slide is titled the influence of adverse childhood experiences throughout life and contains 
a pyramid of five levels from birth, at the bottom of the pyramid, to death, at the top of the 
pyramid.  
 
The first level at the base of the pyramid is labeled adverse childhood experiences. 
 
The next level up is labeled social, emotional, and cognitive impairment. 
 
The next level up is labeled adoption of health-risk behaviors. 
 
The next level up is labeled disease, disability. 
 
The last level, at the tip of the pyramid, is labeled early death.  
 
 





16 16 

This slide is titled bridging the chasm. The left side of the slide represents child health and 
well-bring as it stands today. The middle, or bridging the chasm, represents acknowledgment 
that the problem exists and recognition of cases in medical practice. The right side represents 
child health and well-being as it could be.  





To#the#instructor,#the#focus#of#this#session#is#to#review#the#very#powerful#videos/
documentary#listed#here.#It#should#be#noted#that#while#there#are#some#clips#available,#
the#goal#of#this#session#is#to#watch#Episode#2#of#Unnatural#Causes#when#the#bough#
breaks,#this#will#require#purchasing#or#borrowing#the#DVD.##There#is#a#lot#of#
informaDon#and#it#is#expected#that#there#will#be#guided#discussion#using#the#
suggested#guide#and#link#listed#in#the#resource#secDon.##

1#



/#

2#



*#instructors#you#should#purchase#the#DVD#described#here.##
#

3#



Taken#from#the#discussion#guide#of#Unnatural#Causes#DVD#

4#



5#



As#in#the#previous#secDon#this#reflecDon#should#be#done#with#paired#sharing#first#and#
then#report#out#

6#
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Session 7



2"

Begin with this quote to help them get grounded in the work.  This class will 
expose them to the wtinessing others suffering and will do so in detail.  It will 
at times be graphic and they should monitor their responses.  Get them to talk 
about their responses to this quote.  Then move on to first free write exercise 
the multiple definitions of domestic violence 



3"

Have them in grous come up with a definition 
 
Please note on the following slides the definitions come from:  http://
www.justice.gov/ovw/domestic-violence and participants can generate their 
own definitions as well. 
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After this do a video clip or several to demonstrate- get their reactions and 
thoughts. 
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Feminist approaches the most common which focus on patriarchy which 
systematic affords benefits, control and power to men- out of this is the power 
control wheel and most of the common perceptions about dv, also most of the 
batterers and victims programs incorporate this thiniking 
 
From the minnesota Duluth project, which has created one of the first and 
widely used mechansims of explaining domestic violence. This theory is about 
power and control. 
 
Have them watch the 20/20 video and have them �code� for the above 
behaviors 
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According to the National Crime Victimization Study conducted by the Bureau 
of Justice Statistics approximately 4 million American women experience a 
serious assault by an intimate partner during a 12 month period.  This number, 
however, is sure to be an underestimate because these statistics could only 
take into account those report incidents.  The question of how many children 
witness domestic violence has been difficult to quantify.  The first case study of 
child witnesses appeared in the 1970�s with the first empirical research 
following in the 1980�s and early 1990�s (Kitzman, et.al, 2003).  That research 
has found that relative to the general population, families with documented 
domestic violence have significantly higher numbers of children in the home, 
especially children under the age of 5. Data from a 5 city study found that 
families with domestic violence are more than twice as likely to have children 
in the home than families without d.v..  Once again, this study found that 
children under the age of 5 were more likely to be exposed to d.v. incidents..  
Another way of phrasing thisis that younger children are more at risk of 
experiencing domestic violence than children over the age of 5.  The 
estimation of 3.3 million is a  commonly sited figure within research materials.  
The figure, however, was collected almost 20 years ago and did not include 
children under the age of 3. 
 
Works Referenced here:   
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These findings from the National Crime Victimization Study 
collected by the Bureau of Justice Statistics.  They collect this 
information from a nationally representative sample of 
households in the U.S.. Between 1993 and 1998 293,000 
households and 574.000 individuals were interviewed. 
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The"Effects"of"Family"and"Community"Violence"on"Children"

Annual"Review"of"Psychology"

Vol."51:"445J479"(Volume"publicaNon"date"February"2000)"

DOI:"10.1146/annurev.psych.51.1.445"
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Given this risk we need to constantly assess for presence of children in the 
home 
We need to ask if children witness the event, try to intervene, witness the 
aftermath of the event 
Parents are heavily invested in underestimating their children�s exposure to 
violence 
 
Resources cited: 
 
1 Osofsky, J.  Prevalence of children’s exposure to domestic violence and child maltreatment: 
Implications for prevention and intervention.  Clinical Child and Family Psychology Review. 
2003; 6(3):161-170. 

2 Edleson, J. Children’s witnessing of adult domestic violence.  Journal of 
Interpersonal Violence. 1999; 14(8):839-870. 
3 Margolin G, Gordis E. The effects of family and community violence on 
children. Annual Review of Psychology. 2000; 51:445-479. 
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Family violence prevention fund 



Horon"IL1,"Cheng"D."Enhanced"surveillance"for"pregnancyJassociated"mortalityJJ
Maryland,"1993J1998"

JAMA."2001"Mar"21;285(11):1455J9."

."
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Betsy"McAlister"Groves,"Marylyn"Augustyn,"Debbie"Lee,"Peter"Sawires.""IdenNfying"
and"responding"to"domesNc"Violence"Consensus"recommendaNonfsor"children"and"
adolescent"health"providers.""(2002).""Family"Violence"PrevenNon"Fund"



Lieberman,"A.,"Briscoe(Smith,.A."and"Van"Horn,"P."(2005)"Violence"in"infancy"and"
early"

childhood."Pediatric)Roundtable;)Interven3ons)for)Children)Exposed)to)Violence;)
Johnson"and"Johnson"Pediatric"Roundtable."65J75."

"
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While"the"literature"is"becoming"increasingly"clear"about"the"sequelae"of"exposure"to"
violence"the"field"is"sNll"muddied"as"to"why"some"children"do"well"despite"their"
exposure"to"violence.""For"example…"

This"finding"raises"many"important"quesNons:""what"is"it"about"that"37%"that"helps"
protect"them"from"the"impact"of"violence?"In"what"ways"are"they"�doing"beder�,"

how"long"do"they"do"beder?J"but"perhaps"the"most"important"quesNon"raised"by"this"
37%"is"�what"can"we"learn"from"children"to"inform"our"treatments?�"

Kitzmann, K. M., Gaylord, N. K., Holt, A. R., & Kenny, E. D. (2003). Child 
witnesses to domestic violence: A metaanalytic 
review. Journal of Consulting and Clinical Psychology, 71, 339--352.  
"

Many"theorists"and"researchers"have"looked"towards"�resilient�"children"for"ideas"
about"treatment,"yet"there"are"some"problems"with"the"concept"of"resilience"



Lieberman,"A.,"Briscoe(Smith,.A."and"Van"Horn,"P."(2005)"Violence"in"infancy"and"
early"

childhood."Pediatric)Roundtable;)Interven3ons)for)Children)Exposed)to)Violence;)
Johnson"and"Johnson"Pediatric"Roundtable."65J75."

"
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hdp://www.youtube.com/watch?v=pSe40tXJoTA"

20"
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Important"to"remember"that"there"is"a"wide"heterogenity"in"both"the"events"and"the"
responses"to"event,"and"important"to"remember"that"not"all"of"those"exposed"to"
abuse"experience"problemaNc"symptoms,"that"there"is"resilience."""

There"is"a"robust"research"literature"that"documents"the"sequelae"of"exposure"to"
violence"through"child"abuse,"witnessing"domesNc"violence,"exposure"to"community"

violence"and"exposure"to"war"and"its"consequences"on"children.""Trauma"affects"
children�s"behavior,"views"of"self,"interacNons"with"others"and"academic/cogniNve"
funcNoning.""
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When"those"who"experience"abuse"are"symptomaNc"they"are"ohen"diagnosed"with"
the"following"disorders."""
Let"me"pause"to"talk"about"an"area"of"interest"of"mine"and"where"my"pervious"

research"has"invesNgated."
Pause"here"to"talk"about"some"of"my"previous"research."
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But"what"does"the"field"give"us,"it"gives"up"PTSD""(I�m"taking"a"side"track)"
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Remind"them"about"the"numbers"of"kids"who"are"exposed"to"trauma"under"the"age"
of"3"
"

Briscoe(Smith,.A.."and"Hinshaw,"S."(2006)"Linkages"between"child"abuse"and"
adenNonJ"

deficit/hyperacNvity"disorder"in"girls:"Behavioral"and"social"correlates."Child)Abuse"
and)Neglect."30(11)"1239J1255."
"
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Pynoos,"Steinberg,"Layne,"et"al."(2009)."DSMJV"PTSD"diagnosNc"criteria"for"children"
and"adolescents:"A"developmental"perspecNve"and"recommendaNons""
Journal"of"TraumaNc"Stress""

,"Vol."22,"No."5,"October"2009,"pp."391–398"("
C"

!"
2009"
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Briscoe(Smith,.A.."and"Hinshaw,"S."(2006)"Linkages"between"child"abuse"and"
adenNonJ"

deficit/hyperacNvity"disorder"in"girls:"Behavioral"and"social"correlates."Child)Abuse"
and)Neglect."30(11)"1239J1255."
"
"

My"impression"working"with"kids"is"that"I"worked"with"an"awful"lot"of"children"with"
diagnoses"of"adhd"who"had"trauma"histories."
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Pynoos,"Steinberg,"Layne,"et"al."(2009)."DSMJV"PTSD"diagnosNc"criteria"for"children"
and"adolescents:"A"developmental"perspecNve"and"recommendaNons""
Journal"of"TraumaNc"Stress""

,"Vol."22,"No."5,"October"2009,"pp."391–398"("
C"

"
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Pynoos,"Steinberg,"Layne,"et"al."(2009)."DSMJV"PTSD"diagnosNc"criteria"for"children"
and"adolescents:"A"developmental"perspecNve"and"recommendaNons""
Journal"of"TraumaNc"Stress""

,"Vol."22,"No."5,"October"2009,"pp."391–398"("
C"

"
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Pynoos,"Steinberg,"Layne,"et"al."(2009)."DSMJV"PTSD"diagnosNc"criteria"for"children"
and"adolescents:"A"developmental"perspecNve"and"recommendaNons""
Journal"of"TraumaNc"Stress""

,"Vol."22,"No."5,"October"2009,"pp."391–398"("
C"

"
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Pynoos,"Steinberg,"Layne,"et"al."(2009)."DSMJV"PTSD"diagnosNc"criteria"for"children"
and"adolescents:"A"developmental"perspecNve"and"recommendaNons""
Journal"of"TraumaNc"Stress""

,"Vol."22,"No."5,"October"2009,"pp."391–398"("
C"

"
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Pynoos,"Steinberg,"Layne,"et"al."(2009)."DSMJV"PTSD"diagnosNc"criteria"for"children"
and"adolescents:"A"developmental"perspecNve"and"recommendaNons""
Journal"of"TraumaNc"Stress""

,"Vol."22,"No."5,"October"2009,"pp."391–398"("
C"

"
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Presenter,(this(session(is(a(great(opportunity(for(folks(to(con5nue(to(think(about(how(
they(will(apply(what(they(are(learning(into(their(prac5ce.((Paired(sharing(and(group(
work(and(guided(discussion(are(to(be(used.((There(are(links(to(readings(that(can(also(
be(used(as(dicussion(points.(
(

1(



2(



3(



4(



5(



6(



7(



8(



9(



10(



Historical*Trauma*and*Oppression*within**
the*African*American*Community*

!

*
**
!

!

!

!

These!healing!questions!have!been!rephrased!in!a!way!that!allows!us!to!think!about!how!
they!apply!to!the!African!American!population/community!as!a!whole!and!the!history!and!
both!past!and!current!experiences!of!trauma!and!oppression.!It!is!our!hope!that!by!thinking!
about!and!responding!to!these!questions,!it!will!assist!you!with!the!following:!!

∞ Identifying!and!acknowledging!how!you!can!support!individuals!with!telling!their!
story!and!history!in!addition!to!uncovering!a!new!story!which!includes!their!sense!
of!power!and!agency.!!

∞ Identifying!and!acknowledging!how!you!support!the!African!American!client!
community!with!telling!their!truth!in!the!world,!stories!of!their!past,!and!hopes!and!
dreams!about!their!present!and!future!directions!with!the!overall!goal!of!supporting!
individuals!from!a!sense,!perspective!and!experience!of!extreme!powerlessness!to!a!
greater!sense!of!power,!understanding,!knowing!and!a!foundation!for!change!and!
action.!!

During!this!exercise,!participants!will!break!into!groups!of!three!to!respond!and!discuss!the!
questions!below.!Then,!the!larger!group!will!respond!and!discuss!the!last!question!
together.!!!!

1. What!happened!to!African!Americans!in!the!US!from!the!middle!passage!until!now?!
!

2. How!does!what!happened!to!the!African!American!population/community!affect!
them!now?!What!has!been!the!effect!of!and!responses!to!the!cultural!and!
multigenerational!transmissions!of!trauma!and!oppression?!!
!

3. In!spite!of!what!happened!and!continues!to!happen!to!them,!how!did!and!does!the!
African!American!population/community!make!it!through?!How!have!they!been!
able!to!triumph?!!
!

4. What!do!African!Americans!need!to!heal?!And!how!can!you!as!someone!working!
with!African!American!children!and!families!be!part!of!the!healing!process?!
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Session Eine



To#the#Instructor:#
This#sec/on#will#either#require#pre#work,#assigning#readings#before,#or#require#/me#
within#the#session#for#reading.#If#you#need#to#do#the#whole#ac/vity#wih/n#the#class#it#
would#be#most#helpful#to#either#have#mul/ple#handouts#and/or#have#laptops#with#
wifi#available#so#folks#can#engage#in#the#tasks#outline.##The#goal#of#this#session#is#to#
help#people#iden/fy#both#trauma#informed#evidenced#based#prac/ce,#but#also#to#
think#through#the#cultural#appropriateness#of#these#models#given#the#prior#sessions#
of#work.##Lastly,#given#what#everyone#has#learned#there#is#a#“build#a#treatment”#
ac/vity#that#asks#folks#to#think#about#what#they#would#do#to#help#young#african#
american#children#and#their#families,#given#what#they#have#learned.##The#bulk#of#this#
session#is#dicussion#and#group#work#based.#

1 



2 



3 



4 



•  Handouts#of#the#slides#will#be#needed.#Groups#should#spend#about#ten#minutes#in#
class#reviewing#treatment#tables#and##treatment#related#ar/cles.##If#someone#in#the#
class#has#had#experience#with#the#treatment#they#should#be#put#into#that#group.###

The#three#that#focus#on#young#children#are:###
•  AHachment,#Regula/on#&#Competency#Model#(ARC)##
•  Parent#Child#Interac/on#Therapy#(PCIT)###
•  Child#Parent#Psychotherapy#(CPP)#

Addi/onal#therapies#useful#for#working#with#children#and#adolescents#include:##
•  Trauma#Focused#Cogni/ve#Behavioral#Therapy#(TFRCBT)#
•  Trauma#Focused#Systems#Therapy#(TST)#

The#following#ac/vity#should#take#about#half#an#hour,#with#group#discussion#and#a#
report#out#of#each#group#
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Par/cipants#should#be#in#groups#and#have#large#paper#to#build#out#their#therapy.###
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Child-Parent Psychotherapy (CPP)
Child-Parent Psychotherapy (CPP) is an intervention for children from birth through age 5 who have experienced at least one traumatic 
event (e.g., maltreatment, the sudden or traumatic death of someone close, a serious accident, sexual abuse, exposure to domestic 
violence) and, as a result, are experiencing behavior, attachment, and/or mental health problems, including posttraumatic stress disorder 
(PTSD). The primary goal of CPP is to support and strengthen the relationship between a child and his or her parent (or caregiver) as a 
vehicle for restoring the child's sense of safety, attachment, and appropriate affect and improving the child's cognitive, behavioral, and 
social functioning.

The type of trauma experienced and the child's age or developmental status determine the structure of CPP sessions. For example, with 
infants, the child is present, but treatment focuses on helping the parent to understand how the child's and parent's experience may 
affect the child's functioning and development. With older children, including toddlers, the child is a more active participant in treatment, 
and treatment often includes play as a vehicle for facilitating communication between the child and parent. When the parent has a history 
of trauma that interferes with his or her response to the child, the therapist (a master's- or doctoral-level psychologist, a master's-level 
social worker or counselor, or a supervised trainee) helps the parent understand how this history can affect perceptions of and 
interactions with the child and helps the parent interact with the child in new, developmentally appropriate ways. In studies reviewed for 
this summary, mother-child dyads participated in weekly sessions for approximately 1 year with therapists who principally used a CPP 
treatment manual (Don't Hit My Mommy!).

Descriptive Information

Areas of Interest Mental health promotion 
Mental health treatment 

Outcomes Review Date: June 2010  
1: Child PTSD symptoms 
2: Child behavior problems 
3: Children's representational models 
4: Attachment security 
5: Maternal PTSD symptoms 
6: Maternal mental health symptoms other than PTSD symptoms 

Outcome 
Categories 

Family/relationships 
Mental health 
Social functioning 
Trauma/injuries 

Ages 0-5 (Early childhood) 
18-25 (Young adult) 
26-55 (Adult) 

Genders Male 
Female 

Races/Ethnicities Asian 
Black or African American 
Hispanic or Latino 
White 
Race/ethnicity unspecified 

Settings Home 
Other community settings 

Geographic Urban 
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Quality of Research
Review Date: June 2010 

Locations Suburban 
Rural and/or frontier 

Implementation 
History 

CPP was developed in the 1980s through an adaptation of the infant-parent psychotherapy model, which was 
developed in the 1970s by Selma Fraiberg and colleagues. The first efficacy trial of CPP began in 1985. The 
Child Trauma Research Program began disseminating CPP through the National Child Traumatic Stress Network 
(NCTSN) in 2002. Since then, approximately 143 sites have implemented the intervention. Five randomized 
controlled trials have been conducted, and the findings from these studies have been published. In addition, 
reports have been written on the evaluation of dissemination efforts, including the dissemination of CPP within 
the NCTSN. 
 
Since 1996, more than 527 individuals have received training in CPP. Approximately 10 additional individuals 
per year have received CPP training through internships and fellowships with the Child Trauma Research 
Program, and other internships and fellowships in CPP are available through the Child Witness to Violence 
Program; the Tulane University Infant Team; the Louisiana State University Child Violence Exposure Program; 
and the Mount Hope Family Center, University of Rochester. 

NIH Funding/CER 
Studies 

Partially/fully funded by National Institutes of Health: Yes 
Evaluated in comparative effectiveness research studies: Yes 

Adaptations The program has been adapted for use in a randomized trial involving Latino immigrant mothers and their 
infants. 

Adverse Effects No adverse effects, concerns, or unintended consequences were identified by the developer. 

IOM Prevention 
Categories 

Selective 
Indicated 

 

Documents Reviewed
The documents below were reviewed for Quality of Research. The research point of contact can provide information regarding the studies 
reviewed and the availability of additional materials, including those from more recent studies that may have been conducted.

Study 1

Lieberman, A. F., Ghosh Ippen, C., & Van Horn, P. (2006). Child-Parent Psychotherapy: 6-month follow-up of a randomized controlled 
trial. Journal of the American Academy of Child and Adolescent Psychiatry, 45(8), 913-918.  

Lieberman, A. F., Van Horn, P., & Ghosh Ippen, C. (2005). Toward evidence-based treatment: Child-Parent Psychotherapy with 
preschoolers exposed to marital violence. Journal of the American Academy of Child and Adolescent Psychiatry, 44(12), 1241-
1248.  

Study 2

Toth, S. L., Maughan, A., Manly, J. T., Spagnola, M., & Cicchetti, D. (2002). The relative efficacy of two interventions in altering 
maltreated preschool children's representational models: Implications for attachment theory. Development and Psychopathology, 14(4), 
877-908.  

Study 3

Toth, S. L., Rogosch, F. A., Manly, J. T., & Cicchetti, D. (2006). The efficacy of Toddler-Parent Psychotherapy to reorganize attachment in 
the young offspring of mothers with major depressive disorder: A randomized preventive trial. Journal of Consulting and Clinical 
Psychology, 74(6), 1006-1016.  

Supplementary Materials 

Lieberman, A. F., Ghosh Ippen, C., & Marans, S. (2008). Psychodynamic treatment of child trauma. In E. B. Foa, T. M. Keane, & M. J. 
Friedman (Eds.), Effective treatments for PTSD: Practice guidelines from the International Society for Traumatic Stress Studies (pp. 370-
387). New York: Guilford Press.

Lyons, J. (2008). Evidence-based trauma interventions for foster children in Illinois. Presentation to funders and stakeholders, Chicago, 
IL.

Toth, S., Manly, J. T., Rogosch, F. A., & Cicchetti, D. (n.d.). IPP Intervention Fidelity Checklist.
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Outcomes

Outcome 1: Child PTSD symptoms

Description of Measures Child PTSD symptoms were assessed using the Semistructured Interview for Diagnostic 
Classification DC: 0-3 for Clinicians. This clinician-administered caregiver interview uses a 
standardized format to systematize the traumatic stress disorder diagnostic criteria of the 
Diagnostic Classification Manual for Mental Health and Developmental Disorders of Infancy and Early 
Childhood, Diagnostic Classification: 0-3. 

Key Findings In a study involving preschool children exposed to marital violence, mother-child dyads were 
randomly assigned to the intervention group or a comparison group, which received case 
management services plus individual psychotherapy in the community for mother and/or child, at a 
clinic chosen by the mother. From pre- to posttest, children in the intervention group had a 
significant decrease in PTSD symptoms relative to those in the comparison group (p < .0001). This 
result had a medium effect size (Cohen's d = 0.63). 

Studies Measuring Outcome Study 1 

Study Designs Experimental 

Quality of Research Rating 3.7 (0.0-4.0 scale) 

Outcome 2: Child behavior problems

Description of Measures Child behavior problems were assessed using an age-appropriate version of the Child Behavior 
Checklist (CBCL), a parent-report questionnaire that indicates the extent of maladaptive behavioral 
and emotional problems in children who are 2-3 years old (CBCL/2-3) and 4-18 years old (CBCL/4-
18). The Total Behavior Problems score of the CBCL includes stress-related behaviors (e.g., staring 
into space, smearing feces, refusing to eat, showing too little fear of getting hurt, destroying his or 
her own things). 

Key Findings In a study involving preschool children exposed to marital violence, mother-child dyads were 
randomly assigned to the intervention group or a comparison group, which received case 
management services plus individual psychotherapy in the community for mother and/or child, at a 
clinic chosen by the mother. Children in the intervention group had significant decreases in behavior 
problems relative to those in the comparison group from pre- to posttest (p < .05) and from 
pretest to 6-month follow-up (p < .05). The effect sizes were small (Cohen's d = 0.24 and 0.41, 
respectively). 

Studies Measuring Outcome Study 1 

Study Designs Experimental 

Quality of Research Rating 3.3 (0.0-4.0 scale) 

Outcome 3: Children's representational models

Description of Measures Children's representational models were assessed using the MacArthur Story Stem Battery. This 
narrative instrument for children ages 3-7 uses a standardized set of narrative beginnings ("story 
stems") to elicit the child's state of mind about family relationships, parental availability, and conflict 
situations through age-relevant situations (e.g., spilling juice, parental arguing, a monster under 
the bed, a scraped knee, a scary dog, parental departure and return). 
 
Eleven narrative story stems were administered to children at baseline and at the postintervention 
evaluation by research assistants who were trained in the procedure and were blind to the study 
condition coding of the stories. Narratives were coded using the MacArthur Narrative Coding Manual
--Rochester Revision, which involves a presence-absence method of coding content, including story 
themes, emotional tone, controllingness, and representation of parent. The following items were 
evaluated: 
 

Adaptive maternal representation, a composite score of the following maternal 
representations: positive mother (the maternal figure is described or portrayed as protective, 

•
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affectionate, providing care, warm, or helpful) and disciplining mother (the maternal figure is 
described or portrayed as an authority figure who disciplines the child) 
Maladaptive maternal representation, a composite score of the following maternal 
representations: negative mother (the maternal figure is described or portrayed as punitive, 
harsh, ineffectual, or rejecting), controlling mother (the maternal figure is described or 
portrayed as controlling the child's behavior, independent of disciplining actions), and 
incongruent mother (the maternal figure is described or portrayed as dealing with the child-
related situations in an opposite or inconsistent manner) 

•

Child self-representation, which was coded for the following self-representations: positive (a 
child figure is described or portrayed as empathic or helpful, prideful, or feeling good about 
self), negative (a child figure is described or portrayed as aggressive toward self or other, 
experiencing feelings of shame or self-blame), and false (a child figure is described or 
portrayed as overly compliant or reports inappropriate positive feelings)

•

In addition, the children's mother-child relationship expectations, as given in the children's 
narratives, were assessed using a modified version of Bickham and Fiese's Global Relationship 
Expectation Scale. Research assistants rated relationship dimensions on a 5-point scale ranging 
from very low (participants described or portrayed the mother-child relationship as dissatisfying, 
unpredictable, and/or dangerous) to very high (participants described or portrayed the mother-child 
relationship as fulfilling, safe, rewarding, and reliable). 

Key Findings In a study of preschool children maltreated by their families, mother-child dyads were randomly 
assigned to the intervention group, the psychoeducational home visitation (PHV) group, or the 
community standard (CS) group. Mother-child dyads from nonmaltreating (NC) families served as a 
comparison and had access to standard services and resources for child and family functioning 
provided through the local department of social services. From baseline to the postintervention 
evaluation: 
 

Children in the intervention group had a significant decline in maladaptive maternal 
representations compared with children in the NC group (p < .05). Children in the intervention 
group also had a decline in maladaptive maternal representations compared with children in 
the CS group, but the result was not statistically significant. 

•

Children in the intervention group had a significant reduction in negative self-representations 
compared with children in the PHV (p < .01), CS (p < .01), and NC (p < .05) groups. 

•

The mother-child relationship expectations of children in the intervention group became 
significantly more positive compared with the expectations of children in the NC group (p 
< .05). The mother-child relationship expectations of children in the intervention group also 
became more positive compared with children in the PHV group, but the result was not 
statistically significant. 

•

No significant between-group differences were found for adaptive maternal representations 
and false self-representations.

•

Studies Measuring Outcome Study 2 

Study Designs Experimental 

Quality of Research Rating 3.8 (0.0-4.0 scale) 

Outcome 4: Attachment security

Description of Measures Attachment security was measured using Strange Situation, which was conducted with mothers and 
their toddlers to assess the toddler's attachment relationship with the mother. In this assessment, 
the child was observed playing while caregivers and strangers entered and left the room, recreating 
the flow of familiar and unfamiliar presences in most children's lives. The situations varied in 
stressfulness, and the child's responses were videotaped. Two raters separately coded all 
videotaped sessions, and the raters were unaware of the diagnostic and group statuses of 
individual mother-child dyads. On the basis of their behaviors, the children were categorized as 
insecure or secure. 

Key Findings In a study of mothers who had experienced major depressive disorder (MDD) since their child's 
birth, mother-child dyads were randomized to the intervention group or the MDD comparison 
group, which received other forms of mental health treatment (including psychotherapy and the use 
of antidepressants and other medication). Mothers with no current MDD or history of MDD and their 
toddlers were recruited for a nondepressed control group, which received no therapy or treatment. 
From baseline to the postintervention assessment, the percentage of children whose category 
changed from insecure to secure was significantly higher for the intervention group (54.3%) than 

This project was funded by the Innovation Grants Program through the Prop 63 Mental Health Services Act



the MDD comparison group (7.4%) (p < .001) and the nondepressed control group (14.3%) (p 
< .001). No significant difference was found between the MDD comparison group and the 
nondepressed control group in attachment security. 

Studies Measuring Outcome Study 3 

Study Designs Experimental 

Quality of Research Rating 3.9 (0.0-4.0 scale) 

Outcome 5: Maternal PTSD symptoms

Description of Measures Maternal PTSD symptoms were assessed using the Clinician-Administered PTSD Scale. This 
semistructured interview assesses core PTSD symptoms and yields intensity and frequency scores 
for symptoms, including reexperiencing, avoidance, and hyperarousal symptoms, as well as a total 
score for PTSD symptoms. 

Key Findings In a study involving preschool children exposed to marital violence, mother-child dyads were 
randomly assigned to the intervention group or a comparison group, which received case 
management services plus individual psychotherapy in the community for mother and/or child, at a 
clinic chosen by the mother. From pre- to posttest, mothers in the intervention group had 
significant reductions in avoidance symptoms relative to those in the comparison group (p < .05). 
This result had a medium effect size (Cohen's d = 0.50). No significant differences were found from 
pre- to posttest between mothers in the two groups in regard to total PTSD symptoms or 
reexperiencing or hyperarousal symptoms. 

Studies Measuring Outcome Study 1 

Study Designs Experimental 

Quality of Research Rating 3.7 (0.0-4.0 scale) 

Outcome 6: Maternal mental health symptoms other than PTSD symptoms

Description of Measures Maternal mental health symptoms were assessed using the Symptom Checklist-90-Revised (SCL-90
-R). This 90-item self-report checklist measures current psychiatric symptoms in nine dimensions: 
somatization, obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic 
anxiety, paranoid ideation, and psychoticism. The Global Severity Index of the SCL-90-R, the 
average of all 90 items, indicates current distress and was used to assess maternal functioning. 

Key Findings In a study involving preschool children exposed to marital violence, mother-child dyads were 
randomly assigned to the intervention group or a comparison group, which received case 
management services plus individual psychotherapy in the community for mother and/or child, at a 
clinic chosen by the mother. From pre- to posttest, mothers in the intervention group had a 
decrease in mental health symptoms relative to those in the comparison group, but the result was 
not significant. From pretest to 6-month follow-up, mothers in the intervention group had a 
significant decrease in mental health symptoms relative to those in the comparison group (p < .05). 
This result had a small effect size (Cohen's d = 0.38). 

Studies Measuring Outcome Study 1 

Study Designs Experimental 

Quality of Research Rating 3.3 (0.0-4.0 scale) 

Study Populations
The following populations were identified in the studies reviewed for Quality of Research.

Study Age Gender Race/Ethnicity 

Study 1 0-5 (Early childhood) 
18-25 (Young adult) 

52% Female 
48% Male 

41.3% Race/ethnicity unspecified 
28% Hispanic or Latino 
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Readiness for Dissemination
Review Date: June 2010 

26-55 (Adult) 14.7% Black or African American 
9.3% White 
6.7% Asian 

Study 2 0-5 (Early childhood) 
18-25 (Young adult) 
26-55 (Adult) 

55.7% Male 
44.3% Female 

76.2% Race/ethnicity unspecified 
23.8% White 

Study 3 0-5 (Early childhood) 
18-25 (Young adult) 
26-55 (Adult) 

52.8% Male 
47.2% Female 

92.9% White 
7.1% Race/ethnicity unspecified 

Quality of Research Ratings by Criteria (0.0-4.0 scale)
External reviewers independently evaluate the Quality of Research for an intervention's reported results using six criteria:

Reliability of measures1.
Validity of measures2.
Intervention fidelity3.
Missing data and attrition4.
Potential confounding variables5.
Appropriateness of analysis6.

For more information about these criteria and the meaning of the ratings, see Quality of Research. 

Outcome 

Reliability 
of 

Measures 

Validity 
of 

Measures Fidelity 
Missing 

Data/Attrition 
Confounding 

Variables 
Data 

Analysis 
Overall 
Rating 

1: Child PTSD symptoms 4.0 4.0 2.5 4.0 4.0 3.5 3.7 

2: Child behavior problems 4.0 4.0 2.5 3.5 2.5 3.5 3.3 

3: Children's representational 
models 

4.0 4.0 3.0 4.0 3.5 4.0 3.8 

4: Attachment security 4.0 4.0 3.5 4.0 4.0 4.0 3.9 

5: Maternal PTSD symptoms 4.0 4.0 2.5 4.0 4.0 3.5 3.7 

6: Maternal mental health 
symptoms other than PTSD 
symptoms 

4.0 4.0 2.5 3.5 2.5 3.5 3.3 

Study Strengths 

The studies included measures that are widely used and supported by the literature and have good psychometric properties. The 
intervention was manualized, and all therapists were trained in the delivery of the intervention. Sessions were monitored weekly and 
videotaped monthly to assess implementation fidelity, and therapists used an adherence checklist. Differential attrition (i.e., differences 
between dropped and retained subjects) was evaluated appropriately, and the analyses accounted for missing data. Data analysis 
methods were thorough and appropriate.

Study Weaknesses 

Although fidelity was monitored, it was not measured systematically, and no standard fidelity instruments or measurements were used. 
In one of the studies, the small sample size and high attrition at the 6-month follow-up raise concerns about potential confounds for two 
outcomes: child problem behaviors and maternal mental health symptoms other than PTSD.

Materials Reviewed
The materials below were reviewed for Readiness for Dissemination. The implementation point of contact can provide information 
regarding implementation of the intervention and the availability of additional, updated, or new materials.
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Child-Parent Psychotherapy in Clinical Practice: A Follow-Up Survey of Clinicians Trained in CPP

Child-Parent Psychotherapy Learning Collaborative. (2008). Faculty agenda learning sessions one to three. 

Child-Parent Psychotherapy Learning Collaborative. (n.d.). Improving capacity for early childhood mental health providers and trauma 
intervention application.

Child-Parent Psychotherapy Supervision Checklist

Child-Parent Psychotherapy Training Checklist

Habib, M., Schneider, A., Knoverek, A., Van Horn, P., Hastings, J., Kisiel, C., et al. (2008). Partnerships that work: Applications of trauma
-focused interventions for children and adolescents. Poster presented at the 24th annual meeting of the International Society for 
Traumatic Stress Studies, Chicago, IL.

ICF Macro & the NCTSI Cross-site Evaluation Team. (2009). AIFI summary report: Child-Parent Psychotherapy. Cross-site evaluation of 
the National Child Traumatic Stress Initiative. Atlanta, GA: Author.

Lieberman, A. F., & Van Horn, P. (2005). Don't hit my mommy!: A manual for Child-Parent Psychotherapy with young witnesses of family 
violence. Washington, DC: ZERO TO THREE.

Lieberman, A. F., & Van Horn, P. (2008). Psychotherapy with infants and young children: Repairing the effects of stress and trauma on 
early attachment. New York: Guilford Press.

Lieberman, A. F., & Van Horn, P. (n.d.). Using Child-Parent Psychotherapy to treat young children exposed to trauma [PowerPoint slides].

Lyons, J. (2008). Evidence-based trauma interventions for foster children in Illinois. Presentation to funders and stakeholders, Chicago, 
IL.

Program Web site, http://childtrauma.ucsf.edu/

Toth, S., Manly, J. T., Rogosch, F. A., & Cicchetti, D. (n.d.). IPP Intervention Fidelity Checklist.

Van Horn, P., & Lieberman, A. F. (n.d.). Child Parent Psychotherapy: A manual for trainers.

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale)
External reviewers independently evaluate the intervention's Readiness for Dissemination using three criteria:

Availability of implementation materials 1.
Availability of training and support resources 2.
Availability of quality assurance procedures3.

For more information about these criteria and the meaning of the ratings, see Readiness for Dissemination. 

Implementation  
Materials 

Training and Support  
Resources 

Quality Assurance  
Procedures 

Overall  
Rating 

3.4 4.0 3.5 3.6 

Dissemination Strengths 

Implementation materials are current and professionally produced, and they include case illustrations to highlight clinical themes, 
assessments and interpretations of clinical data, treatment planning guidance, and information on intervention strategies. Core 
components of the therapeutic practices are clearly delineated and described. CPP's theoretical foundations, as well as information on the 
knowledge areas and skill sets required for therapists, are detailed and easy to understand. Highly developed training and support 
resources are available for new and current therapists, supervisors, and trainers of practitioners, including a scripted training manual and 
training videos for trainers and case vignettes for therapists. Quality assurance and outcome measurement are emphasized as key 
components of implementation. Standardized assessment instruments assist the therapist in structuring CPP's highly individualized 
interventions. Multiple forms and processes support quality of care and fidelity to CPP's core components.

Dissemination Weaknesses 

The training manual lacks details regarding the elements essential for model implementation and the necessary requirements of therapist 
certification. The administration of standardized instruments is recommended as part of the initial assessment, but little information is 
provided for ongoing measurements of parent and child progress throughout treatment or as part of supervision related to quality 
assurance and fidelity. Similarly, discussion on supervision related to quality assurance and fidelity does not include details on measuring 
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Costs 

Replications 

Contact Information 

the accomplishment of goals listed in the case plan.

The cost information below was provided by the developer. Although this cost information may have been updated by the developer since 
the time of review, it may not reflect the current costs or availability of items (including newly developed or discontinued items). The 
implementation point of contact can provide current information and discuss implementation requirements.

Item Description Cost 
Required by 
Developer 

Psychotherapy With Infants and Young Children: Repairing the Effects of 
Stress and Trauma on Early Attachment (manual) 

$35.79 for hardcover, $28 for 
paperback, or $21.95 for Kindle 
edition 

Yes 

Don't Hit My Mommy!: A Manual for Child-Parent Psychotherapy With 
Young Witnesses of Family Violence 

$24.95 each Yes 

1-year full-time internship at specialized NCTSN sites (includes intensive 
didactic training, clinical practice, and weekly supervision by multiple 
supervisors) 

Free Yes (one 
training option 
is required) 

1.5-year training through the NCTSN Learning Collaborative Model (includes 
three 2- to 3-day workshops for therapists, a half-day training for 
supervisors, and bimonthly phone consultation) 

Free, except for travel expenses Yes (one 
training option 
is required) 

1.5-year training for a learning community (i.e., multiple agencies sharing 
the cost of training) or an individual agency (includes three 2- to 3-day 
workshops for therapists, a half-day training for supervisors, and 
bimonthly clinical consultation in person, by phone, or by video chat) 

$1,500-$3,000 per day of training 
(depending on trainer experience) 
for up to 30 participants, plus 
travel expenses 

Yes (one 
training option 
is required) 

Additional phone, email, or in-person consultation $150-$350 per hour (depending on 
trainer experience), plus travel 
expenses if necessary 

No 

Intervention fidelity checklist, training checklist, and supervision checklist Free No 

Selected citations are presented below. An asterisk indicates that the document was reviewed for Quality of Research.
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Parent-child interaction therapy (PCIT) is a family-centered 
treatment approach proven effective for abused and at-risk 
children ages 2 to 8 and their caregivers—birth parents, 
adoptive parents, or foster or kin caregivers. During PCIT, 
therapists coach parents while they interact with their 
children, teaching caregivers strategies that will promote 
positive behaviors in children who have disruptive or 
externalizing behavior problems. Research has shown that, 
as a result of PCIT, parents learn more effective parenting 
techniques, the behavior problems of children decrease, 
and the quality of the parent-child relationship improves.
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This issue brief is intended to build a better 
understanding of the characteristics and 
benefits of PCIT. It was written primarily to 
help child welfare caseworkers and other 
professionals who work with at-risk families 
make more informed decisions about when to 
refer parents and caregivers, along with their 
children, to PCIT programs. This information 
may also help parents, foster parents, and 
other caregivers understand what they and 
their children can gain from PCIT and what 
to expect during treatment. This brief also 
may be useful to others with an interest in 
implementing or participating in effective 
parent-training strategies.

What Makes PCIT Unique?

Introduced in the 1970s as a way to treat 
young children with serious behavioral 
problems, PCIT has since been adapted 
successfully for use with populations who 
have experienced trauma due to child 
abuse or neglect. The distinctiveness of this 
approach lies in the use of live coaching 
and the treatment of both parent and child 
together. PCIT is the only evidence-based 
practice in which the parent and child are 
treated together throughout the course of 
all treatment sessions. As a result, it is a 
more intensive parenting intervention and 
most applicable for children with serious 
behavioral problems, parents with significant 
limitations (e.g., substance abuse, limited 
intellectual ability, mental health problems), 
and/or parents at risk for child maltreatment. 
In randomized testing, including families 
identified by the child welfare system, PCIT 
has consistently demonstrated success in 
improving parent-child interactions. Benefits 

of the model, which have been experienced 
by families along the child welfare continuum, 
such as at-risk families and those with 
confirmed reports of maltreatment or neglect, 
are described below.

“Parent-child interaction therapy is one 
of the most effective evidence-based 
practices in the field today. Using an in 
vivo training technique, parents acquire 
more effective parenting skills, children’s 
behavioral problems improve, and 
together they develop a more positive 
and affectionate relationship. The positive 
affiliative nature developed as a result 
of participation in PCIT strengthens 
attachment and builds resilience in at-risk 
families.”

Anthony Urquiza, Ph.D., Director of Mental Health 
Services and Clinical Research at the University of 

California at Davis CAARE Center

Reduces Behavior Problems in 
Young Children by Improving 
Parent-Child Interaction
PCIT was originally designed to treat children 
ages 2 to 8 with disruptive or externalizing 
behavior problems, including conduct 
and oppositional defiant disorders. These 
children are often described as negative, 
argumentative, disobedient, and aggressive.

PCIT addresses the negative parent-child 
interaction patterns that contribute to the 
disruptive behavior of young children (Bell & 
Eyberg, 2002). Through PCIT, parents learn 
to bond with their children and develop more 
effective parenting styles that better meet 
their children’s needs. For example, parents 
learn to model and reinforce constructive 
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ways for dealing with emotions, such as 
frustration. Children, in turn, respond to these 
healthier relationships and interactions. As a 
result, children treated using PCIT typically 
show significant reductions in behavior 
problems at home and at school (Brinkmeyer 
& Eyberg, 2003; Gallagher, 2003; McNeil, 
Eyberg, Eisenstatdt, Newcomb, & Funderburk, 
1991; McNeil & Hembree-Kigin, 2010; 
Nixon, Sweeney, Erickson, & Touyz, 2003; 
Schuhmann, Foote, Eyberg, Boggs, & Algina, 
1998).

Treats the Parent and Child Together 
While many treatment approaches target 
either parents or children, PCIT focuses on 
changing the behaviors of both the parent and 
child together. Parents learn to model positive 
behaviors that children can learn from and are 
trained to act as “agents of change” for their 
children’s behavioral or emotional difficulties 
(Herschell & McNeil, 2005). Sitting behind 
a one-way mirror and coaching the parent 
through an “ear bug” audio device, therapists 
guide parents through strategies that reinforce 
their children’s positive behavior. In addition, 
PCIT therapists are able to tailor treatment 
based on observations of parent-child 
interactions. As such, PCIT can help address 
specific needs of each parent and child.

Decreases the Risk for Child Physical 
Abuse and Breaks the Coercive Cycle 
PCIT has been found effective for physically 
abusive parents with children ages 2 to 12 
(Borrego, Urquiza, Rasmussen, & Zebell, 
1999; Chaffin et al., 2004; Chaffin et al., 2009; 
Hakman, Chaffin, Funderburk, & Silovsky, 
2009; Chaffin, Funderburk, Bard, Valle, & 
Gurwitch, 2011). PCIT is appropriate where 
physical abuse occurs within the context of 

child discipline, as most physical abuse does. 
While child behavior problems and child 
physical abuse often co-occur, PCIT may help 
change the parental response to challenging 
child behaviors, regardless of the type of 
behavior problem. 

Foundational research has shown that many 
complex factors contribute to abusive 
behaviors, including a coercive relationship 
between the parent and child (Fisher & Kane, 
1998; Urquiza & McNeil, 1996). Abusive 
and at-risk parents often interact in negative 
ways with their children, use ineffective and 
inconsistent discipline strategies, and rely too 
much on punishment. These same parents 
rarely interact in positive ways with their 
children (e.g., rewarding good behavior). At 
the same time, some physically abused and 
at-risk children learn to be aggressive, defiant, 
noncompliant, and resistant to parental 
direction (Kandel, 1992; Larzelere, 1986). The 
reciprocal negative behaviors of the parent 
and child create a harmful cycle that often 
escalates to the point of severe corporal 
punishment and physical abuse. The negative 
behaviors of the parent—screaming and 
threatening—reinforce the negative behaviors 
of the child—such as unresponsiveness and 
disobedience, which further aggravates the 
parent’s behavior and may result in violence. 
PCIT helps break this cycle by encouraging 
positive interaction between parent and child 
and training parents in how to implement 
consistent and nonviolent discipline 
techniques when children act out.

Parents and caretakers completing PCIT 
typically:

• Show more positive parenting attitudes and 
demonstrate improvements in the ways that 
they listen to, talk to, and interact with their 
children (McNeil & Hembree-Kigin, 2010)
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• Report less stress (Timmer, Urquiza, Zebell, 
& McGrath, 2005)

• Use less corporal punishment and physically 
coercive means to control their children 
(Chaffin et al., 2011)

In addition, parent satisfaction with PCIT is 
typically high (Chaffin et al., 2004).

Offers Support for Caregivers 
Including Foster Parents
PCIT is now recognized as a way to help 
support foster parents caring for children 
with behavioral problems by enhancing the 
relationship between foster parents and 
foster children and by teaching foster parents 
behavior management skills. In addition 
to reporting decreases in child behavior 
problems, foster parents frequently report 
less parental stress following PCIT and high 
levels of satisfaction with the program (McNeil, 
Herschell, Gurwitch, & Clemens-Mowrer, 
2005; Timmer, Urquiza, & Zebell, 2005). One 
benefit of providing foster parents with PCIT 
skills is that they can use these same effective 
parenting skills with future generations of 
foster children.

Uses Live Coaching
PCIT is a behavioral parent-training model. 
What makes PCIT different from other parent 
training programs is the way skills are taught, 
using live coaching of parents and children 
together. Live coaching provides immediate 
prompts to parents while they interact with 
their children. During the course of this 
hands-on treatment, parents are guided to 
demonstrate specific relationship-building and 
discipline skills.

The benefits of live coaching are significant:

• Parents are provided with opportunities to 
practice newly taught skills.

• Therapists can correct errors and 
misunderstandings on the spot.

• Parents receive immediate feedback.

• Parents are offered support, guidance, and 
encouragement as they learn.

• Treatment gains (e.g., increases in child 
compliance) are recognized by the parent 
“in the moment”–which supports continued 
use of effective parenting skills.

Research is currently underway to determine 
if PCIT training can be administered via the 
Internet with Remote Real-Time (RRT) training. 
The University of Oklahoma is piloting 
these studies (see http://www.oumedicine.
com/pediatrics/department-sections/
developmental-behavioral-pediatrics/child-
study-center/programs-and-clinical-services/
parent-child-interaction-therapy/information-
for-professionals/pcit-research-at-ouhsc). 

Adaptations for Various Populations
While PCIT was originally applied to Caucasian 
families, it has been adapted for use with 
various populations and cultures, including:

• Families in which child abuse has occurred 
(Chaffin et al., 2011; Timmer, Urquiza, 
Zebell, & McGrath 2005)

• Trauma victims/survivors (The National 
Child Traumatic Stress Network, n.d.; 
Urquiza, 2010)

• Children with prenatal exposure to alcohol 
(e.g., Bertrand, 2009)

• Children aged 18–60 months with 
externalizing behaviors who were 
premature births (Bagner, Sheinkopf, Vohr, 
& Lester, 2010)
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• Children with developmental delays and/or 
mental retardation (Bagner & Eyberg, 2007)

• Older children (McNeil & Hembree-Kigin, 
2010)

• Foster parents and maltreated children 
(Timmer, Urquiza, & Zebell, 2005)

• African-American families (Fernandez, 
Butler, & Eyberg, 2011)

• Latino and Spanish-speaking families 
(Borrego, Anhalt, Terao, Vargas, & Urquiza, 
2006; McCabe & Yeh, 2009)

• Native American families (Bigfoot & 
Funderburk, 2011)

Limitations of PCIT
While PCIT is very effective in addressing 
certain types of problems, there are clear 
limitations to its use. For the following 
populations, PCIT may not be appropriate, 
or specific modifications to treatment may be 
needed:

• Parents who have limited or no ongoing 
contact with their child

• Parents with serious mental health problems 
that may include auditory or visual 
hallucinations or delusions

• Parents who are hearing impaired and 
would have trouble using the ear bug 
device, or parents who have significant 
expressive or receptive language deficits

• Sexually abusive parents, or parents 
engaging in sadistic physical abuse, or 
parents with substance abuse issues

Key Components

PCIT is typically provided in 10 to 20 sessions, 
with an average of 12 to 14 sessions, each 
lasting about 1 to 1.5 hours. Occasionally, 
additional treatment sessions are added as 
needed.

The PCIT curriculum uses a two-phase 
approach addressing:

1. Relationship enhancement

2. Discipline and compliance

Initially, the therapist discusses the key 
principles and skills of each phase with the 
parents. Then, the parents interact with their 
children and try to implement the particular 
skills. The therapist typically observes from 
behind a one-way mirror while communicating 
with the parent, who wears a small wireless 
earphone. Although not optimal, clinicians 
who do not have access to a one-way mirror 
and ear bug may provide services using 
in-room coaching. Specific behaviors are 
tracked on a graph over time to provide 
parents with feedback about the achievement 
of new skills and their progress in positive 
interactions with their child.

Phase 1: Relationship Enhancement 
(Child-Directed Interaction)
The first phase of treatment focuses on 
improving the quality of the relationship 
between the parent and the child. This phase 
emphasizes building a nurturing relationship 
and secure bond between parent and child. 
Phase I sessions are structured so that the 
child selects a toy or activity, and the parent 
plays along while being coached by the 
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therapist. Because parents are taught to follow 
the child’s lead, this phase also is referred to 
as child-directed interaction (CDI).

During Phase I sessions, parents are instructed 
to use positive reinforcement. In particular, 
parents are encouraged to use skills 
represented in the acronym “PRIDE”:

• Praise. Parents provide praise for a child’s 
appropriate behavior—for example, 
telling them, “good job cleaning up your 
crayons”—to help encourage the behavior 
and make the child feel good about his or 
her relationship with the parent.

• Reflection. Parents repeat and build upon 
what the child says to show that they are 
listening and to encourage improved 
communication. 

• Imitation. Parents do the same thing that 
the child is doing, which shows approval 
and helps teach the child how to play with 
others.

• Behavioral Description. Parents describe 
the child’s activity (e.g., “You’re building a 
tower with blocks”) to demonstrate interest 
and build vocabulary.

• Enjoyment. Parents are enthusiastic and 
show excitement about what the child is 
doing.

Parents are guided to praise wanted 
behaviors, like sharing, and to ignore 
unwanted or annoying behaviors, such as 
whining (unless the behaviors are destructive 
or dangerous). In addition, parents are taught 
to avoid criticisms or negative words—such 
as “No,” “Don’t,” “Stop,” “Quit,” or “Not”—
and instead concentrate on positive directions.

In addition to the coached sessions, parents 
are given homework sessions of 5 minutes 

each day to practice newly acquired skills with 
their child. Once the parent’s skill level meets 
the program’s identified criteria, the second 
phase of treatment is initiated.

Phase II: Discipline and Compliance 
(Parent-Directed Interaction)
The second phase of PCIT concentrates 
on establishing a structured and consistent 
approach to discipline. During this phase, also 
known as parent-directed interaction (PDI), 
the parent takes the lead. Parents are taught 
to give clear, direct commands to the child 
and to provide consistent consequences for 
both compliance and noncompliance. When 
a child obeys the command, parents are 
instructed to provide labeled or specific praise 
(e.g., “Thank you for sitting quietly”). When a 
child disobeys, however, the parents initiate 
a timeout procedure. The timeout procedure 
typically begins with the parent issuing the 
child a warning and a clear choice of action 
(e.g., “Put your toys away or go to timeout”) 
and may advance to sending the child to a 
timeout chair.

Parents are coached in the use of these skills 
during a play situation where they must 
issue commands to their child and follow 
through with the appropriate consequence 
for compliance/noncompliance. In addition, 
parents are provided with strategies for 
managing challenging situations outside of 
therapy (for example, when a child throws a 
tantrum in the grocery store or hits another 
child). Parents also are given homework in this 
phase to aid in skill acquisition.

Assessments
In addition to clinical interviews, PCIT 
uses a combination of observational and 
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standardized assessment measures to assess 
interactions between parent and child, child 
behaviors, and parental perception of stress 
related to being a parent, as well as parents’ 
own perceptions of the difficulty of their child’s 
behaviors and their interactions with their 
child. Assessments are conducted before, 
during, and after treatment.

Effectiveness of PCIT

The effectiveness of PCIT is supported by a 
growing body of research and increasingly 
identified on inventories of model and 
promising treatment programs.

Demonstrated Effectiveness 
in Outcome Studies
At least 30 randomized clinical outcome 
studies and more than 10 true randomized 
trials have found PCIT to be useful in treating 
at-risk families and children with behavioral 
problems. Research findings include the 
following:

• Trauma adaptation. PCIT is now commonly 
referred to in the cluster of trauma-
informed strategies. Trauma adaption to 
the model was examined in a study of PCIT 
in meeting the needs of mother-child dyads 
exposed to Interpersonal Violence (IPV) by 
reducing children’s behavior problems and 
decreasing mothers’ distress (Timmer, Ware, 
Urquiza, & Zebell, 2010).

• Reductions in the risk of child abuse. In 
a study of 110 physically abusive parents, 
only one-fifth (19 percent) of the parents 
participating in PCIT had re-reports of 
physically abusing their children after 850 
days, compared to half (49 percent) of the 

parents attending a typical community 
parenting group (Chaffin et al., 2004). 
Reductions in the risk of abuse following 
treatment have been confirmed in other 
studies among parents who had abused 
their children (e.g., Hakman et al., 2009; 
Chaffin et al., 2011).

• Improvements in parenting skills and 
attitudes. Research reveals that parents 
and caretakers completing PCIT typically 
demonstrate improvements in reflective 
listening skills, use more prosocial 
verbalization, direct fewer sarcastic 
comments and critical statements at their 
children, improve physical closeness to their 
children, and show more positive parenting 
attitudes (McNeil & Hembree-Kigin, 2010).

• Improvements in child behavior. A review 
of 17 studies that included 628 preschool-
aged children identified as exhibiting a 
disruptive behavior disorder concluded that 
involvement in PCIT resulted in significant 
improvements in child behavior functioning. 
Commonly reported behavioral outcomes 
of PCIT included both less frequent and 
less intense behavior problems as reported 
by parents and teachers, increases in 
clinic-observed compliance, reductions in 
inattention and hyperactivity, decreases 
in observed negative behaviors such as 
whining or crying, and reductions in the 
percentage of children who qualified for a 
diagnosis of disruptive behavior disorder 
(Gallagher, 2003).

• Benefits for parents and other caregivers. 
Examining PCIT effectiveness among 
foster parents participating with their foster 
children and biological parents referred 
for treatment because of their children’s 
behavioral problems, researchers found 
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decreases in child behavior problems and 
caregiver distress for both groups (Timmer, 
Urquiza, & Zebell, 2005).

• Lasting effectiveness. Follow-up studies 
report that treatment gains are maintained 
over time (Eyberg et al., 2001; Hood & 
Eyberg, 2003).

• Usefulness in treating multiple issues. 
Adapted versions of PCIT also have 
been shown to be effective in treating 
other issues such as separation anxiety, 
depression, self-injurious behavior, 
attention deficit hyperactivity disorder 
(ADHD), and adjustment following divorce 
(Johnson, Franklin, Hall, & Preito, 2000; 
Pincus, Choate, Eyberg, & Barlow, 2005).

• Adaptability for a variety of populations. 
Studies support the benefits of PCIT across 
genders and across a variety of ethnic 
groups (Capage, Bennett, & McNeil, 2001; 
Chadwick Center on Children and Families, 
2004; McCabe, 2005).

Recognition as an Evidence-
Based Practice
Based on systematic reviews of available 
research and evaluation studies, a number 
of expert groups have highlighted PCIT as 
a model program or promising treatment 
practice, including: 

• The California Evidence-Based 
Clearinghouse for Child Welfare 
(http://www.cebc4cw.org/program/
parent-child-interaction-therapy) 

• The National Child Traumatic Stress 
Network (http://www.nctsn.org/sites/
default/files/assets/pdfs/pcit_general.pdf)

• National Crime Victims Research and 
Treatment Center and The Center for 
Sexual Assault and Traumatic Stress; Office 
for Victims of Crime, U.S. Department 
of Justice (http://academicdepartments.
musc.edu/ncvc/resources_prof/OVC_
guidelines04-26-04.pdf)

 Implementation of PCIT in a 
Child Welfare Setting

When introducing PCIT as a referral option 
that child welfare workers may consider 
for children and families in their caseload, 
administrators will want to ensure that workers 
have a clear understanding of how PCIT works, 
the values that drive it, and its effectiveness. 
Training for child welfare staff on the basics 
of PCIT, how to screen at-risk children 
with behavior problems, and how to make 
appropriate referrals can expedite families’ 
access to effective treatment options. 

A free online training on the fundamentals 
of PCIT, the “PCIT for Traumatized Children 
Web Course” can be accessed from the UC 
Davis PCIT Training Center website (http://
pcit.ucdavis.edu/). This is a 10-hour web 
course with eight separate modules that 
discuss and show the basics of PCIT treatment 
and three supplemental modules on cultural 
considerations of treatment, parent factors 
affecting PCIT provision, and strategies for 
engaging parents in treatment. Module 2, 
“Overview of PCIT,” was designed to educate 
professionals who work with children in the 
child welfare system. This training may help a 
child welfare professional decide whether to 
refer a family to a qualified therapist for PCIT.
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Finding a Therapist
Caseworkers should become knowledgeable 
about commonly used treatments before 
recommending a treatment provider to 
families. Caregivers should receive as much 
information as possible on the treatment 
options available to them. If PCIT is an 
appropriate treatment model for a family, 
seek a provider who has received adequate 
training, supervision, and consultation in the 
PCIT model. If feasible, both the caseworker 
and family should have an opportunity to 
interview potential PCIT therapists before 
beginning treatment.

PCIT Training
Mental health professionals with at least a 
master’s degree in psychology, social work, or 
a related field are eligible for training in PCIT. 
Training involves 40 hours of direct training, 
with ongoing supervision and consultation for 
approximately 4 to 6 months, working with 
at least two PCIT cases through completion. 
Fidelity to the model is assessed throughout 
the supervision and consultation period. 

Questions to Ask 
Treatment Providers
In addition to the appropriate training, it is 
important to select a treatment provider who 
is sensitive to the individual and cultural needs 
of the child, caregiver, and family. Caseworkers 
recommending a PCIT therapist should ask 
the treatment provider to explain the course 
of treatment, the role of each family member, 
and how the family’s cultural background 
will be addressed. Family members should 
be involved in this discussion to the extent 
possible. The child, caregiver, and family 
should feel comfortable with, and have 

confidence in, the therapist with whom they 
will work.

Some specific questions to ask a potential 
therapist regarding PCIT include:

• How will the parent be involved in this 
process?

• What is the nature of your PCIT training? 
When were you trained? By whom? How 
long was the training? Do you have access 
to follow-up consultation? What resource 
materials on PCIT are you familiar with? 
Are you clinically supervised by (or do you 
participate in a peer supervision group with) 
others who are PCIT trained?

• Why do you feel that PCIT is the 
appropriate treatment model for this 
child? Would the child benefit from other 
treatment methods after they complete 
PCIT (i.e., group or individual therapy)?

• What techniques will you use to help the 
child manage his or her emotions and 
related behaviors?

• Do you use a standard assessment process 
to gather baseline information on the 
functioning of the child and family and to 
monitor their progress in treatment over 
time?

• Do you have access to the appropriate 
equipment for PCIT (one-way mirror, ear 
bug, video equipment)? If not, how do you 
plan to structure the sessions to ensure that 
the PCIT techniques are used according to 
the model?

• Is there any potential for harm associated 
with treatment?
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Conclusion

PCIT is a parent-training strategy with 
benefits for many families with child welfare 
involvement. PCIT’s live coaching approach 
guides parents while they develop needed 
skills to manage their children’s behavior. As 
parents learn to reinforce positive behaviors, 
while also setting limits and implementing 
appropriate discipline techniques, children’s 
behavioral problems decrease. Notably, the 
risk for re-abuse in these families also declines. 
PCIT holds much promise to continue helping 
parents and caregivers build nurturing 
relationships that strengthen families and 
provide healthy environments for children to 
thrive.

Resources 

The California Evidence-Based 
Clearinghouse for Child Welfare  
http://www.cachildwelfareclearinghouse.org/

Chadwick Center on Children and Families 
http://www.chadwickcenter.org 

Child Welfare Information Gateway 
https://www.childwelfare.gov/ 

National Child Traumatic Stress Network 
http://www.nctsn.org

Parent Child Interaction Therapy 
International 
http://www.pcit.org/

Parent Child Interaction Therapy Training 
Center PCIT for Traumatized Children Web 
Course 
http://pcit.ucdavis.edu/pcit-web-course/
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Below is the usage information for the MCKAS scale, for 
your information. The scale itself can be found by 
obtaining one of the published materials below. 
 
 
 
March 10, 2005 
 
Dear MCKAS User: 
 
 Enclosed is the MCKAS, scoring directions, and the “Utilization Request Form” which must be 
carefully read, endorsed, and returned prior to MCKAS use.   
 
 Please note that the development and initial validity studies on the MCKAS (originally titled 
the MCAS) were published as a lengthy chapter in the following book: 
  
  Ponterotto, J.G. et al.  (1996).  Development and initial validation of the 
Multicultural Counseling Awareness Scale.  In G.R. Sodowsky & J.C. Impara (Eds.), 
Multicultural assessment in counseling and clinical psychology (pp. 247-282).  Lincoln NE:  
Buros Institute of Mental Measurements. 
 
The book can be ordered through Buros by calling 402-472-6203; or by writing to Buros Institute 
of Mental Measurements, Department of Educational Psychology, 135 Bancroft Hall, University 
of Nebraska, Lincoln, NE  68588-0348. 
 
The revised MCKAS is presented in: 
 
  Ponterotto, J.G., Gretchen, D., Utsey, S. O., Riger, B. P., & Austin, R.  (2002).  A 
revision of the multicultural counseling awareness scale.  Journal of Multicultural 
Counseling and Development, 30, 153-181. 
 
The latest presentation, critique, and user guidelines for the MCKAS is presented in: 
 

Ponterotto, J. G., & Potere, J. C.  (2003).  The Multicultural Counseling Knowledge 
and Awareness Scale (MCKAS):  Validity, reliability, and user guidelines.  In D. P. Pope-
Davis, H. L. K. Coleman, W. M. Liu, & R. Toporek (Eds), Handbook of multicultural 
competenices in counseling and psychology  (pp. 137-153).  Thousand Oaks, CA:  Sage.  
(Any user of the MCKAS must read this source.) 
 
 
Critical reviews of the MCAS/MCKAS and other multicultural competency measures can be 
found in: 
  

Constantine, M. G., & Ladany, N.  (2001).  New visions for defining and assessing 
multicultural counseling competence.  In J.G. Ponterotto, J.M. Casas, L.A. Suzuki, & C.M. 
Alexander (Eds.), Handbook of multicultural counseling (2nd ed., pp. 482-498).  Thousand Oaks, 
CA:  Sage Publication. 
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Constantine, M. G., Gloria, A. M.,  & Ladany,  N.  (2002).  The factor structure 
underlying three self-report multicultural counseling competency scales.  Cultural Diversity and 
Ethnic Minority Psychology, 8, 334-345. 
 
 Kocarek, C. E., Talbot, D. M., Batka, J. C., & Anderson, M. Z.  (2001).  Reliability and 
validity of three measures of multicultural competency.  Journal of Counseling and Development, 
79, 486-496. 
 

Ponterotto, J.G., & Alexander, C.M.  (1996).  Assessing the multicultural competence of 
counselors and clinicians.  In L.A. Suzuki, P.J. Meller, & J.G. Ponterotto (Eds.), Handbook of 
multicultural assessment:  Clinical, psychological, and educational applications (pp. 651-672).  
San Francisco:  Jossey-Bass. 
 
 Ponterotto, J.G., Rieger, B.P., Barrett, A., & Sparks, R.  (1994).  Assessing multicultural 
counseling competence:  A review of instrumentation.  Journal of Counseling and Development, 
72, 316-322. 
 
 Pope-Davis, D.B., & Dings, J.G.  (1994).  An empirical comparison of two self-report 
multicultural counseling competency inventories.  Measurement and Evaluation in Counseling 
and Development, 27, 93-102.   
 
 Pope-Davis, D.B., & Dings, J.G.  (1995).  The assessment of multicultural counseling 
competencies.  In J.G. Ponterotto, J.M. Casas, L.A. Suzuki, & C.M. Alexander (Eds.), Handbook 
of multicultural counseling (pp. 287-311).  Thousand Oaks, CA:  Sage Publication. 
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Utilization Request Form 
 
In using the Multicultural Counseling Knowledge and Awareness Scale (MCKAS), I 
agree to the following terms/conditions: 
 
1.    I understand that the MCKAS is copyrighted by Joseph G. Ponterotto (Ph.D.) at the 
Division of Psychological and Educational Services, Fordham University at Lincoln 
Center, 113 West 60th Street, New York, New York  10023-7478 (212-636-6480); 
Jponterott@aol.com. 
 
2.    I am a trained professional in counseling, psychology, or a related field, having 
completed coursework (or training) in multicultural issues, psychometrics, and research 
ethics, or I am working under the supervision of such an individual. 
 
3.    In using the MCKAS, all ethical standards of the American Psychological 
Association, the American Counseling Association, and/or related professional 
organizations will be adhered to.  Furthermore, I will follow the “Research with Human 
Subjects” guidelines put forth by my university, institution, or professional setting.  
Ethical considerations include but are not limited to subject informed consent, 
confidentiality of records, adequate pre- and post-briefing of subjects, and subject 
opportunity to review a concise written summary of the study’s purpose, method, results, 
and implications. 
 
4.    Consistent with accepted professional practice, I will save and protect my raw data 
for a minimum of five years; and if requested I will make the raw data available to 
scholars researching the multicultural counseling competency construct. 
 
5.    I will send a copy of my research results (for any study incorporating the MCKAS) 
in manuscript form to Dr. Ponterotto, regardless of whether the study is published, 
presented, or fully completed. 
 
Signature:____________________________________________  Date:____________ 
 
Name:__________________________________________Phone:_________________ 
 
Address:_______________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
If a student, supervisor/mentor’s name and phone number, affiliation, and signature: 
 
Name:_________________________________________Phone:__________________ 
 
Affiliation:_____________________________________________________________ 
 
Signature:______________________________________________Date:___________ 
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