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Risk factors for child physical abuse (CPA), including caregiver misperceptions of 

child behaviors and feelings, are also over-represented in families of children with 

attention-deficit/hyperactivity disorder, combined type (ADHD/C). The current study 

investigated the relationships among CPA potential, known CPA risk factors, child 

ADHD/C, and caregiver misperceptions. Misperceptions were coded during videotaped 

interactions of 99 caregivers and their children ages 3-11, using an observational coding 

system created for the study (the Caregiver Perception Rating System, or CPRS). Child 

ADHD symptoms were related to (p < .01), but did not independently predict, CPA 

potential. Caregiver misperceptions were not related to CPA potential, and caregivers of 

children with and without ADHD/C did not differ in level of misperceptions. Known 

caregiver risk factors including depression, parenting stress, and childhood history of 

emotional abuse/neglect did predict CPA potential.  
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CHAPTER 1 
 
 

INTRODUCTION 

Child physical abuse as defined by the Federal Child Abuse Prevention and 

Treatment Act (CAPTA) (42 U.S.C.A. §5106g) and amended by the Keeping Children 

and Families Safe Act of 2003, includes, at minimum, any act or failure to act committed 

by a parent or caretaker that results in serious physical harm to a child. However, 

according to CAPTA, each state is to provide its own definition of child physical abuse 

(see Appendix A for the Texas Code). Regardless of the definition, child physical abuse 

(CPA) is a significant social and mental health problem in the United States with 

considerable human and financial costs. In 2002, child protective services departments 

across all 50 states investigated reports involving over three million children in the U.S., 

896,000 of whom were found to be victims of some form of child maltreatment (U.S. 

Department of Health and Human Services, 2004). More than 80% of the perpetrators 

of all forms of child maltreatment were the children's parents. Of those children who 

were maltreated, 166,656 were victims of physical abuse; approximately 400 of these 

victims subsequently died. In addition to the physical effects of CPA, its psychological 

impact is also well documented.  

Psychological Impact of Child Physical Abuse 

As toddlers and preschoolers, children who have been physically abused have 

been shown to manifest cognitive delays (Wolfe, 1999) and affective difficulties such as 

depression and social withdrawal (Bonner, Logue, Kaufman, & Niec, 2001). School-

aged children may experience academic difficulties including attentional problems and 

learning disabilities (Bonner et al., 2001). In addition, these children show heightened 
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levels of aggression (Scerbo & Kolko, 1995) and greater incidences of attention-deficit/ 

hyperactivity disorder (ADHD), oppositional defiant disorder (ODD), and posttraumatic 

stress disorder (PTSD) than controls (Famularo, Kinscherff, & Fenton, 1992). By 

adolescence, maltreated children often experience a variety of problems including 

substance abuse, criminal offending, disruptions in social relationships, and affective 

disorders (Bonner et al., 2001).  

The potential psychological repercussions of CPA are equally salient in 

adulthood and include Axis I and Axis II disorders. Childhood abuse has been linked to 

adult major depressive disorder as well as anxiety disorders including panic disorder 

and PTSD (Golier et al., 2003; Safren, Gershuny, Marzol, Otto, & Pollack, 2002). Axis II 

Disorders that have been linked to childhood physical abuse include borderline 

personality disorder and paranoid personality disorder (Golier et al., 2003). Finally, 

research suggests that CPA may result in a cycle of violence, with parents who report 

their own childhood abuse being more likely to then abuse their children (Pears & 

Capaldi, 2001). Thus, it is easy to see how the resulting human and financial costs to 

society of CPA, including medical and psychological treatment and legal expenses, are 

considerable.  

Treatment of Child Physical Abuse 

Treatment of the effects of CPA is particularly challenging. It is often complex 

and involves treating the child, family members, and the offender. Depending on the 

severity and duration of the abuse, treatment may require several years (Oates, 1996). 

Moreover, children who have been abused have an increased risk of terminating 

treatment before completion, and those who do remain in treatment may show little 
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improvement in symptom severity (Lau & Weisz, 2003). Furthermore, due to limited 

treatment options and resources available, it is likely that only a small fraction of 

affected children are ever helped (Oates, 1996). Given the significant physical and 

psychological effects of CPA and the difficulty and expense of providing treatment for 

these effects, prevention may be a viable, cost-effective, and certainly ethically 

defensible option in reducing the human, societal, and financial costs of child physical 

abuse.  

Prevention of Child Physical Abuse 

Prevention of CPA requires multiple strategies to be effective and involves 

addressing such issues as family violence, alcohol and drug abuse, stress, parental 

psychopathology, professional training, and public, parent, and child education (Oates, 

1996). Prevention efforts are typically described as primary, secondary, or tertiary. 

Primary prevention efforts are aimed at large segments of the population, including 

parents, professionals, and children, without regard to the particular risk for abuse 

(Oates, 1996). Secondary prevention focuses on high-risk children and families and 

works to reduce those factors that increase the risk of child abuse. A goal of tertiary 

prevention is to prevent future maltreatment in families where abuse has already 

occurred (Oates, 1996). Tertiary prevention programs also involve treatment for the 

victims and education for the perpetrators, and they are, therefore, subject to the 

aforementioned challenges related to treatment, including cost and attrition.  

Secondary prevention, therefore, has some advantages over other forms of child 

abuse prevention. Specifically, it targets at-risk groups thereby reducing costs, it may 

reduce the need for treatment of the effects of traumatic experiences, and it may help to 
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break the aforementioned cycle of violence that occurs in abusive families. The 

identification of children and families who have an increased risk for child physical 

abuse is essential in order for this type of prevention to be successful. Thus, the focus 

of the proposed study is the examination of characteristics associated with an increased 

risk for CPA.  

Risk Factors for Child Physical Abuse 

Although the precise etiology of CPA remains unknown, it is widely recognized 

among professionals that such abuse is best understood as arising from interactions 

among multiple risk and protective factors. When risk factors outnumber or outweigh 

protective factors, the likelihood of abuse increases (Belsky, 1993; Brown, Cohen, 

Johnson, & Salzinger, 1998). Risk factors for CPA fall into one of four major classes of 

variables: demographic variables, child characteristics, parent characteristics, and 

family characteristics (Belsky & Vondra, 1989).  

Demographic variables as risk factors for CPA.  

Poverty is considered a major risk factor for child abuse (Belsky, 1993). Studies 

have consistently found higher rates of CPA in families with low income (Brown et al., 

1998; Cox, Kotch, & Everson, 2003; Whipple & Webster-Stratton, 1991). Receipt of Aid 

to Families with Dependent Children (AFDC) has been shown to be a strong predictor of 

reported abuse (Brown et al., 1998; Cox et al., 2003; Kotch, Browne, Dufort, Winsor, & 

Catellier, 1999). Other factors indicative of low socioeconomic status (SES) have also 

been shown to increase the risk of CPA within a family. These include paternal and 

maternal unemployment and residence in government subsidized housing (Sidebotham, 

Heron, Golding, & the ALSPAC Study Team, 2002), as well as lower levels of maternal 
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education (Brown et al., 1998; Whipple & Webster-Stratton, 1991). However, poverty, in 

isolation, does not cause child abuse. Rather, poverty may play a role in CPA through 

its contribution to other significant risk factors including parental psychopathology (Kim 

& Brody, 2005) and insufficient social support (Cochran & Gunnarsson, 1990). 

Moreover, classist stereotypes that promote the fallacy that child abuse does not occur 

in families with adequate financial resources may lead to the under-identification and 

underreporting of CPA that occurs in middle class and higher income families (Hampton 

& Newberger, 1985).   

Child characteristics as risk factors for CPA. 

Child characteristics that have been identified as risk factors for abuse include 

premature delivery, low birth weight, difficult temperament, poor health, disabilities, 

developmental problems, and behavior problems (Ammerman, 1991; Friedrich & 

Boriskin, 1976; Sidebotham, Heron, & the ALSPAC Study Team, 2003). However, much 

of the research on child characteristics as risk factors for maltreatment has yielded 

equivocal results. For example, it has been suggested that prolonged mother-infant 

separations due to child illness could contribute to abuse (Lynch & Roberts, 1977). 

However, another study could find no link between early separation and abuse 

(Sidebotham et al., 2003). It has also been suggested that child temperament factors 

including crying and other aversive behaviors can increase the parental stress and 

emotional arousal that often lower the parental threshold for abuse (Frodi, 1981). While 

a recent prospective study found that crying problems in infancy were not associated 

with subsequent abuse, frequent temper tantrums were more commonly reported in 

children who had been identified as abused (Sidebotham et al., 2003). In addition, there 
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has been some support for the association of difficult temperament, maladaptive 

personality traits, and psychiatric symptoms in children with subsequent physical abuse 

(Brown et al., 1998).  

However, the role of child characteristics in risk for abuse remains unclear. It is 

not believed that any child factor or combination of child factors causes CPA, but rather, 

certain child characteristics may add to the likelihood of maltreatment occurring in 

conjunction with other risk factors (Ammerman, 1991). Specifically, it seems that many 

of the aforementioned child-related risk factors may interact with parent characteristics 

(e.g., parenting stress) and family characteristics (e.g., problems in the parent-child 

relationship) to increase the likelihood of CPA.  

Parent characteristics as risk factors for CPA.  

Parent characteristics that are frequently associated with risk for child abuse 

include age (e.g., Brown et al., 1998), psychopathology/personality features (e.g., 

Whipple & Webster-Stratton, 1991), history of abuse (e.g., Pears & Capaldi, 2001), lack 

of social support (e.g., Sidebotham et al., 2002), and parenting stress (e.g., DiLauro, 

2004). Again, it is unlikely that any of these factors alone would be sufficient to cause 

CPA; rather, it is more plausible that their combination with other risk factors increases 

the likelihood that child physical abuse may occur.  

Maternal youth is one parental factor consistently found to be associated with 

CPA. Mothers who give birth at an age less than twenty years old are more likely than 

older mothers to be registered with social services for reported child abuse (Brown et 

al., 1998; Sidebotham, Golding, & the ALSPAC Study Team, 2001). Maternal youth is 

thought to contribute to the risks for CPA associated with poverty because younger 
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mothers often attain lower levels of education and have higher rates of unemployment 

into adulthood (Kinard, 2003). In addition, younger mothers are likely to have more 

limited parenting knowledge and less access to social support than their older 

counterparts (Sidebotham et al., 2001).  

  Parental psychopathology and maladaptive personality characteristics also 

seem to increase a parent's risk for physically abusing his/her child. With respect to 

psychopathology, abusive mothers tend to have higher rates of depression and state 

anxiety than nonabusive mothers (Whipple & Webster-Stratton, 1991). In addition, 

mothers of children considered by social services to have been abused or to be at risk 

for abuse are more likely to have received psychiatric services and to have a psychiatric 

illness other than depression (Sidebotham et al., 2001). With respect to maladaptive 

traits and behaviors, maternal low self-esteem and external locus of control (Brown et 

al., 1998) as well as maternal and paternal alcohol and/or drug abuse (Brown et al., 

1998; Sidebotham et al., 2001) contribute to parental risk for CPA. Also, a recent study 

identifies covert narcissism as a maternal trait that is strongly associated with child 

abuse potential (Collins, 2005).   

Another well-documented parental risk factor for CPA is childhood history of 

victimization (Belsky, 1993). Parents who physically abuse their children more 

frequently report that they themselves were abused as children than do nonabusive 

parents (Pears & Capaldi, 2001; Sidebotham et al., 2001; Whipple & Webster-Stratton, 

1991). This link between victimization and perpetration of child abuse has been 

documented since the 1970s, but it is far from inevitable that a child who is abused will 

later abuse his/her own children (Belsky, 1993). In fact, approximately 70% of parents 
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who were abused in childhood do not subsequently abuse their own children (Kaufman 

& Zigler, 1987; Pears & Capaldi, 2001). Moreover, parents who are able to describe 

their childhood abuse and their negative feelings about it may be more likely to avoid 

the intergenerational continuity of abuse (Hunter & Kilstrom, 1979). In addition, social 

support seems to be another protective factor that can potentially break the cycle of 

abuse (Egeland, Jacobvitz, & Papatola, 1987). For example, mothers who were at risk 

for maltreatment because of their own history of abuse, but who subsequently did not 

abuse their children, were found to have more extensive social supports and were more 

likely to have had emotionally supportive relationships than were at-risk mothers who 

subsequently committed child abuse (Egeland et al., 1987). A lack of such social 

support is thus considered a parental risk factor for CPA. 

In fact, abusive mothers do tend to report more social isolation than do 

nonabusive mothers (Whipple & Webster-Stratton, 1991). More specifically, mothers of 

children on child protection registers have reported seeing fewer relatives at least twice 

per year, having fewer confidants, having fewer contacts with friends, and having fewer 

people in their lives with whom to discuss decisions, from whom to borrow money, and 

from whom to seek help (Sidebotham et al., 2002). One potential indicator of social 

isolation and lack of social support that seems to have particular significance is lack of 

involvement in organized religious activities. For example, children whose parents had 

low religious attendance were found to be significantly more likely than other children to 

be abused (Brown et al., 1998), and maternal nonattendance of religious services was 

associated with a significantly increased risk for child maltreatment even after 

accounting for the presence of other common risk factors (Cox et al., 2003).  
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Several studies have documented parenting stress as a correlate of CPA (e.g., 

Crouch & Behl, 2001; Whipple & Webster-Stratton, 1991). Level of parenting stress has 

been shown to be positively associated with parents’ potential for CPA particularly 

among parents who also reported high levels of belief in the value of corporal 

punishment (Crouch & Behl, 2001). Also, significant relationships have been 

documented among parenting stress, child abuse potential, and marital violence 

(Margolin & Gordis, 2003). In addition, a recent study found that parents who had 

physically abused and neglected their children reported significantly higher levels of 

parenting stress related to perceptions of their children as demanding and noncompliant 

(DiLauro, 2004). This study did not directly measure whether the children were actually 

demanding and noncompliant, but it demonstrates that parental perception of child 

demandingness alone can increase perceived stress levels and contribute to risk for 

CPA. Thus, it seems likely that extant child risk factors will further contribute to and 

exacerbate parenting stress. Specifically, children with the aforementioned child risk 

factors may place more demands on their parents through requirements for greater care 

and supervision, may exhibit challenging behaviors, and may elicit worry regarding 

development and health (Ammerman, 1991; Sidebotham et al., 2003).  

Family characteristics as risk factors for CPA. 

Family characteristics often associated with risk for child physical abuse include 

family composition and size (e.g., Brown et al., 1998), the presence of domestic 

violence (e.g., Cox et al., 2003), and dysfunctional parent child-interactions (e.g., 

Ammerman, 1991). With regard to family composition, several studies have found that 

abusive mothers are more likely to be single parents than are non-abusive mothers 
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(Brown et al., 1998; Cox et al., 2003; Whipple & Webster-Stratton, 1991). In addition, 

the presence of other children in the home (Kotch et al., 1999) and large family size 

(Brown et al., 1998) have been associated with increased risk for maltreatment. These 

factors may be related to risk for CPA through their contribution to the level of stress 

experienced by parents (Zuravin, 1988).  

Parental conflict is another family factor that is often associated with an 

increased risk for CPA (Brown et al., 1998). Mothers involved with child protective 

services report significantly greater levels of marital distress than mothers without such 

involvement (Whipple & Webster-Stratton, 1991). More specifically, child maltreatment 

reports may be significantly more likely to occur when domestic violence is also 

occurring in the home (Cox et al., 2003). In fact, both parents' risks for CPA have been 

shown to increase in the presence of domestic violence, even when such adult-adult 

violence is unidirectional (Margolin & Gordis, 2003).   

Dysfunctional parent-child interactions are another characteristic of families that 

have a higher risk for CPA (Ammerman, 1991). Studies have shown that abusive 

parents are more likely to respond to noncompliant child behaviors in a controlling and 

punitive manner (Ammerman, 1991). Also, children who are abused have been found to 

exhibit more noncompliance than controls. This may result in a vicious cycle of child 

behavior problems followed by punitive and controlling parenting that leads to further 

child behavior problems (Oldershaw, Walters, & Hall, 1986; Patterson, 2002; Trickett & 

Kuczynski, 1986). Other theorists suggest that parental cognitions, attitudes, and 

affective reactions during parent-child interactions may be more important contributors 
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to abuse than is child behavior (Bugental, Blue, & Lewis, 1990; Sidebotham et al., 

2003).  

Specifically, Sidebotham and colleagues (2003) have suggested that mothers 

who mistreat their children may find it more difficult to perceive the positive attributes of 

their children. Also, maternal report of dissatisfaction with her child's looks, manners, 

friends, performance, clothing, and/or activities is significantly associated with reports of 

CPA (Brown et al., 1998). In addition, abusive mothers make significantly more critical 

statements toward their children than do nonabusive mothers (Whipple & Webster-

Stratton, 1991). Abusive parents also tend to report more behavior problems in their 

children than do independent observers (Mash, Johnston, & Kovitz, 1983; Reid, 

Kavanagh, & Baldwin, 1987). Finally, parents at risk for abusing their children show a 

negative bias in assessing child behaviors; they are less likely to identify behaviors as 

compliant when such behaviors occur (Dopke, Lundahl, Dunsterville, & Lovejoy 2003). 

One explanation for these apparent misperceptions of child behavior by parents at risk 

for abuse is the social information processing model of child physical abuse proposed 

by Milner (1993, 2000). In this model, those who have committed child abuse and those 

at high-risk for doing so are expected to process child-related information differently 

than those who have not committed abuse and those who are at low-risk for doing so. 

This model further illustrates potential abuse risk factors present in parent-child 

interactions.  

The social information processing model of CPA as developed by Milner (1993, 

2000) consists of several components, including preexisting schemata, three cognitive 

processing stages, and a cognitive/behavior response stage. Preexisting schemata 
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involve beliefs about children and child rearing that influence parental perception and 

parenting behavior (e.g., beliefs about child developmental milestones and the value of 

corporal punishment in child-rearing). The first cognitive stage involves distortions and 

errors that parents have in their perceptions of children's behavior (e.g., failure to notice 

improvements in behavior, inaccurate recognition of children's emotional expressions). 

The second cognitive stage involves interpretations and evaluations that parents make 

regarding their child's behavior (e.g., viewing negative child behaviors as stable traits 

and as motivated by hostile intent). The third cognitive stage consists of integrating 

information about child behavior and selecting a response to that behavior. For 

example, an abusive parent may fail to integrate information about situational factors 

that lessen the child's responsibility for a negative behavior and may thus respond more 

harshly. The final cognitive/behavior stage consists of implementing the response and 

monitoring parenting behavior in the event that it needs to be modified. This stage 

requires well-developed parenting skills and the ability to consistently implement and 

maintain a disciplinary strategy.  

With regard to these stages, high-risk and abusive parents are believed to have 

the following characteristics as compared to low-risk and non-abusive parents: they 

have more biased and inaccurate preexisting cognitive schemata and more deficits and 

distortions in their perceptions of child behavior; they are more likely to interpret 

negative child behavior as a stable child characteristic and as more blameworthy, 

serious, and wrong; they fail to integrate important situational factors in the evaluation of 

child behavior; they have more deficits in their knowledge of parenting skills from which 

to choose a response to child behavior, and they are less able to implement a parenting 
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skill and to monitor and modify their responses to child behavior. Thus, the presence of 

certain patterns of parent-child interactions within a family may be a significant risk 

factor for child physical abuse.  

ADHD and Risk Factors for Child Physical Abuse 

One psychiatric diagnosis that has received some attention as a potential risk 

factor for child physical abuse is ADHD (e.g., Knutson, Schartz, & Zaidi, 1991). In fact, 

demographic variables, as well as many of the child, parent, and family characteristics 

that are considered risk factors for child physical abuse, are also present in families with 

children who have been diagnosed with ADHD.  

Demographic variables and ADHD. 

Indicators of family adversity, including social class, have been associated with 

child externalizing disorders (Campbell & Ewing, 1990). Children from low-income 

families have been found to have a greater incidence of disabling mental health 

conditions than other children (Halfon & Newacheck, 1999). Such disorders and 

conditions include ADHD, and, in fact, studies show that children with ADHD and ADHD 

symptoms are more likely to live in low-income families than children without such 

symptoms (Pineda et al., 1999; Scahill et al., 1999).  

Child characteristics and ADHD. 

With respect to child characteristics, children with ADHD are more likely than 

controls to be born with low birth weight (Mick, Biederman, Prince, Fischer, & Faraone, 

2002). ADHD has also been associated with developmental problems, including deficits 

in motor control, speech or language problems, and reading difficulties (Tannock, 2000). 

A higher incidence of health problems occurs in children with ADHD than in controls 
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(Hartsough & Lambert, 1985). In addition, early negative temperament may be present 

in children who subsequently are diagnosed as having ADHD (Barkley, 1998). 

Moreover, children with ADHD often exhibit behavior problems (DuPaul, McGoey, 

Eckert, & VanBrakle, 2001). Specifically, symptoms of ADHD can manifest as 

noncompliance, carelessness in required tasks, failure to follow instructions, and 

difficulty completing chores. Other associated features include low frustration tolerance, 

temper outbursts, bossiness, stubbornness, and mood lability (American Psychiatric 

Association, Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition -Text 

Revision, 2000). Finally, as many as 50% of children with ADHD are also diagnosed 

with Conduct Disorder or ODD, and as many as 30% experience major depression or 

anxiety disorders (Barkley, 1991).  

Parent characteristics and ADHD.  

Parents of children with ADHD may experience more psychological distress than 

parents of children who do not have the disorder. Specifically, mothers of children who 

have symptoms characteristic of ADHD report more symptoms of depression than do 

mothers of non-ADHD children (Befera & Barkley, 1985; Cunningham, Benness, & 

Siegel, 1988; Harrison & Sofronoff, 2002). In addition, alcohol consumption may be 

higher in parents of children with ADHD (Cunningham et al., 1988). Also, because 

ADHD tends to run in families, parents of children with ADHD are more likely to have 

ADHD themselves than are parents of non-ADHD children (Faraone & Biederman, 

1994). Adults with ADHD are more likely than controls to be positive for risk factors 

associated with abuse, including lower socioeconomic status and greater employment 
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difficulties (Borland & Heckman, 1976), as well as educational difficulties and substance 

use disorders (Biederman et al., 1993).  

Parents of children with ADHD may also experience insufficient social support. 

Specifically, mothers of hyperactive children have reported experiencing greater levels 

of stress related to social isolation than mothers of non-hyperactive controls (Mash & 

Johnston, 1983a). In addition, mothers of children with ADHD symptoms have indicated 

they have fewer visits with extended family members and that such contacts are less 

beneficial than have mothers of children without these symptoms (Cunningham et al., 

1988). A more recent study suggests that, relative to controls, parents of children with 

ADHD may be less likely to seek support from neighbors and relatives (DuPaul et al., 

2001).  

Parents of children with ADHD also often experience significantly more stress in 

their parenting roles than do parents of non-ADHD children (Mash & Johnston, 1983a). 

In fact, the severity of child ADHD symptoms is a significant predictor of parenting 

stress (Anastopoulos, Guevremont, Shelton, & DuPaul, 1992). This parenting stress 

may be partly due to the increased caretaking demands that children with ADHD place 

on their parents through displays of noncompliance, problems with siblings and peers, 

and school difficulties (Barkley, 1998). It is possible that these child ADHD 

characteristics evoke stress and negative reactions from parents (Johnston & Mash, 

2001). In fact, there is some evidence that a reduction in child ADHD symptoms leads to 

a reduction in parenting stress. Specifically, when ADHD symptoms improve due to the 

effects of stimulant medication, parents give fewer commands, voice less criticism, and 

express more warmth (Barkley, 1989).  
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Family characteristics and ADHD. 

Another risk factor present both in families at risk for abuse and in families in 

which a child has ADHD is family conflict. Inter-sibling conflict is likely to be greater 

when one sibling is hyperactive than when neither child displays this symptom (Mash & 

Johnston, 1983b). In addition, mothers of hyperactive children report more marital 

discord than mothers of control children (Befera & Barkley, 1985). Furthermore, children 

with ADHD witness more parental conflict than children without this disorder (Biederman 

et al., 1995).  

Parent-child interactions are also often problematic in families in which a child 

has ADHD (Johnston & Mash, 2001). Results of an 8-year longitudinal study of children 

with ADHD found that, through adolescence, not only are children with ADHD more 

hyperactive, inattentive, and impulsive than controls, but they also exhibit more learning 

and conduct problems and experience more intense mother-child conflicts (Barkley, 

Fischer, Edelbrock, & Smallish, 1991). In observations of parent-child interactions, 

mothers of children with ADHD tend to be more negative and controlling and less 

socially interactive than other mothers, while children with ADHD are less compliant 

than controls (DuPaul et al., 2001).  

Similar to parents at risk for child physical abuse, misperception of child 

behaviors also occurs on the part of parents of children with ADHD (Mash & Johnston, 

1982). For example, mothers of older hyperactive children reported marked behavioral 

disturbance in their children, while independent observers noted much smaller 

differences between the behavior of these older hyperactive children and controls 

(Mash & Johnston, 1982). Moreover, these mothers of hyperactive children were more 
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negative and directive and less approving than control mothers, even when their 

children were acting appropriately. In addition, parents of ADHD children tend to view 

negative behaviors in their children as stable and uncontrollable whereas positive 

behaviors are less likely to be viewed as stable traits in these children (Johnston & 

Freeman, 1997).  

Risk for Child Physical Abuse in Children with ADHD 

Given the similarities in demographic, child, parent, and family risk factors for 

child physical abuse and those present when a child has ADHD, it is reasonable to 

expect that children with ADHD may have a greater risk of being abused than children 

without the disorder. In fact, children who have been abused are significantly more likely 

to have been diagnosed with ADHD than are non-abused controls (Cohen, Adler, 

Kaplan, Pelcovitz, & Mandel, 2002; Famularo et al., 1992; Glod & Teicher, 1996). Also, 

children with ADHD are more likely to have experienced physical abuse than children 

with adjustment disorders (Ford et al., 2000). As adults, men with ADHD have reported 

receiving harsher discipline as children compared to the reports of controls; however, 

these same men did not differ from their non-ADHD brothers in their reports of physical 

punishment (Weerts-Whitmore, Kramer, & Knutson, 1993).  

The aforementioned studies were unable to ascertain whether abuse preceded 

the development of ADHD or vice versa. Although the nature and directionality of the 

relationship between abuse and ADHD remains unclear, it is possible that the negative 

behaviors often associated with ADHD may put a child at higher risk for abuse due to 

their role in inducing stress and maintaining coercive parent-child interactions (Knutson 

et al., 1991).  
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Clarification regarding the definition of ADHD is necessary here. The DSM-IV-TR 

identifies three subtypes of ADHD: Predominantly Inattentive Type, Predominantly 

Hyperactive-Impulsive Type, and Combined Type (which includes symptoms of both 

inattention and hyperactivity-impulsivity). However, research suggests that the attention 

deficits present in the Predominantly Inattentive Type may reflect a qualitatively different 

disorder from the other types (Barkley, 1997). In addition, children who are diagnosed 

with Predominantly Hyperactive-Impulsive (ADHD/H-I) in preschool often meet criteria 

for Combined Type (ADHD/C) by the time they reach school-age (Hart, Lahey, Loeber, 

Applegate, & Frick, 1995). Moreover, due to deficits in response inhibition, ADHD/C is 

associated with greater behavior problems (Barkley, 1997). Subsequently, the current 

study was primarily concerned with ADHD/C and its potential relationship to CPA.  

Current Project and Rationale 

Given the parallels between known risk factors for CPA and the child, parent, and 

family correlates of ADHD, as well as the equivocal nature of the extant research on 

ADHD as a risk factor for being abused, the present study further examined the 

potential association between child ADHD status and parental risk for CPA. Knowledge 

of such an association could result in greater and timelier identification of families at 

high risk for child abuse. Seldom are parental and family risk factors objectively 

evaluated before a report of maltreatment is made and a child protective services 

agency performs an investigation. By this time, abuse, and thereby physical and 

psychological harm, has likely already occurred. However, school-aged children are 

frequently given psychological tests and screenings by school systems to evaluate 

problem behaviors and suspected ADHD. Knowledge that level of ADHD symptoms is 
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predictive of risk for child physical abuse would be helpful in implementing early 

secondary prevention programs including parent training and stress management.  

A risk factor of particular interest that is present in families that experience CPA 

and also present in families in which a child has ADHD is dysfunctional parent-child 

interactions related to parental misperception of child behaviors. Investigation of this risk 

factor as a part of Milner's (1993, 2000) social information processing model of CPA is 

just beginning (e.g., Dopke et al., 2003). In addition, results of research on the 

relationship between caregiver misperception of child emotional expression and CPA 

have been equivocal (Camras et al., 1988; Kropp & Haynes, 1987). The present study 

further evaluated the occurrence of misperceptions of child behavior and feelings on the 

part of parents at risk for CPA and parents of children with ADHD/C. In addition, the 

value of parental misperceptions of child behavior and feelings in predicting risk for CPA 

was investigated.  

These analyses were conducted in an effort to examine the first cognitive stage 

of the social information processing model of CPA. Milner (2003) proposed that high-

risk and abusive parents make more errors and have more biases, deficits, and 

distortions in their perceptions of child behavior. It is suggested by this stage of the 

model that these parents have less awareness of and are less attentive to their 

children's behaviors. As such, errors and deficits in perception may result from a failure 

to encode information related to child behaviors. For example, these parents may fail to 

notice improvements in child behavior as the child attempts to comply with a request. 

Consequently, they may continue to label the now more innocuous behavior as 

noncompliant. In addition, high-risk and abusive parents may engage in selective 
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attention that is consistent with pre-existing schemata. That is, some distortions in 

perception of child behaviors may occur because these parents are more likely to see 

these child behaviors as noncompliant due to an existing bias to expect noncompliant 

behaviors (Milner, 2003).  

Despite mixed research results, Milner (2003) further hypothesized that high-risk 

and abusive parents make more errors in their detection of social cues and, therefore, 

may be inaccurate in their perceptions of their children's emotional expressions. These 

errors in recognition of child emotional expressions may be especially evident when 

children express their feelings at a low intensity. Furthermore, inaccuracy in perception 

of emotional intensity may persist even when these parents are correct in their 

recognition of the specific feeling being expressed.  

Finally, the relationship among child ADHD/C, CPA, and parental misperceptions 

of child behaviors was explored. Although certain parental cognitions can be considered 

risk factors at the parent level, parental misperceptions do not occur in isolation. Milner 

emphasizes that these are misperceptions of child behaviors (2003). Subsequently, the 

child, as part of the context in which misperception can occur, plays an important role in 

interactions that may increase the likelihood of child physical abuse. Children with 

ADHD/C are, by definition, more active, inattentive, and impulsive than most other 

children (APA, 2000). Moreover, children with ADHD/C are more likely than other 

children to display disobedient, defiant, and disruptive behavior (Barkley, 1991). Thus, 

parents of children with ADHD/C may come to expect problematic behaviors, thereby 

making misperceptions of innocuous behavior more likely. Thus, the possibility that any 

relationship between risk for child physical abuse and parental misperceptions of child 
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behavior would be moderated by child behavior problems (in this case, ADHD/C status) 

was explored.  

Hypotheses 

1. Level of child ADHD symptoms was expected to contribute to caregiver level of risk 

for child physical abuse beyond that attributable to other known risk factors including 

household income, parent education, parental depression, parenting stress, and 

parental history of childhood abuse.  

2. Primary caregivers who are at high risk for CPA were predicted to be more likely to 

have errors and distortions in their perceptions of their children's behaviors and feelings 

than were those who are not at high risk.  

 a. While caregivers and teachers tend not to have high interrater reliability with 

one another regarding child behavior, the discrepancy between caregiver and 

teacher perceptions was expected to be particularly high for high-risk 

caregivers. Specifically, high-risk caregivers were expected to report 

significantly greater levels of ADHD symptoms in their children than were the 

children's teachers. This discrepancy was predicted to be significantly greater 

than the discrepancy between low-risk caregivers and their children’s 

teachers.  

 b. Level of caregiver misperception of child behaviors and feelings during a 

semi-structured caregiver-child interaction was expected to contribute to 

caregiver level of risk for CPA beyond that attributable to other known risk 

factors.  
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3. Primary caregivers of children with ADHD/C were expected to have more errors and 

distortions in their perceptions of their children's behaviors and feelings than caregivers 

of children who do not have ADHD/C.  

4. Child ADHD/C status was expected to moderate the effect of CPA risk status on 

caregiver perceptions of child behaviors and feelings such that parents at high-risk for 

CPA who also have a child with ADHD/C were expected to misperceive their children 

significantly more often than their high-risk peers who are not raising children with 

ADHD/C.  
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CHAPTER 2 
 
 

METHOD 

Participants 

The current study included archived data from individuals who participated in a 

larger study conducted from the spring of 2002 through the spring of 2004 to examine 

parent-child relationships among dyads with and without children with attention-

deficit/hyperactivity disorder (ADHD). The original sample included 424 primary 

caregiver-child dyads and approximately half of the children's teachers. Children with 

ADHD were over-sampled and, therefore, over-represented in the original study. The 

majority of these children had been diagnosed as having the Combined Type of ADHD 

(ADHD/C), and they were the only children with ADHD included in the current analyses 

when ADHD status was a variable of interest.  

Participants for the original study were recruited from the Dallas-Fort Worth 

metroplex through newspaper and community advertisements. Some of the notices 

were placed in the offices of physicians, school psychologists, and other child clinicians 

as well as in pharmacies to specifically target children with ADHD ages 7 years, 0 

months to 10 years, 6 months and their primary caregivers. Thus, families of children 

with ADHD were over-sampled. Primary caregivers included any legal guardian who 

was currently involved in the daily care of the child and who had had this level of 

involvement for at least the past two years. Children were excluded from the study if 

they had been previously diagnosed with pervasive developmental delay, traumatic 

brain injury, mental retardation, or a physical disability that would impair their ability to 
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complete the required tasks. Once participants had enrolled in the study, permission 

was obtained to contact the child’s teacher and to recruit his/her participation as well.  

Two subsamples were created for the present study from the original study 

participants. Data from Sample 1 was used for the analyses of Hypotheses 1, 2b, 3 and 

4. The 99 dyads included in Sample 1 were selected as follows. First, all dyads who had 

completed all measures required for the analyses were included. Then, to control for 

differences related to caregiver type, only biological mothers of participating children 

were included in this sample. Finally, because of the nature of the measure of caregiver 

misperception of child behavior and feelings, only caregivers who were native English 

speakers were included.  

For Sample 1, all caregivers were biological mothers (100%), and they ranged in 

age from 24-49 years old (M = 37.05, SD = 6.17). The children ranged in age from 3-11 

years old (M = 7.84, SD = 1.70), and 58.6% were boys and 41.4% were girls. With 

regard to ethnicity, 85.9% of caregivers identified themselves as Caucasian, 6.1% as 

Hispanic, 4.0% as African American, 1.0 % as Asian American, 1.0% as biracial, and 

2.0% as “other.” The majority of children were identified by caregivers as Caucasian 

(81.8%), with 9.2% identified as biracial, 4.0% as African American, 3.0% as Hispanic, 

and 2.0% as “other.” The median yearly household income category reported by 

caregivers was $50,000-$60,000; yearly income categories reported ranged from less 

than $10,000 to over $100,000. Ninety-nine percent of participating caregivers had 

completed high school, and 52.5% had earned a college degree or higher.  

Data from dyads in Sample 2 was used in the analysis of Hypothesis 2a. The 36 

dyads included in Sample 2 were selected as follows. First, all dyads with validly 
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completed caregiver and teacher questionnaires were included. These dyads were 

assigned to groups according to child physical abuse (CPA) risk as described below in 

the Procedure section. Because there were initially more caregivers in the low-risk 

group than in the high-risk group, the low-risk group was trimmed to form a matched 

comparison group for the high-risk group.  

 In Sample 2, 86.1% of caregivers were the biological mothers of the participating 

children, and 13.9% were the biological fathers of the participating children. Caregivers 

ranged in age from 26-50 years old (M = 37.44, SD = 6.65). Of the children, 72.7% were 

boys and 27.8% were girls; they ranged in age from 5-11 years old (M = 8.04, SD = 

1.35). Nearly all caregivers in Sample 2 identified themselves as Caucasian (97.2%), 

with 2.8% identifying as Asian American. Children in this sample were identical to 

caregivers in ethnic background. The median yearly household income category 

reported by caregivers was $50,000-$60,000; yearly income categories reported ranged 

from less than $10,000 to over $100,000. With regard to education level, 94.4% of 

caregivers reported completing high school, with 47.2% having earned a college degree 

or higher.  

Measures 

 Demographic questionnaire. 

 All participating caregivers from the larger study were asked to complete a 

demographic information and history form. Information from this form was used to 

obtain household income and caregiver education level as well as caregiver and child 

age, gender, and ethnicity. The form consists of 50 self-report items, soliciting 
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information regarding the caregiver completing the form and the child’s other primary 

caregiver, should he/she have one.  

Household income and caregiver educational attainment were used in current 

study analyses. With regard to household income, caregivers were asked to choose one 

of nine income categories that best estimated their yearly household income before 

taxes (e.g., less than $10,000; $40,000 – 50,000; over $100,000). In data analyses, 

these nine income levels were used as a continuous variable. With regard to 

educational attainment, caregivers were asked to indicate the highest degree they 

earned or the last grade in school they completed. They were asked to provide the 

same information for the child’s other primary caregiver, should he/she have one. 

Caregiver educational attainment was used as a continuous variable, created by 

averaging the highest grade level completed by each primary caregiver.  

Child Abuse Potential Inventory (CAPI; Milner, 1986).  

The CAPI was administered to evaluate participating caregivers’ level of risk for 

child physical abuse. The CAPI is a self-report measure consisting of 160 forced-choice 

items regarding children and parenting to which respondents indicate whether they 

agree or disagree. CAPI items yield scores on an Abuse scale comprised of six 

domains (distress, rigidity, unhappiness, problems with child and self, problems with 

family, and problems from others) and scores on validity scales (lie, random response, 

and inconsistency). Invalid protocols were removed from the dataset. Higher scores on 

the Abuse Scale indicate greater level of risk for child physical abuse.  

Items for the CAPI were initially generated following an extensive review of 

extant child abuse literature (Milner, 1986). These items were subsequently reviewed 
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and refined in consultation with protective services workers and through numerous field 

tests.  

The CAPI has adequate evidence supporting its psychometric properties. Data 

on reliability were obtained using a sample of 2,610 caretakers including 2,062 controls, 

178 at-risk caretakers, 218 neglectful caretakers, and 152 physically abusive caretakers 

(Milner, 1986). Within the at-risk sample, participants were similar to those in the current 

study; the majority were European American women. The Abuse scale has high internal 

consistency across groups (K-R 20 = .92-.96). Internal consistency reliability is 

somewhat lower for the validity scales (Lie Scale, K-R 20 = .63-.82; Random Response 

Scale, K-R 20 = .04-.47; Inconsistency Scale, K-R 20 = .24-.57). Data from a subset of 

the control participants was used to evaluate test-retest reliability. The CAPI was 

administered to participants once and then again after three months. The correlation 

between test time one and test time two for the Abuse scale was r = .75. The Abuse 

scale of the CAPI has been shown to have good construct validity. For example, the 

Abuse scale is significantly correlated with the Parenting Stress Index, r = .62. In 

addition, Milner and Wimberley (1980) reported that the Abuse scale correctly classified 

known abusers 92.3% of the time and controls 100% of the time.  

Attention-Deficit/Hyperactivity Disorder Rating Scale for DSM-IV Home Version 

and School Version (ADHD-RS-IV: HS; ADHD-RS-IV: SV; DuPaul, Power, 

Anastopoulos, & Reid, 1998).  

The ADHD-RS-IV: HV was administered to participating caregivers and the 

ADHD-RS-IV: SV was administered to participating teachers to detect and assess the 

frequency of symptoms of ADHD experienced by participating children. The ADHD-RS-
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IV: HV is a parent-report measure, and the ADHD-RS-IV: SV is a teacher-report 

measure. Teachers have previously been shown to be accurate raters of attention 

deficit disorder (Atkins, Pelham, & Licht, 1985).  

The rating scales are appropriate for parents and teachers of children ages 5-18. 

Each version consists of 18 items designed to correspond to the American Psychiatric 

Association’s Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition 

(DSM-IV; 1994) diagnostic criteria for ADHD, and the items on both versions are 

identical. Parents and teachers are asked to select the description that best describes 

the child’s home or school behavior, respectively, over the last 6 months. Raters are 

asked to identify the frequency of behaviors on a 4-point Likert-type scale with 0 

indicating that the behavior never or rarely occurs and 3 indicating that the behavior 

occurs very often. Both versions of the ADHD-RS-IV yield three scores: a total score 

and two subscale scores, Inattention and Hyperactivity-Impulsivity (DuPaul, Power, 

Anastopoulos, et al., 1998). Raw scores are converted to percentile scores, with higher 

percentile scores indicating greater symptomatology. Optimal cutoff scores for 

diagnosing ADHD primarily Inattentive Type are: Inattention subscale (teacher) ≥ 90th 

percentile, Inattention subscale (parent) ≥ 93rd percentile, and Hyperactivity-Impulsivity 

subscale (teacher) ≤ 85th percentile. Optimal cutoff scores for diagnosing ADHD 

Combined Type are: Inattention subscale (teacher) ≥ 90th percentile, Inattention 

subscale (parent) ≥ 93rd percentile, and Hyperactivity-Impulsivity subscale (teacher) ≥ 

98th percentile.  

The ADHD-RS-IV is a revised version of the original ADHD Rating Scale 

(DuPaul, 1991). Items on the ADHD-RS-IV were updated to correspond to the nine 
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DSM-IV diagnostic criteria reflecting the inattentive symptoms of ADHD and the nine 

criteria for hyperactivity-impulsivity symptoms (DuPaul, Power, Anastopoulos, et al., 

1998). Exploratory and confirmatory factor analyses support the use of the two 

subscales, Inattention and Hyperactivity/Impulsivity, in the ADHD-RS-IV (DuPaul, 

Power, Anastopoulos, et al., 1998).  

Both the home and school versions of the ADHD-RS-IV have adequate evidence 

supporting their psychometric properties. The psychometric properties of the ADHD-RS-

IV were evaluated using a sample of 71 students from two school districts in the 

Northeastern U.S. (DuPaul, Power, McGoey, Ikeda, & Anastopoulos, 1998). Students 

ranged in age from 5-17 years old, and parents/guardians were primarily European 

American mothers. In the current study, total scores from the ADHD-RS-IV were used 

as a measure of level of ADHD symptoms, and cutoff percentiles were used to divide 

participants in to ADHD and nonADHD groups. As such, internal consistency reliability, 

test-retest reliability, and construct validity are particularly important. Internal 

consistency reliability coefficients for the three scales of the ADHD-RS-IV: SV ranged 

from α = .88-.96 (DuPaul, Power, Anastopoulos, et al., 1998). Similarly, internal 

consistency reliability coefficients for the three scales of the ADHD-RS-IV: HV ranged 

from α = .86-.92. The authors evaluated test-retest reliability by testing participants once 

and again four weeks later. Pearson product-moment correlation coefficients for ADHD-

RS-IV total scores were r = .90 and r = .85 for the school and home versions 

respectively, indicating that both versions of the ADHD-RS-IV yield results that are 

relatively stable over time. With regard to construct validity, and specifically convergent 

validity, DuPaul, Power, Anastopoulos, et al. (1998) found total scores from the ADHD-
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RS-IV: SV to be significantly correlated with the Hyperactivity scale of the Conners 

Teacher Rating Scale-39 (CTRS-39; Conners, 1989). Similarly, total scores from the 

ADHD-RS-IV: HV were significantly correlated with the Hyper Index of the Conners 

Parent Rating Scale-48 (CPRS-48; Conners, 1989). With respect to discriminant 

validity, the authors found that the aforementioned correlations were significantly larger 

than those of the ADHD-RS-IV: SV and HV with CPRS Anxious and CTRS Anxious-

Passive scores (DuPaul, Power, Anastopoulos, et al., 1998). Finally, with regard to 

discriminative validity, the authors found the Hyperactivity-Impulsivity subscale of the 

ADHD-RS-IV accurately differentiated children with ADHD Combined Type from control 

group children.  

Child Behavior Checklist / 4-18 (CBCL; Achenbach, 1991).  

The CBCL was administered to participating caregivers to assess their children’s 

competencies and behavioral/emotional problems. The CBCL is a parent-report 

measure, and it is appropriate for parents of children between the ages of 4 and 18. The 

CBCL includes 20 competence items that require the parent to identify the amount of 

time and level of proficiency at which his/her child participates in a given activity. The 

118 problem items ask the parent to identify how true a given behavior has been for 

his/her child during the past 6 months using a 3-point Likert-type scale ranging from 0 

(not at all true) to 2 (very true or often true). The CBCL yields T scores for three 

Competence Scales and eight Syndrome Scales as well as Internalizing and 

Externalizing Groupings and Total Problems. In the current study, the Attention 

Problems syndrome scale was used to help verify child ADHD/C status. Although a cut 

score of T = 67 may be used for discrimination between clinical and nonclinical 
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populations (Achenbach, 1991), a more conservative cut score (T ≥ 70) was used in the 

current study to guard against false positives.  

 The CBCL / 4 -18 is a revision of a previous version of the CBCL / 4-16 

(Achenbach & Edelbrock, 1983). The version used in the current study extended the 

age limit from 16 to 18 and altered the wording of some items (Achenbach, 1991).  

 The CBCL has adequate evidence supporting its psychometric properties. Test-

retest reliability was assessed using a sample of approximately 80 mothers (ethnicity 

not reported) of children originally recruited from the Vermont Medical Center Hospital 

(Achenbach, Phares, Howell, Rauh, & Nurcombe, 1990). Mothers of 6-year-olds 

completed the CBCL once and again after one year. Correlations from time one to time 

two for syndrome scales ranged from r = .41 to r = .84, with r = .71 for the Attention 

Problems syndrome scale, suggesting that this scale yields results that are generally 

stable over time. Additional psychometric properties were assessed using subsamples 

from over 4,000 referred and nonreferred children ages 4-18 (Achenbach, 1991). The 

majority of respondents were European American mothers from areas across the 

continental United States. Internal consistency reliability coefficients for the syndrome 

scales for children ages 4-11 ranged from α = .54 to α = .92. For the Attention Problems 

syndrome scale specifically, α = .84. As evidence of construct validity, the author 

reports convergent validity, in that CBCL scales are significantly positively correlated 

with similar scales on other symptom inventories. For example, the correlation between 

scores on the Attention Problems syndrome scale of the CBCL and the Impulsive-

Hyperactive scales of the Conners (1973) Parent Questionnaire was r = .59. The 

correlation between this same CBCL scale and the Attention Problems scale of the 
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Quay-Peterson (1983) Revised Behavior Problem Checklist was r = .77. Finally, there is 

evidence supporting the discriminative validity of the CBCL, in that the author found that 

scores for all problem scales were significantly higher for referred versus nonreferred 

children (Achenbach, 1991). 

Beck Depression Inventory-Second Edition (BDI-II, assessment tool, Beck, 

Steer, & Brown (1996), the Psychology Corporation, Harcourt, Brace, & 

Company, San Antonio, TX).  

The BDI-II was administered to participating caregivers to detect and assess 

severity of symptoms of depression. The BDI-II is a self-report measure for use with 

individuals ages 13 and older, and it consists of 21 items designed to correspond to 

APA DSM-IV (1994) diagnostic criteria for depressive disorders. Examples of items 

include sadness, loss of pleasure, and changes in appetite. Each item contains a group 

of statements rated on a 4-point scale from 0-3; individuals are asked to circle the 

statement that best describes how he/she has been feeling during the last two weeks. 

Total scores on the BDI-II range from 0-63, with higher scores indicating more severe 

depressive symptoms. Cut scores were developed using BDI-II scores from four groups 

of outpatients (N = 127) with depressive disorders at the Philadelphia Center for 

Cognitive Therapy at the University of Pennsylvania. These patients had been classified 

as nondepressed, mildly depressed, moderately depressed, and severely depressed 

based on results from the Structured Clinical Interview for DSM-III-R (SCID; Spitzer, 

Williams, Gibbon, & First, 1990). Corresponding BDI-II cut scores were derived and 

indicate level of severity of depressive symptoms: 0-13, minimal; 14-19, mild; 20-28, 

moderate; 29-63, severe.  



   

 33 

 The BDI-II represents an updated revision of the amended Beck Depression 

Inventory (BDI-IA; Beck, Rush, Shaw, & Emery, 1979) which had replaced the original 

BDI (Beck, Ward, Mendelson, Mock, & Erbaugh (1961). Original BDI items were 

constructed using statements about symptoms frequently reported by patients with 

depression and infrequently reported by patients without depression (Beck et al., 1961). 

In pilot studies of the BDI-II, items were reworded and new items were included to 

address DSM-IV diagnostic criteria for depression that had not been addressed in 

earlier versions (Beck et al., 1996). The authors performed item and factor analyses 

with results from psychiatric outpatients (N = 193) to reduce the number of items from 

27 to 21.  

 The BDI-II has adequate evidence supporting its psychometric properties. These 

psychometric properties were assessed by the authors using an outpatient sample of 

317 individuals from the Northeastern United Sates and a control sample of 120 college 

students from a Canadian University (Beck et al., 1996). The majority of participants 

were European American females. In the current study, the BDI-II was used to assess 

only for the presence and severity of depressive symptoms. As such, internal 

consistency reliability is of particular importance. Beck and colleagues obtained 

coefficient alphas of .92 and .93 for the outpatients and the undergraduates, 

respectively, indicating that the items of the BDI-II are likely tapping the same construct. 

Test-retest reliability was tested using a small subsample (n = 26), and a correlation of r 

= .93 was obtained, indicating that the BDI -II can be considered stable over a brief 

period of time (one week), which is sufficient for the current study. In addition, BDI-II has 

adequate construct validity (Beck et al., 1996). With respect to convergent validity, the 
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authors found the BDI-II to be significantly correlated as would be expected with the 

Beck Hopelessness Scale (Beck & Steer, 1988) (r = .68). As evidence of discriminant 

validity, Beck and colleagues reported that the BDI-II was significantly more positively 

correlated with the Hamilton Psychiatric Rating Scale for Depression (HRSD; Hamilton, 

1960) than with a similar measure for anxiety (Hamilton Rating Scale for Anxiety, 

HARS; Hamilton, 1959). Finally, the authors reported that the BDI-II is effective in 

discriminating among groups. Mean scores were significantly higher for outpatients than 

for undergraduates, and among outpatients, mean BDI-II scores were significantly 

higher for those diagnosed with depression than for those diagnosed with other 

psychiatric disorders (Beck et al., 1996).  

Parenting Stress Index Short Form (PSI/SF; Abidin, 1995).  

The PSI/SF was administered to assess perceived levels of stress in the parent-

child system. The PSI/SF is a 36-item self-report measure appropriate for parents of 

children ages 1 month to 12 years. The items consist of statements assessing parental 

esteem, parent-child interactions, and child self-regulation, and most are rated on a 5-

point Likert-type scale from strongly agree to strongly disagree. Two items require the 

respondent to choose one of five statements that best describes his/her belief about 

his/her parenting abilities. The items on the PSI/SF yield a Total Stress score and three 

subscales scores: Parental Distress, Parent-Child Dysfunctional Interaction, and Difficult 

Child. Higher scores are consistent with greater levels of parenting stress. In addition, 

seven items of the PSI/SF yield a Defensive Responding (DR) scale. Very low scores 

on the DR scale may indicate a biased response style intended to present a favorable 

impression or to minimize the appearance of even typical parenting difficulties (Abidin, 
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1995). As such, caregivers with Defensive Responding scores of 10 or below were 

excluded from analyses in which a valid PSI/SF score was required. In the current 

study, Total Stress scores were used as a measure of parenting stress.  

 The PSI/SF was created through factor analyses of the original 139-item PSI, to 

yield a shorter version for researchers and clinicians seeking a form that could be 

completed in less than 10 minutes (Abidin, 1995). Items for the original PSI were 

developed through a review of relevant literature on characteristics associated with 

dysfunctional parenting, the author’s clinical experience, pilot testing, and consultations 

with experts in the field of early parent-child relationships.  

 The reliability of the PSI/SF was evaluated using two samples (Abidin, 1995). In 

both samples, mothers were recruited from a pediatric practice in Virginia. The majority 

of mothers were European American, and their children ranged in age from 10 months 

to 7 years. Test-retest reliability was assessed with a sample of 270 of these mothers 

who completed the PSI/SF once and then again 6 months later. The correlations for the 

subscales between test time one and test time two ranged from r = .68 to r = .85, 

indicating that results from the PSI/SF are relatively stable over time. Internal 

consistency reliability was evaluated using data from these and an additional 530 

mothers. Internal consistency reliability coefficients for the subscales ranged from α = 

.80 to α = .87, indicating that items within the subscales are likely assessing the same 

construct. The validity of the PSI/SF was originally assumed based on its derivation 

from and high correlation with the original PSI (Abidin, 1995). However, a recent study 

evaluated the validity of the PSI/SF using a sample of 185 mothers and fathers, the 

majority of whom were African American and half of whom had documented child abuse 
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histories (Haskett, Ahern, Ward, & Allaire, 2006). As evidence of construct validity, the 

authors found the subscales of the PSI/SF to be significantly positively correlated (r = 

.48-.56) with the Global Severity Index of the SCL-90-R (Symptom Checklist-90-

Revised; Derogatis, 1983). With regard to discriminative validity, scores on the Parental 

Distress subscale did not distinguish those in the abuse group from those in the 

nonabuse group (Haskett et al., 2006). However, a combination of items from the other 

two PSI/SF subscales was able to make this distinction. This combination of items was 

highly correlated with the Total Stress score (Haskett et al., 2006).  

Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998).  

The CTQ was administered to participants to screen for childhood histories of 

neglect and abuse. The CTQ is a self-report measure designed for use with individuals 

ages 12 and older, and it consists of 28 items. The CTQ assesses for five types of 

maltreatment (emotional and physical neglect, and emotional, physical, and sexual 

abuse) using five items for each. Three items comprise the Minimization/ Denial Scale 

designed to detect false negative reports of maltreatment. The items of the CTQ inquire 

as to the frequency of childhood events, and individuals are asked to rate the 

statements on a 5-point scale as never true, rarely true, sometimes true, often true, or 

very often true. Item scores are summed to yield total scores for the five clinical scales: 

Emotional Neglect, Physical Neglect, Emotional Abuse, Physical Abuse, and Sexual 

Abuse. Total scores for each clinical scale range from 5-25 with higher scores indicating 

greater severity of abuse or neglect. For the Minimization/Denial Scale, total scores 

range from 0-3, with any score higher than 0 indicating possible underreporting of 
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maltreatment. Individuals with scores in this range were removed from the data set for 

analyses in which a valid CTQ score was required.  

In the current study, total scores on the Physical Abuse Scale were used as an 

indicator of caregivers' childhood physical abuse history. However, given that 

researchers have suggested that the intergenerational transmission of abuse is not 

necessarily specific for type of abuse or neglect (Hunter & Kilstrom, 1979; Pianta, 

Egeland, & Erickson, 1989; Zuravin, McMillen, DePanfilis, & Risley-Curtiss, 1996), 

exploratory analyses using the other scales of the CTQ as indicators of parent abuse 

history were also conducted.  

 With respect to item development, 70 original items were created following 

reviews of extant maltreatment research and trauma measures (Bernstein et al., 1994). 

A factor-analytic study with nearly 400 adolescent inpatients yielded five factors for the 

70-item CTQ: Emotional Neglect, Physical Neglect, Emotional Abuse, Physical Abuse, 

and Sexual Abuse (Bernstein et al., 1994). To facilitate quicker screening of 

maltreatment history, the 28-item version of the CTQ was created using exploratory and 

confirmatory factor analyses (Bernstein, Ahluvalia, Pogge, & Handelsman, 1997). This 

28-item version was found to have the same sound psychometric properties as the 

original 70-item version (Bernstein et al., 1997).  

The psychometric properties of the CTQ were evaluated using seven samples 

including adults and adolescents, inpatients, outpatients, and nonreferred individuals 

with diverse ethnicities and socioeconomic status (N = 2,201) (Bernstein & Fink, 1998). 

In the current study, the CTQ was used to assess primarily for the presence of a history 

of physical abuse. As such, internal consistency reliability is of particular importance. 
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Across samples, the internal consistency reliability coefficients for the Physical Abuse 

Scale ranged from α = .57-.92 (Bernstein & Fink, 1998). Test-retest reliability was 

evaluated using one of the samples (adults with substance abuse disorders); individuals 

in this sample were tested initially and then again approximately 3 months later. The 

intraclass correlation coefficient for the Physical Abuse scale between the first and 

second testing times was ICC = .80, indicating that this scale can be considered 

relatively stable over time (Bernstein & Fink, 1998). In addition, the CTQ has 

demonstrated adequate construct validity. Specifically, with respect to convergent 

validity, the clinical scales of the CTQ were shown to be significantly correlated with 

similar scales of the Child Maltreatment Interview (Briere, 1992). For example, a 

significant correlation of r = .49 was found between the Physical Abuse scale of the 

CTQ and the Physical Assault (Child) scale of the Child Maltreatment Interview 

(Bernstein & Fink, 1998). With respect to discriminant validity, dissimilar scales between 

the two measures were shown to have smaller and nonsignificant correlations. For 

example, the correlation between the Physical Abuse scale of the CTQ and the 

Molestation Scale of the Child Maltreatment Interview was r = .20 (Bernstein & Fink, 

1998).  

Parent-Child Interaction Assessment (PCIA; Holigrocki, Frieswyk, Kaminski, & 

Hough, 1997; Holigrocki, Kaminski, & Frieswyk, 1999).  

Each of the caregiver-child dyads in the current study completed a PCIA. The 

assessment involves two phases. The first, or Interaction Phase, is a videotaped 

segment in which the parent and child are instructed by the experimenter to play out 18 

scenarios on an imaginary trip to the zoo. In the second phase, or Inquiry, the caregiver 
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and the child are individually shown two scenes of their videotaped interaction. The 

individual is then interviewed regarding what he or she and the other person were 

doing, feeling, thinking, and wanting in that part of the video.  

In the proposed study, level of accuracy of caregiver perceptions of child 

behaviors and feelings were measured using the Caregiver Perception Rating System 

(CPRS; LaBorde, Kaminski, Rivero, Austin, & Martin 2006; see Appendix B), which was 

designed for use with the PCIA.¹ First, two independent raters make thorough 

observations of child behaviors and feelings during the Interaction Phase of the PCIA. 

Then, the CPRS is used during the Inquiry Phase of the PCIA to rate the accuracy of 

caregiver responses to the interview questions, “What was (child’s name) doing right 

then?” and “What was (child’s name) feeling right then?” The CPRS consists of 2 

subscales (CPRS-Doing and CPRS-Feeling) with 2 items each that are rated on a 5-

point Likert-type scale assessing caregiver level of agreement with independent rater 

observations of child behaviors and feelings from essentially or entirely disagrees with 

everything one or both raters perceived to essentially or entirely agrees with something 

one or more raters perceived. Subscale scores can be combined to yield a CPRS Total 

score. Lower scores on the CPRS indicate greater inaccuracy of caregiver perception 

and, thus, greater misperception. The concordance of caregiver responses with rater 

observations can be considered a measure of accuracy of perceptions because of the 

stringent credentials and training required for raters (see Procedure section below), 

intended to increase the likelihood that all possible child behaviors and feelings would 

be reliably captured by rater observations. The reliability and validity of the CPRS were 

examined as a part of the current study.  
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Procedure 

In the original study, participants responded by phone to the newspaper and 

community notices, and they were given appointments to participate in the study. 

Caregivers of children with ADHD were instructed to delay their children's morning dose 

of stimulant medication on the day of the appointment and to bring the medication with 

them. The study took place in the University of North Texas Psychology Clinic and was 

conducted during one session. Upon their arrival to the clinic, participants were given 

informed consent and child assent forms and confidentiality information.  

Caregivers of children with ADHD were instructed to administer the ADHD 

medication they brought with them, and the caregivers and children then immediately 

began the PCIA. Thus, the study was designed so that the stimulant medication would 

not reach a therapeutic blood level until after the Interaction phase of the PCIA 

(Physicians’ Desk Reference, 2002). Next, the caregivers were given the study 

questionnaires, including the demographic and history information form, the CAPI, the 

BDI-II, the PSI/SF, the CTQ, the CBCL, and the ADHD-RS-IV: HV, while the children 

completed the Inquiry Phase of the PCIA. The caregiver Inquiry Phase of the PCIA 

followed, while the children completed questionnaires used as part of the larger study, 

and finally caregivers completed any unfinished questionnaires, were given a debriefing 

form, and received payment of $10 per hour of participation per dyad. As caregivers 

were debriefed, they were asked for permission to contact their child's current teacher. 

For caregivers who agreed (100%), a packet including the ADHD-RS-IV: SV was mailed 

to the teacher. Approximately one-half of contacted teachers returned the packets.  
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For the current study, graduate students in clinical and counseling psychology 

with advanced clinical training (three or more years) completed the PCIA video analysis 

using the CPRS for the 99 dyads in Sample 1. Graduate student raters were initially 

trained by the CPRS developer(s) using archival videos. Training in generating 

observations of child behaviors and feelings continued until interrater agreement was 

consistently 80% or higher. Training in using the CPRS to evaluate the accuracy of 

caregiver perceptions of child behaviors and feelings continued until intraclass 

correlation coefficients (ICCs) for pairs of raters were ≥ .60, as recommended by 

Cicchetti and Sparrow (1981). Once the desired levels of training were reached, 

analysis of PCIA video data using the CPRS for participants in the present study began.   

First, each of two graduate student raters (Rater 1 and Rater 2) independently 

viewed and evaluated the two scenes from the PCIA Interaction Phase that are 

subsequently shown to caregivers during the Inquiry Phase. Specifically, for each dyad, 

Rater 1 and Rater 2 each watched Scene 7 (Waiting) and Scene 8 (High Rock) of the 

PCIA, and he/she independently recorded observations of the child's behaviors and 

feelings on the CPRS Observations Form. To facilitate the observation process, 

checklists of common child behaviors and feelings were created or adapted for use in 

the current study. The checklists were necessary to obtain acceptable levels of 

interrater reliability. The checklists of child behaviors for each PCIA scene were created 

using archival PCIA videotapes of dyads who were not part of the current study. 

Behaviors exhibited by two or more children were included in the checklist for a given 

scene. The checklist of child feelings was adapted from the worksheet The 4 Basic 

Feelings at 3 Levels of Intensity (Cormier & Nurius, 2002). Modifications and additions 
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to the original worksheet were made based on feelings commonly observed during the 

PCIA and on the results of a feeling word sorting task completed by licensed clinical and 

counseling psychologists. These modifications resulted in a child feelings checklist 

consisting of 209 feeling words in four columns: 38.7% of the feeling words remained 

the same as the original worksheet, 12.5% of words from the original worksheet were 

moved from their original intensity category, and 48.8% of the words were new feeling 

words.  

After observations were made using the checklists, a third independent rater 

(Rater 3, an undergraduate research assistant) compared the observations of Raters 1 

and 2, calculated their percent agreement (number of agreements divided by total 

number of observations, multiplied by 100), and created a comprehensive list of 

observations on the Agreement Form. Next, using the Agreement Form generated for a 

particular dyad, Rater 1 watched the caregiver Inquiry of Scenes 7 and 8 for that dyad. 

During this viewing, Rater 1 completed the CPRS Parent Inquiry Form, rating the 

accuracy of the caregiver's perceptions of the child's behaviors and feelings as 

compared to the comprehensive list of observations on the Agreement Form. A Parent 

Inquiry Decision Chart was used to facilitate the rating process. Because caregivers 

often give more than one response to each Inquiry question, each response was rated 

for agreement with rater observations. The average rating of the responses to a given 

question was entered as the item score. The two items for each domain were summed 

to yield a Total CPRS Doing Score and a Total CPRS Feeling Score. These scores 

were summed to yield a Total CPRS Score. Higher CPRS Total scores indicate greater 

accuracy in perceptions whereas lower CPRS scores are indicative of the presence of 
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misperceptions. For one-third of Sample 1 dyads, Rater 2 independently completed a 

CPRS Parent Inquiry Form, and interrater agreement was calculated using the 

intraclass correlation coefficient. For a more thorough description of how caregiver 

perceptions were coded, see Appendix B for the CPRS Manual and Forms. 

For the analyses of Hypotheses 1, 2b, and 4, the intention was to use data from 

all 99 participants in Sample 1. However, further inspection of the data revealed that 12 

participants from this group had invalid CTQ and/or PSI/SF data per the validity indices 

on these measures (i.e., CTQ Minimization/Denial, PSI/SF Defensive Responding). 

These twelve participants were removed from Sample 1 prior to analyses. No significant 

differences between these 12 participants and the remaining 87dyads on demographic 

variables, including yearly income, caregiver level of education, child age, or caregiver 

age, were revealed by t-tests. Expected cell counts were too low for Chi-square 

analyses of differences in child gender and caregiver and child ethnicity; however, the 

groups appear similar. Demographic data for the two groups are presented in Table 1 

(see Appendix C for this and all subsequent tables).  

The analysis of Hypotheses 2a required group assignment. Caregivers in Sample 

2 were divided into high- and low-risk for CPA groups based on CAPI scores as 

recommended in the CAPI technical manual (Milner, 1986). Those with high CAPI 

scores (i.e., ≥ 166) were assigned to the high-risk group indicating a greater potential for 

CPA. Those with CAPI scores of 91 or below were assigned to the low-risk group. 

Because there were nearly twice as many caregivers in the low-risk group as in the 

high-risk group, the low-risk group was trimmed to form a matched comparison group 

for the high-risk group. Caregivers were matched with respect to parent and child 
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gender and age, as well as according to parent ethnicity, level of education, and yearly 

household income. No significant differences between the high-and low-risk groups on 

caregiver education level or caregiver or child age were revealed by t-tests. There was 

a significant difference in income between the groups, with the low-risk group reporting 

a higher yearly household income than the high-risk group (t(34) = 3.99, p < .01). 

However, yearly household income was not significantly correlated (r = -.12, p = .49) 

with ADHD-RS-IV score (the dependent variable of interest). Chi-square analyses 

revealed no significant difference in child gender for the groups. Cell sizes were too 

small for chi-square analyses of parent gender and parent and child ethnicity; however, 

the groups are similar in these respects. Demographic data for the high-and low-risk 

groups can be found in Table 2.  

For Hypothesis 3, caregivers in Sample 1 were divided into two groups according 

to child ADHD/C status. Those caregivers with a child who had been previously 

diagnosed with ADHD/C by a doctoral-level professional and who reported elevated 

scores on both the Attention Problems Scale of the CBCL (T ≥ 70) and on the ADHD-

RS-IV: HV (Total Score > 90th percentile) were assigned to the ADHD/C group. 

Caregivers of children who met these criteria, but whose child had also been previously 

diagnosed with another externalizing disorder were excluded. Those caregivers of 

children who did not meet these criteria were assigned to the comparison group 

(nonADHD/C). There were 24 participants in the ADHD/C group and 23 participants in 

the nonADHD group. No significant demographic differences between the groups with 

respect to yearly household income, caregiver level of education, child age, or caregiver 

age were revealed by t-tests. As participants were taken from Sample 1, all caregivers 
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were biological mothers. Chi-square analyses revealed no group differences in child 

gender. Cell sizes were too small for chi-square analyses of caregiver and child 

ethnicity; however, the groups were similar. Demographic data for the ADHD/C and 

nonADHD/C groups is presented in Table 3.  

With regard to missing data, participants were initially selected for inclusion in the 

study predicated on their having completed the measures of interest. However, for one 

individual it was not possible to obtain CPRS Total Doing or Feeling Scores because of 

interviewer error. For two individuals, CPRS Total Feeling Scores were unavailable due 

to interviewer error. The first participant was excluded from analyses requiring any 

CPRS data; the latter two participants were excluded from analyses requiring CPRS 

Total Feeling scores. Individual item scores on other measures of interest were missing 

for several participants. The number of items missing for an individual on any given 

measure never exceeded 20% of the total number of items. In these cases, the 

individual’s mean score for that measure was substituted for the missing item score 

prior to analyses.     
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CHAPTER 3 
 
 

RESULTS 

CPRS Reliability and Validity 

Interrater reliability for the observations portion of the Caregiver Perception 

Rating System (CPRS) was measured in terms of percent agreement. Average 

interrater agreement for observations of child behaviors across dyads ranged from 83%-

90%. Average interrater agreement for observations of child feelings ranged from 69%-

75%. For one-third of the dyads, a second rater was randomly assigned to complete the 

Inquiry portion of the CPRS. Interrater reliability was evaluated for pairs of raters using 

the intraclass correlation coefficient (ICC). Interrater reliability across pairs of raters for 

CPRS Total Doing Scores (n = 98) ranged from ICC = .60-1.00. Interrater reliability 

across pairs of raters for CPRS Total Feeling Scores (n = 96) ranged from ICC = .72-

1.00.  

For Sample 1, the subscales of the CPRS (CPRS-Doing and CPRS-Feeling) 

were not significantly correlated with each other (r = .16, p = .08). Thus, the two scales 

were analyzed independently throughout the study. With respect to convergent validity, 

CPRS Total Doing Scores were significantly positively correlated with scores on the 

Child-Parental Acceptance Rejection/Control Questionnaire (CPARQ; Rohner, 1990), 

Warmth Scale (r = .21). With respect to discriminant validity, CPRS Total Doing Scores 

were not significantly correlated (r = -.16) with number of child hobbies reported on the 

Child Behavior Checklist (CBCL). CPRS Total Feeling Scores were not significantly 

correlated with other dataset variables. See Table 4 for the complete correlation matrix.  
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Preliminary Analyses 

 Prior to conducting analyses, the distributions of the variables of interest to the 

study were examined for normality. The distributions of scores on several scales used 

with Sample 1 were non-normal. Univariate outliers were examined, and all were 

deemed to be legitimate scores for the given measure. Following methods outlined by 

Tabachnick and Fidell (2007), several transformations were applied to the data. Square 

root transformations were applied to scores from the Child Abuse Potential Inventory 

(CAPI), Beck Depression Inventory-Second Edition (BDI-II), and Childhood Trauma 

Questionnaire (CTQ) Emotional Neglect Scale. A logarithmic transformation was 

applied to CTQ Emotional Abuse Scale scores. Reciprocal transformations were applied 

to CTQ Physical Abuse Scale scores, CTQ Physical Neglect Scale scores, and CPRS 

Total Doing scores. The distribution of CTQ Sexual Abuse Scale scores was severely 

positively skewed, and transformations of the data were insufficient to allow for analyses 

utilizing this scale.   

For the analyses of Hypotheses 1 and 2b, the assumptions of multiple regression 

were tested, and all were met. Scatterplots were examined and provided evidence of 

linearity and homoscedasticity. The assumption of noncollinearity between predictors 

was met; correlations between predictors for all analyses did not exceed r = .90. 

Multicollinearity was also not evident in any analysis as condition indices did not exceed 

30 nor were two or more variance proportions greater than .50. Multivariate outliers 

were examined using casewise diagnostics and Mahalanobis distance; none were 

evident.  
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For Hypotheses 2a and 3, the assumptions of analysis of variance (ANOVA) and 

multivariate analysis of variance (MANOVA), respectively, were tested. The assumption 

of normality of the dependent variable for each group was examined and met in both 

analyses. The assumption of homogeneity of variance was violated in the analysis of 

Hypothesis 2a; Levene’s test of equality of error variances was significant (F(1, 34) = 

5.99, p < .05) for the caregiver group. This finding was not problematic, however, 

because ANOVA is considered robust to violations of this assumption provided sample 

sizes are equal. For Hypothesis 3, the assumption of homogeneity of variance was met. 

The assumption of equal covariances was met for both analyses; Box’s test of equality 

of covariance matrices was not significant.  

Analysis of Hypothesis 1 

The ability of level of child ADHD symptoms to predict caregiver risk for child 

physical abuse (CPA) was assessed using a hierarchical multiple regression (HMR) 

analysis. The criterion was caregiver CAPI score. Block 1 consisted of established 

predictors of child abuse risk including caregiver income and education, caregiver 

depression, parenting stress, and caregiver history of childhood abuse. Thus, Block 1 

included caregiver scores from the measures of yearly household income and caregiver 

educational attainment, the BDI-II, the Parenting Stress Index/Short Form (PSI/SF), and 

the Physical Abuse Scale of the CTQ. Block 2 consisted of caregiver ratings of child 

ADHD symptoms from total scores on the ADHD Rating Scale for DSM-IV, Home 

Version (ADHD-RS-IV: HV). In addition, exploratory analyses (additional multiple 

hierarchical regression analyses) were conducted using the other scales of the CTQ as 

indicators of parent childhood abuse history.  



   

 49 

Data from participants in Sample 1 (n = 87) was utilized for this analysis. Income 

and education level for this sample are described in Table 1. The means, standard 

deviations, and ranges for each scale included in the analyses are presented in Table 5.  

In the initial regression analysis, the established predictors of CPA in Block 1 

(income, caregiver education level, caregiver depression, parenting stress, and 

caregiver childhood physical abuse history) accounted for a significant proportion of the 

variance in CPA potential (Adj. R² = .61, F(5, 81) = 28.02, p < .001). Child ADHD 

symptoms in Block 2 did not account for a significant proportion of the variance in CPA 

potential over and above the established predictors (Adj. R² = .61, ∆ R² = .01, F(1, 80) = 

1.41, p = .24, sr² = .006). However, it is of note that ADHD-RS-IV: HV scores were 

significantly positively correlated with CAPI scores (r = .34, p < .01). Caregiver 

depression and parenting stress were the significant predictors of CPA potential in this 

analysis. See Table 6 for the correlation matrix for this analysis. See Table 7 for B, Beta 

and the squared semi-partial correlations (sr²) for each predictor.  

Caregiver childhood physical abuse history was not a significant independent 

predictor of child abuse potential. The regression analysis above was re-run separately 

using each of the other three maltreatment scales of the CTQ (Physical Neglect, 

Emotional Neglect, and Emotional Abuse) in place of the CTQ Physical Abuse Scale in 

Block 1. The other components of the analysis remained unchanged (i.e., criterion: 

caregiver CAPI score; other predictors in Block 1: income, education, caregiver 

depression, and parenting stress; Block 2: child ADHD symptoms). The correlations of 

each of the three additional CTQ scales with other variables in the analysis can be 

found in Table 6.  
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Caregiver childhood physical neglect history was not a significant independent 

predictor of CPA potential (β = -.02, p = .80, sr² = .0003). As in the original analysis, the 

predictors in Block 1 accounted for a significant proportion of the variance in child abuse 

potential scores (Adj. R² = .61, F(5, 81) = 28.15, p < .001). Child ADHD symptoms 

entered in Block 2 did not account for a significant proportion of the variance in CPA 

potential over and above the predictors in Block 1 (Adj. R² = .61, ∆ R² = .01, F(1, 80) = 

1.31, p = .26). As in the first analysis, caregiver depression (β = .61, p < .001, sr² = .22) 

and parenting stress (β = .36, p < .001, sr² = .07) were significant predictors of CPA 

potential.  

However, when entered in Block 1, caregiver childhood emotional abuse as 

measured by the CTQ Emotional Abuse Scale was a significant predictor of CPA 

potential (β = .15, p < .05, sr² = .02) along with caregiver depression (β = .56, p < .001, 

sr² = .18) and parenting stress (β = .29, p < .001, sr² = .06). In this analysis, the 

predictors in Block 1 accounted for a significant proportion of the variance in child abuse 

potential scores (Adj. R² = .63, F(5, 81) = 30.39, p < .001). Child ADHD symptoms in 

Block 2 did not account for a significant proportion of the variance in CPA potential over 

and above the established predictors (Adj. R² = .63, ∆ R² = .01, F(1, 80) = 1.56, p = 

.22). 

Similarly, when CTQ Emotional Neglect Scale scores were used in Block 1, 

caregiver childhood history of emotional neglect (β = .16, p < .05, sr² = .02) along with 

caregiver depression (β = .56, p < .001, sr² = .18) and parenting stress (β = .30, p < 

.001, sr² = .07) were significant predictors of CPA potential. The predictors in Block 1 

accounted for a significant proportion of the variance in CPA potential scores (Adj. R² = 
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.63, F(5, 81) = 30.79, p < .001). Child ADHD symptoms in Block 2 did not account for a 

significant proportion of the variance in CPA potential over and above the established 

predictors (Adj. R² = .64, ∆ R² = .01, F(1, 80) = 1.30, p = .26).  

The results of the analyses conducted for Hypothesis 1 were used to inform 

subsequent analyses. Caregiver depression, parenting stress, and childhood history of 

emotional abuse and neglect were significant predictors of CPA potential. However, 

because the CTQ Emotional Abuse Scale and the CTQ Emotional Neglect Scale are 

highly correlated (r = .78, p < .001), scores from only one of these measures were used 

in subsequent regression analyses. Using methods outlined by Tabachnick and Fidell 

(2007), CTQ Emotional Neglect was removed from subsequent analyses because this 

variable had the higher variance proportion when collinearity diagnostics were 

inspected.  

Analysis of Hypothesis 2a 

Although caregivers and teachers tend not to have high interrater reliability with 

one another regarding child behavior, the discrepancy between caregiver and teacher 

perceptions was expected to be particularly high for caregivers at high risk for CPA. The 

hypothesis that high-risk caregivers will report significantly greater levels of ADHD 

symptoms in their children than will the children's teachers and that this discrepancy will 

be significantly greater than the discrepancy between low-risk caregivers and their 

children’s teachers was examined using a mixed-design factorial analysis of variance 

(ANOVA). The between-participant factor was child's level of abuse risk (high vs. low) 

based on caregiver CAPI cut-off score. The within-participant factor was reporter on the 
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ADHD-RS-IV (i.e., child's caregiver or teacher). The dependent variable was total score 

on the ADHD-RS-IV.  

Data from participants in Sample 2 were utilized in this analysis. See Table 2 for 

demographic data. The means, standard deviations, and ranges of ADHD-RS-IV scores 

for each group (high- and low- risk for CPA) by reporter (caregiver and teacher) are 

presented in Table 8.  

Results of the ANOVA revealed that the hypothesized interaction between abuse 

risk and reporter was not significant. The discrepancy in the level of child ADHD 

symptoms reported by caregivers and teachers was no different for caregivers in the 

high-risk for CPA group than for caregivers in the low-risk for CPA group. There was a 

significant main effect for reporter; caregivers reported significantly higher levels of 

ADHD symptoms in their children than did their children’s teachers (F(1, 34) = 9.446, p 

< .01, η² = .21). There was no main effect for CPA risk status. That is, the level of child 

ADHD symptoms reported by high-risk for CPA caregivers was not significantly different 

from that reported by caregivers in the low-risk for CPA group. Results of these 

analyses are presented in Table 9.  

Exploratory correlational analyses using data from Sample 2 revealed that higher 

CAPI scores are associated with higher ADHD-RS-IV: HV scores (r = .47, p < .01). The 

greater a caregiver’s abuse potential, the greater number of child ADHD symptoms s/he 

reported. However, CAPI scores were not significantly correlated with ADHD-RS-IV: SV 

(school version) scores (r = .23, p = .17). That is, caregiver CAPI scores were not 

associated with teacher report of child ADHD symptoms.   
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Analysis of Hypothesis 2b 

The ability of caregiver misperception of child behaviors and feelings to predict 

child abuse potential was assessed using a hierarchical multiple regression analysis. 

The criterion was caregiver CAPI score. Block 1 consisted of significant predictors of 

child abuse risk identified previously (i.e., in Hypothesis 1). Specifically, caregiver 

depression (BDI-II scores), parenting stress (PSI/SF scores), and caregiver childhood 

history of abuse (CTQ Emotional Abuse Scale scores) were entered into the model first. 

Because there is more empirical support for the effect of caregiver misperception of 

child behaviors (e.g., Dopke et al., 2003; Reid et al., 1987) than of child feelings, Block 

2 consisted CPRS Total Doing scores, and Block 3 consisted of CPRS Total Feeling 

scores. Misperceptions are reflected in lower CPRS scores.  

Data from participants in Sample 1 (n = 87) were utilized for this analysis. The 

means, standard deviations, and ranges for the CAPI, BDI-II, PSI/SF, and CTQ 

Emotional Abuse Scale were presented previously (see Table 5). The means, standard 

deviations, and ranges for sample participants’ CPRS Total Doing and Feeling scores 

are presented in Table 10.  

In the regression analysis, the established predictors of CPA in Block 1 

(caregiver depression, parenting stress, and caregiver childhood emotional abuse 

history) accounted for a significant proportion of the variance in CPA potential (Adj. R² = 

.65, F(3, 80) = 51.72, p < .001). Caregiver misperception of child behaviors as 

measured by CPRS Total Doing scores entered in Block 2 did not account for a 

significant proportion of the variance in CPA potential over and above the established 

predictors (Adj. R² = .65, ∆ R² = .01, F(1, 79) = 1.32, p = .25). Similarly, caregiver 
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misperception of child feelings as measured by CPRS Total Feeling scores entered in 

Block 3 did not account for a significant proportion of the variance in CPA potential over 

and above the established predictors (Adj. R² = .65, ∆ R² = .001, F(1, 78) = .34, p = 

.56). As in Hypothesis 1, caregiver depression, parenting stress, and caregiver 

childhood history of emotional abuse were the significant predictors of CPA potential in 

this analysis. See Table 11 for the correlation matrix for this analysis. See Table 12 for 

B, Beta and the squared semi-partial correlations (sr²) for each predictor.  

Analysis of Hypothesis 3 

A multivariate analysis of variance (MANOVA) was used to test the hypothesis 

that caregivers of children with ADHD/C will have more errors and distortions in their 

perceptions of their children's behaviors and feelings than caregivers of children who do 

not have ADHD/C. Child ADHD/C status was the independent variable and CPRS Total 

Doing and CPRS Total Feeling scores were the dependent variables.  

Data from participants in Sample 1 were utilized in this analysis. See Table 3 for 

demographic data for the ADHD/C and comparison (nonADHD/C) groups. The means, 

standard deviations, and ranges for CPRS scores for both groups are presented in 

Table 13.  

The results of the omnibus MANOVA using Wilks’ criterion indicate that the 

combination of caregiver CPRS scores (Doing and Feeling) was not significantly 

affected by child ADHD/C status (F(2, 44) = .52, p = .60, η² = .02). Results of univariate 

analyses indicate that caregivers of children with ADHD/C (n = 24) and without ADHD/C 

(n = 23) did not differ in their perceptions of either child behaviors (F(1, 45) = .41, p = 

.52, η² = .01) or child feelings (F(1, 45) = .79, p = .38, η² = .02) based on CPRS scores. 
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Observed power for the omnibus MANOVA and for each univariate test was .13, .10, 

and .14, respectively. Results of this analysis are presented in Table 14.  

Analysis of Hypothesis 4 

The hypothesized relationship between caregiver risk for CPA and caregiver 

perception of child behaviors and feelings was not evident. Specifically, for Sample 1 (n 

= 87), CPA risk as measured by caregiver CAPI score was not significantly correlated 

with either CPRS Total Doing score or CPRS Total Feeling score. Hence, the 

hypothesis that child ADHD/C status would moderate the effect of CPA risk status on 

caregiver perceptions of child behaviors and feelings was not examined. See Table 11 

for the relevant correlations.  
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CHAPTER 4 
 
 

DISCUSSION 

 The purpose of the current study was to examine the potential relationship 

between child attention-deficit/hyperactivity disorder (ADHD) symptoms and caregiver 

potential for child physical abuse (CPA) as well as to investigate the first cognitive stage 

of Milner’s (1993, 2000) social information processing model of CPA which postulates a 

relationship between CPA and caregiver misperceptions of child behaviors and feelings. 

The results of hypothesis testing, limitations of the current study, and clinical 

implications will be discussed.  

Hypothesis 1 

The results do not support the hypothesis that child ADHD symptoms contribute 

to caregiver level of risk for CPA beyond that attributable to other known risk factors. 

Previous research on the relationship between child characteristics, including ADHD 

symptoms, and CPA has been equivocal (e.g., Cohen et al., 2002; Frodi, 1981; 

Sidebotham et al., 2003; Weerts-Whitmore et al., 1993). The results of the current study 

indicate that child ADHD symptoms do not add to the prediction of CPA potential 

beyond that predicted by caregiver depression, parenting stress, and caregiver 

childhood abuse history. As in previous studies (e.g., Cohen et al., 2002), there was a 

significant association between level of child ADHD symptoms and caregiver potential 

for CPA. However, child ADHD symptoms were also associated with caregiver 

depression and parenting stress. It is possible that child ADHD symptoms impact 

caregiver risk for CPA through their relationship with parent factors such as depression 

and parenting stress. However, it is unclear whether child ADHD symptoms contribute 
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to caregiver depression and stress or if these caregiver characteristics influence child 

ADHD symptoms and/or caregiver report of those symptoms.   

In the present study, caregiver depression, parenting stress, and childhood 

history of emotional neglect/abuse were significant independent predictors of child 

abuse potential. This is consistent with previous research on CPA risk factors. 

Numerous studies have documented a link between caregiver depression and CPA 

(Belsky, 1993). One of many possible explanations for this relationship may be that 

strongly negative feelings interfere with a depressed parent’s ability to accurately 

evaluate and respond to his/her child’s behaviors (Whipple & Webster-Stratton, 1991). 

Belsky and Vondra (1989) describe healthy parenting as requiring a parent who is 

sensitive and attuned to the child, able to direct the child’s behavior while fostering 

independence, and able to shift focus from the self in order to evaluate the needs of the 

child. The thoughts, feelings, and behaviors commonly associated with depression may 

be so pre-occupying as to significantly interfere with a depressed parent’s ability to 

appreciate, nurture, and empathize with his/her child. The significant demands of 

parenting may then be met with withdrawal or hostility (Belsky & Vondra, 1989).  

Parenting stress is another frequently noted risk factor for CPA (e.g., Crouch & 

Behl, 2001; Whipple & Webster-Stratton, 1991). Parenting stress as measured by the 

Parenting Stress Index/Short Form (PSI/SF; Abidin, 1995) Total Stress Scale refers to 

caregiver perceived stress related to caregiver and child characteristics as well as life 

stressors. One possible explanation for the relationship of such perceived stress to CPA 

potential is that parenting stress may significantly impede the development of healthy 

parent-child relationships (Abidin, 1995), thereby making maltreatment more likely. In 
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addition, Milner (2000) suggests that level of stress and negative affect may contribute 

to CPA by reducing caregiver ability to accurately perceive and to appropriately respond 

to child behavior.  

The finding that caregiver history of childhood emotional abuse and neglect, but 

not physical abuse and neglect, were significant predictors of child abuse potential was 

not entirely unexpected. The intergenerational transmission of abuse is not necessarily 

specific for type of abuse or neglect (Hunter & Kilstrom, 1979; Pianta, Egeland, & 

Erickson, 1989; Zuravin, McMillen, DePanfilis, & Risley-Curtiss, 1996). Also, there is 

evidence that failure to acknowledge one’s own childhood physical abuse/neglect leads 

to an increased risk for perpetuating the cycle of abuse (Hunter & Kilstrom, 1979). The 

failure of Childhood Trauma Questionnaire (CTQ) Physical Abuse/Neglect scores to 

predict CPA potential may reflect this process. That is, some caregivers in the sample 

who had experienced physical abuse or neglect as children may not acknowledge their 

experiences as such, resulting in lower self-reports of physical abuse and neglect on the 

CTQ along with higher scores on the Child Abuse Potential Inventory (CAPI).  

With regard to why childhood emotional maltreatment specifically may be 

relevant to subsequent CPA, it is possible that those who experience emotional abuse 

or neglect do not learn healthy ways of coping with their own emotions, making them 

more likely to respond to their child’s emotional expression in a maladaptive fashion. In 

fact, a prospective study found that maternal emotional stability significantly 

distinguished those who maltreated their children from those who did not (Pianta et al., 

1989). 
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The finding that income did not predict child abuse potential above and beyond 

other risk factors is inconsistent with the results of previous research (e.g., Brown et al., 

1998). While lower income was associated with higher child abuse potential, yearly 

household income level was also strongly negatively associated with caregiver 

depression and parenting stress. For the current sample, it seems the relationship of 

income to abuse risk may be best explained by the impact low income has on these 

caregiver risk factors.  

Hypothesis 2a and 2b 

The results of the current study do not support the contention that caregivers at 

high risk for CPA are more likely than low-risk caregivers to have errors and distortions 

in their perceptions of their children’s behaviors and feelings. This contention was tested 

in two analyses. In the first, caregiver and teacher report of child ADHD symptoms were 

examined according to caregiver level of CPA potential. While caregivers did report 

significantly higher levels of ADHD symptoms in their children than did the children’s 

teachers, the discrepancy between high-risk caregivers and teachers was not 

significantly different from the discrepancy between low-risk caregivers and teachers.  

Caregivers in general may report more ADHD symptoms in their children than 

teachers because they witness more ADHD symptoms as a function of the greater 

amount of one-on-one time they spend with their children as compared to teachers, and 

particularly the greater amount of time they see their children unmedicated (e.g., 

evenings, school vacations) than do teachers. Also, teachers may report fewer 

symptoms in children because their training and experience may allow for greater 

awareness of age-appropriate child behaviors and exposure to larger numbers of 
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children with which to compare child problem behaviors than caregivers have. However, 

given the demographic characteristics of the study sample, it is also possible that lower 

ratings reflect teacher bias toward under-identification of disruptive behaviors in middle 

class and European American students (Stevens, 1980).  

It is of note that CPA potential was related to level of ADHD symptoms reported 

by caregivers (the higher the abuse potential, the higher the level of symptoms 

reported), and the difference between high- and low-risk groups on level of ADHD 

symptoms reported by caregiver approached significance (p = .051). However, this 

relationship between abuse risk and child ADHD symptoms did not persist when ADHD 

symptoms were reported by teachers. This suggests possible misperceptions on the 

part of caregivers whereby the caregivers who are more likely to over-state their child’s 

behavioral difficulties are also at higher risk for physically abusing them.  

Results of the second analysis examining the relationship between caregiver 

CPA potential and misperception of child behaviors and feelings also did not support the 

contention of greater misperceptions among caregivers at higher risk for abuse. Neither 

Caregiver Perception Rating System (CPRS) Total Doing score nor CPRS Total Feeling 

score was a significant predictor of CPA potential above and beyond caregiver 

depression, parenting stress, and caregiver childhood history of emotional abuse. 

Moreover, neither score was significantly associated with CPA potential. These findings 

are contrary to previous research demonstrating a relationship between misperceptions 

of child behaviors (Dopke et al., 2003; Reid et al., 1987) and feelings (Kropp & Haynes, 

1987) and abuse risk. The results are consistent with other findings that suggest 

abusive mothers are no different from nonabusive mothers in their accuracy in 
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recognizing child emotional expressions (Camras et al., 1988). The results fail to 

support the first cognitive stage of Milner’s (1993, 2000) social information processing 

model of CPA that suggests high-risk caregivers have more misperceptions of child 

behavior and feelings than do low-risk caregivers.  

Several individual cases from the present study were examined in an effort to 

understand the processes at work when CPRS Total Doing and CPRS Total Feeling 

scores were not related as expected to CAPI score. Inspection of these cases revealed 

that caregivers with high CAPI scores (166 and above) were at times entirely accurate 

in their observations of their child’s behaviors and feelings (i.e., their perceptions were 

similar to those of the independent observers). On the other hand, caregivers with low 

CAPI scores were at times entirely inaccurate in their perceptions (i.e., compared to 

independent observers’ perceptions).  

Perhaps the task of labeling child feelings in the context of the Parent-Child 

Interaction Assessment (PCIA) Inquiry was too challenging, especially given the novelty 

of the PCIA scenarios and the research environment. It was, in fact, fairly difficult for 

clinically trained observers to agree on what a child was feeling in a given scenario, 

particularly when child emotions were at low intensities; the CPRS instructions for 

coding child feelings went through months of revisions before child feelings could be 

reliably coded. Also, in the CPRS coding system, caregivers lost points for saying “I 

don’t know” in response to interview questions regarding what the child was doing and 

feeling. Inspection of tapes of low-risk caregivers with low CPRS scores (high 

misperceptions) revealed that these caregivers often could not identify what their child 

was feeling at that moment. In addition to the possibility that it simply may be difficult for 
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anyone to accurately identify child feelings at low intensities, it may also be the case 

that low-risk caregivers recognize that at any moment in such a scenario their children 

could be experiencing an array of thoughts and feelings and so they are hesitant to 

assume that they know precisely what their child is feeling.  

In addition, the nature of PCIA scenarios may have interacted with response 

biases present in caregivers with varying levels of abuse risk. Specifically, the two PCIA 

scenarios used in the present study intentionally tend to elicit child misbehavior or 

noncompliance. It is possible that higher functioning dyads have less experience with 

that type of situation and so these caregivers are less likely to identify such behaviors in 

their children when they occur than are high-risk caregivers who may be biased to 

expect such behaviors.  

Perhaps, misperceptions of in the form of inaccurate identification of child 

behaviors and feelings do not reflect a pathological process that is related to CPA. The 

CPRS did not account for inaccurate reasons for the child’s behaviors or feelings that 

may have been given by the caregiver after the initial response. For example, inspection 

of high-risk caregiver responses revealed that at times there was an attribution of 

malicious intent to the child’s behaviors or feelings that was not noted by observers, 

e.g., the child was “running away to make me mad” or was feeling “happy that he was 

making me angry.” However, the CPRS simply requires the feeling or the behavior to be 

coded as accurate or not; there was no mechanism in place for capturing the types of 

attributions that could turn a seemingly accurate perception into one that did not give 

the child the benefit of the doubt. Perceiving one’s child as motivated by hostile intent is 

consistent with the second cognitive stage of Milner’s (1993, 2000) model of CPA. In 
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this stage, it is suggested that high-risk caregivers are more likely to interpret negative 

child behaviors as stable and as more blameworthy, serious, and wrong. The PCIA 

Inquiry’s utility in examining this stage of the model should be addressed in future 

research.  

However, there were also errors made during initial data collection that could 

account for some of the null findings. For practical and logistical reasons, 

undergraduate research assistants administered a majority of the PCIA’s in the archival 

dataset used for the current study. Unfortunately, some of these less-experienced 

researchers failed to follow standard procedures during the Inquiry Phase of the PCIA. 

Specifically, the interviewers sometimes failed to redirect participants as required when 

they did not answer or misunderstood a question. In addition, interviewers are instructed 

to show the caregiver only the first 45 seconds of a given PCIA scene; these 45 

seconds are the ones during which CPRS observations were coded. However, at times 

the interviewers showed more than 45 seconds of footage, and, in these cases, 

caregivers responded to questions about footage for which CPRS observations had not 

been made.  

Finally, it is also possible that the CPRS simply is not valid for assessing 

misperceptions. In 45 seconds of PCIA interaction, children exhibit dozens of different 

behaviors and often multiple feelings. In the PCIA Inquiry, however, caregivers are not 

prompted to give more than one response. Thus, if observers had “happy” and “sad” 

recorded as emotions exhibited by a child and the caregiver says the child was feeling 

happy, the caregiver was awarded the maximum number of points on the CPRS. There 

was no way to know if the caregiver had observed the same evidence of happiness that 
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the observers did, if she failed to notice the sadness, or if she was actually mislabeling 

the sad expression as happy. Likewise, if observers recorded that the child was both 

“compliant” and “noncompliant” during the scene but the caregiver just said 

“noncompliant,” the caregiver received full credit for that response. In hindsight, there 

was no way to discern which behavior the caregiver was labeling as noncompliant or if 

she failed to perceive the compliance. If the CPRS is to be used in the future, PCIA 

administrators would need to be trained on the use of the CPRS and would need to 

clearly understand the intent of the Inquiry Phase and how to administer it in a manner 

that was both standardized and thorough.  

Hypothesis 3 

The results of the present study do not support the hypothesis that caregivers of 

children with ADHD/C (ADHD Combined Type) exhibit greater misperceptions of child 

behaviors and feelings than caregivers of children without ADHD/C. Caregivers of 

children with ADHD/C were no different in the accuracy of their perceptions of child 

behaviors and feelings than were caregivers of children without ADHD/C. In fact, neither 

CPRS Total Doing score nor CPRS Total Feeling score was related to caregiver report 

of child ADHD symptoms. This finding is contrary to previous research demonstrating 

misperception of child behavior on the part of parents of children with ADHD (Mash & 

Johnston, 1982). It is possible that the increase in education and resources available to 

caregivers of children with ADHD/C over the last 20 years has improved parent-child 

interactions for these dyads. However, the methodological concerns noted above 

regarding the CPRS may also have affected the results. In particular, the fact that the 

PCIA scenarios used tend to elicit noncompliance from the child may account for 
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greater than expected accuracy on the part of caregivers of children with ADHD/C who 

may be biased to expect such behavior from their children.  

Limitations 

In addition to the aforementioned methodological issues, there are several 

limitations to the interpretability of the current results. Specifically, generalizability of the 

results is limited due to sample features; the majority of study participants were 

European American mothers. Also, there was limited variability in participant yearly 

income. Over 70% of sample participants reported a yearly household income above 

the poverty level, and, in fact, the median yearly household income for the sample was 

above the national average for the same period (i.e., $50,000-$60,000 compared to a 

national average of $44, 473; U.S. Census Bureau, 2004). Hence, the current results 

may be valid for this population, but not for one that is more diverse.  

For some analyses, sample sizes were smaller than expected, limiting statistical 

power. With a larger sample, a difference between low-and high-risk caregivers in their 

report of child ADHD/C symptoms may have been evident as this effect approached 

significance with the small sample. The analysis of differences between caregiver and 

teacher report of child ADHD/C symptoms was also limited by the response rate of 

teachers; data collection during the summer months may have contributed to a lower 

than expected response rate. Small sample size may also have contributed to the 

failure to find an effect of child ADHD/C status on caregiver misperceptions of child 

behaviors and feelings. This sample size was affected by the stringent definition of 

ADHD/C status used, which excluded several sub-threshold participants. 
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Another potential limitation was the primary use of self-report, Likert-type 

questionnaires. Some of the questionnaires may tend to be related as a function of their 

similar response format. In addition, ADHD/C status was assigned based on such 

questionnaires and prior diagnosis. Confirmation with a clinical interview would have 

made for a stronger assurance of diagnostic status. Similarly, caregiver CPA status was 

not confirmed, and risk status was assigned based on CAPI score alone. It is possible 

that the expected effects with regard to CPA prediction and caregiver misperceptions of 

child behaviors and feelings would have emerged given a more diverse sample that 

included caregivers with a known history of CPA.  

Clinical Implications and Conclusions 

The results of the present study demonstrate that level of child ADHD symptoms 

does not independently predict CPA potential. It seems as though child factors, 

specifically behaviors associated with ADHD, play a limited role in CPA. Such child 

behaviors may influence CPA risk through their relationship with caregiver depression 

and parenting stress, although the extent to which one contributes to or exacerbates the 

other remains unclear and warrants further investigation. Because of the strong 

relationships among caregiver report of child ADHD symptoms, CPA, and caregiver 

depression and stress, parents seeking treatment for a child with ADHD and/or 

reporting child behavior problems may benefit from additional support and parent 

training.  

 Caregiver risk factors, at least in the current study, were much more important in 

the prediction of CPA potential. Caregiver symptoms of depression, parenting stress, 

and childhood history of emotional abuse/neglect predicted CPA potential above and 
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beyond established demographic, family, and child risk factors for CPA. These factors 

should be used to inform secondary CPA prevention efforts. Further research is needed 

to investigate how these risk factors specifically contribute to CPA. In the meantime, 

however, clinicians treating caregivers with depression and/or childhood trauma 

histories should be alert and sensitive to parenting difficulties these clients may report 

given possible risk for CPA. Social support is considered to be protective with regard to 

such CPA risk factors (e.g., Abidin, 1995; Dean, Lin, & Ensel, 1981; Egeland et al., 

1987). Such clients may benefit from parent support groups in addition to parenting 

instruction. 

 With regard to caregiver misperception of child behaviors and feelings, the 

results do not lend support to the first cognitive stage of Milner’s (1993, 2000) social 

information processing model of CPA. The role of caregiver misperception in CPA 

should continue to be examined. Exploratory examination of the observations that high-

risk caregivers made regarding their children’s behaviors and feelings suggests that 

attributions of blame and malicious intent to children consistent with the second 

cognitive stage of Milner’s model may be particularly telling with regard to abuse risk. 

The relationship of such attributions to CPA risk warrants further investigation. However, 

treatment that addresses high-risk and abusive caregivers’ thoughts and beliefs about 

their children and how they respond to such thoughts and beliefs in addition to 

addressing caregiver depression and stress and parenting skills deficits may be helpful.  

The prediction and prevention of child abuse is a difficult endeavor. Considerable 

governmental and societal effort would be required to address the needs of parents in 

order to reduce CPA risk. However, given the significant physical and psychological 
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effects of CPA and the difficulty and expense of providing treatment for these effects, 

prevention remains a worthy enterprise.  
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ENDNOTES 

1. The original design of the study was to include an examination of caregiver 

misperceptions of child thoughts and wants as well as behaviors and feelings. However, 

despite months of rater training, interrater reliability for the former domains did not 

exceed chance levels, and these domains were removed from analyses.  
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Table 1 

Demographic Data for Valid and Invalid PSI/SF and/or CTQ Profiles 

Demographic variable Valid (n = 87) Invalid (n = 12) 

Yearly income category 
  

Less than $10,000 3.4% 0% 

$10,000-20,000 8.0% 8.3% 

$20,000-30,000 13.8% 8.3% 

$30,000-40,000 17.2% 16.7% 

$40,000-50,000 6.9% 8.3% 

$50,000-60,000 9.2% 0% 

$60,000-70,000 8.0% 8.3% 

$70,000-100,000 21.8% 33.3% 

Over $100,000 11.5% 8.3% 

Caregiver educational level   

10th grade 0% 8.3% 

11th grade 0% 0% 

12th grade/GED 31.0% 41.7% 

Technical/trade school 10.3% 8.3% 

Community college 16.3% 16.7% 

University degree  36.8% 16.7% 

Advanced degree 11.5% 8.3% 

 

 

 

 

 

(table continues) 
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Table 1 (continued). 

 

Demographic variable Valid (n = 87) Invalid (n = 12) 

Caregiver ethnicity 
  

Asian American 1.1% 0% 

African American 4.6% 0% 

European American 85.1% 91.7% 

Hispanic 5.7% 8.3% 

Biracial 1.1% 0% 

Other 2.3% 0% 

Child ethnicity 
  

Asian American 0% 0% 

African American 4.6% 0% 

European American 80.5% 91.7% 

Hispanic 3.4% 0% 

Biracial 9.2% 8.3% 

Other 2.3% 0% 

Child gender   

Girls 40.2% 50% 

Boys 59.8% 50% 

Caregiver age   

Mean 37.1 36.5 

SD 6.2 6.1 

Child age   

Mean 7.9 7.7 

SD 1.7 1.5 
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Table 2 

Demographic Data for Sample 2 High- and Low-Risk for CPA Groups  

Demographic variable High-Risk (n = 18) Low-Risk (n = 18) 

Yearly income category 
  

Less than $10,000 5.6% 0% 

$10,000-20,000 5.6% 0% 

$20,000-30,000 27.8% 0% 

$30,000-40,000 22.2% 11.1% 

$40,000-50,000 5.6% 0% 

$50,000-60,000 11.1% 0% 

$60,000-70,000 0% 16.7% 

$70,000-100,000 11.1% 33.3% 

Over $100,000 11.1% 27.8% 

Caregiver educational level   

9th grade 5.6% 0% 

10th grade 5.6% 0% 

11th grade 0% 0% 

12th grade/GED 38.9% 38.8% 

Technical/trade school 5.6% 11.1% 

Community college 11.1% 5.6% 

University degree  33.3% 38.9% 

Advanced degree 0% 5.6% 

Caregiver ethnicity   

Asian American 5.6% 0% 

European American 94.4% 100% 

 

   

  (table continues) 
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Table 2 (continued).   

 

Demographic variable High-Risk (n = 18) Low-Risk (n = 18) 

Child ethnicity 
  

Asian American 5.6% 0% 

European American 94.4% 100% 

Caregiver Type   

Biological mothers 83.3% 88.9% 

Biological fathers 16.7% 11.1% 

Child gender   

Girls 27.8% 27.8% 

Boys 72.2% 72.2% 

Caregiver age   

Mean 36.3 38.6 

SD 7.6 5.5 

Child age   

Mean 7.9 8.2 

SD 1.5 1.2 
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Table 3 

Demographic Data for ADHD/C and Comparison (NonADHD/C) Groups 

Demographic variable ADHD/C (n = 24) NonADHD/C(n = 23) 

Yearly income category 
  

Less than $10,000 4.2% 0% 

$10,000-20,000 4.2% 13.0% 

$20,000-30,000 12.5% 8.7% 

$30,000-40,000 25.0% 17.4% 

$40,000-50,000 8.3% 0% 

$50,000-60,000 4.2% 21.7% 

$60,000-70,000 4.2% 4.3% 

$70,000-100,000 25.0% 26.1% 

Over $100,000 12.5% 8.7% 

Caregiver educational level   

12th grade/GED 29.2% 26.1% 

Technical/trade school 20.8% 8.7% 

Community college 0% 8.7% 

University degree  41.7% 43.5% 

Advanced degree 8.3% 13.0% 

Caregiver ethnicity   

Asian American 0% 4.3% 

African American 0% 4.3% 

European American 100% 78.3% 

Hispanic 0% 8.7% 

Biracial 0% 4.3% 

   

  (table continues) 
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Table 3 (continued).   

 

Demographic variable ADHD/C (n = 24) NonADHD/C(n = 23) 

Child ethnicity 
  

Asian American 0% 0% 

African American 0% 4.3% 

European American 95.8% 73.9% 

Hispanic 0% 8.7% 

Biracial 4.2% 8.7% 

Other 0% 4.3% 

Child gender   

Girls 41.7% 47.8% 

Boys 58.3% 52.2% 

Caregiver age   

Mean 36.7 37.2 

SD 6.8 5.5 

Child age   

Mean 8.4 7.6 

SD 1.3 1.5 
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Table 4 

Convergent and Discriminant Correlations between CPRS Scale and Dataset Variables 

Scale 1 2 3 4 5 6 7 8 9 

1. CPRS Doing  __ .15 -.14 -.11 .01 .21* -.20 -.04 -.16 

2. CPRS Feeling  __ -.04 -.12 -.01 -.03 -.13 -.06 -.01 

3. CAPI   __ .75** .60** -.08 .40** -.16 -.18 

4. BDI    __ .49** -.25* .40** -.25* -.17 

5. PSI/SF     __ -.34** .37** -.16 -.27** 

6. CPARQ-

Warmth 

     __ -.39** .26* .11 

7. CPARQ-

Rejection 

      __ -.23 -.07 

8. PPC        __ .03 

9. CBCL Child 

Hobbies 

        __ 

 Note. *p < .05. ** p < .01. CPARQ Rejection = Child-Parental Acceptance Rejection/Control 

Questionnaire, Rejection Scale; CPARQ Warmth = Child-Parental Acceptance Rejection/Control 

Questionnaire, Warmth Scale; PPC = Positive Personal Comments about the Child, from Observational 

Coding System for Caregiver-Child Interactions. 
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Table 5 

Mean Scores for Sample 1 on CPA Potential and Predictors 

Measure Mean SD Range n 

CAPI 128.2 94.08 5.0-412.0 87 

BDI 10.4 9.2 0.0-52.0 87 

PSI/SF 83.8 21.4 39.0-144.0 87 

CTQ Physical 

Abuse 

8.7 4.1 5.0-23.0 87 

CTQ Emotional 

Abuse 

11.4 5.4 5.0-24.0 87 

CTQ Physical 

Neglect 

7.2 2.7 5.0-20.0 87 

CTQ Emotional 

Neglect 

12.2 5.7 5.0-25.0 87 

ADHD-RS-HV 27.0 16.8 1.0-54.0 87 
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Table 6 

Correlation Matrix for CPA Potential and Predictors Including Child ADHD Symptoms 

Measure 1 2 3 4 5 6 7 8 9 10 

1. CAPI __ -.32** -.24* .75** .60** -.27** .34** .42** -.08 .39** 

2. Income  __ .43** -.47** -.16 .25* -.02 -.30** .26** -.23* 

3. Education   __ -.26** -.08 .31** -.09 -.31** .14 -.23* 

4. BDI    __ .49** -.34** .33** .38** -.07 .33** 

5. PSI/SF     __ -.13 .64** .21* -.03 .17 

6. CTQ 

Physical 

Abuse 

     __ -.14    

7. ADHD-

RS-HV 

      __ .16 .07 .09 

8. CTQ 

Emotional 

Abuse*** 

       __   

9. CTQ 

Physical 

Neglect*** 

        __  

10. CTQ 

Emotional 

Neglect*** 

         __ 

Note. * p < .05, ** p < .01, *** predictors used in separate exploratory multiple hierarchical regression 

analyses.   
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Table 7 

Hierarchical Regression Analysis for Variables Predicting CPA Potential Including Child 

ADHD Symptoms (n = 87) 

Variable B SE B β sr² 

Step 1     

Income .08 .14 .05 .001 

Education -.24 .27 -.07 .004 

BDI 1.66 .25 .60** .20 

PSI/SF .06 .02 .30** .07 

CTQ Phys.Ab. -1.56 6.2 -.02 .0002 

Step 2     

Income .10 .14 .06 .002 

Education -.27 .27 -.08 .004 

BDI 1.67 .25 .60** .20 

PSI/SF .07 .02 .37** .07 

CTQ Phys.Ab. -1.99 6.21 -.02 .0004 

 ADHD-RS-HV -.03 .02 -.12 .006 

Note. **p < .001.  
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Table 8 

ADHD-RS-IV Means, Standard Deviations, and Ranges by Risk Group and Reporter 

Reporter of Child Behavior on ADHD-RS-IV 

 Caregiver Teacher Across Reporter 

CPA Risk Mean SD Range Mean SD Range Mean SD Range 

High 

(n = 18) 

34.4 15.2 4.5 -

53.0 

22.7 15.5 1.0 -

51.0 

28.5 13.2 2.8 -

45.5 

 

Low 

(n = 18) 

22.3 20.1 1.0 -

53.0 

19.0 13.5 0.0 -

39.0 

20.7 15.8 0.5 -

45.0 

 

Across 

Risk Group 

(n = 36) 

28.3 18.6 1.0 -

53.0 

20.9 14.4 0.0 -

51.0 
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Table 9 

Results of the Mixed-Design ANOVA: Level of Child ADHD Symptoms by Abuse Risk 

and Reporter 

Source df F η² p 

Between subjects 

Abuse Risk (A) 1 2.6 .07 .072 

Error 34    

Within subjects 

Reporter (R) 1 9.4 .21 .004 

A * R 1 2.9 .08 .096 

Error 34    

 

 

Table 10 

CPRS Means, SD, and Ranges for Sample 1 

Measure Mean SD Range 

CPRS Doing (n = 86) 8.8 1.6 2.0-10.0 

CPRS Feeling (n = 84 6.5 1.9 2.5-10.0 
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Table 11 

Correlation Matrix for CPA Potential and Predictors Including CPRS Scores (n = 84) 

Measure 1 2 3 4 5 6 

1. CAPI __ .76** .60** .44** -.14 -.04 

2. BDI  __ .52** .40** -.13 -.16 

3. PSI/SF   __ .22* .03 -.01 

4. CTQ Emot. Ab.    __ .02 .02 

5. CPRS Doing     __ .15 

6. CPRS Feeling      __ 

Note. CTQ Emot. Ab. = CTQ Emotional Abuse Scale. **p < .001, *p < .05.  
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Table 12 

Hierarchical Regression Analysis for Variables Predicting CPA Potential Including 

CPRS Scores (n = 84) 

Variable B SE B β sr² 

Step 1     

BDI 1.50 .22 .56** .20 

PSI/SF .05 .20 .28** .06 

CTQ Emot. Ab. 3.17 1.40 .16* .02 

Step 2     

BDI 1.50 .23 .54** .18 

PSI/SF .05 .02 .29** .06 

CTQ Emot. Ab. 3.29 1.40 .17* .02 

CPRS Doing -1.01 .88 -.08 .01 

Step 3     

BDI 1.50 .23 .54** .18 

PSI/SF .05 .02 .28** .06 

CTQ Emot.Ab. 3.24 1.41 .16* .02 

CPRS Doing -1.10 .89 -.08 .01 

 CPRS Feeling .08 .14 .04 .001 

Note. **p < .001, *p < .05. 
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Table 13 

Mean CPRS Scores for ADHD/C and Comparison (nonADHD/C) Groups 

 

ADHD/C group 

(n = 24) 

nonADHD/C group 

(n = 23) 

Overall 

CPA Risk Mean SD Range Mean SD Range Mean SD Range 

CPRS 

Doing 

8.7 1.8 3.3 -

10.0 

8.7 1.8 2.0 -

10.0 

8.7 1.8 2.0 -

10.0 

 

CPRS 

Feeling 

7.0 1.9 3.0 -

10.0 

6.5 2.2 3.0 -

10.0 

6.8 2.1 2.0 -

10.0 

 

 

Table 14 

MANOVA of Parental Misperceptions by Child ADHD Status 

Source df F η² p 

Multivariate test 

ADHD Status     

Combined 2 .52 .02 .60 

Error 44    

Between subjects 

ADHD Status     

CPRS Doing 1 .41 .01 .52 

CPRS Feeling 1 .79 .02 .38 

Error 45    
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Texas Family Code Definition of Child Physical Abuse 

 Texas Family Code Ann. 261.001 defines child physical abuse as "physical injury 

that results in substantial harm to the child, or the genuine threat of substantial harm 

from physical injury to the child, including an injury that is at variance with the history or 

explanation given and excluding an accident or reasonable discipline by a parent, 

guardian, or managing or possessory conservator that does not expose the child to 

substantial risk of harm." According to the statute, child physical abuse also includes 

"failure to make a reasonable effort to prevent an action by another person that results 

in physical injury that results in substantial harm to the child."  
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Instructions for Completing the Caregiver Perception Rating System 
 

Overview 
 

There are several steps required to arrive at the 4 Caregiver Perception Scores [i.e., 
Parent Agreement with Observers' Perceptions regarding what the child is 1) doing and 
how the child is 2) feeling during the segments of the 2 PCIA scenes.   
 
1. Two independent raters (i.e., Raters 1 & 2) complete Observations Forms while 
watching the first half of Scene 7W of the PCIA proper. Repeat for Scene 8HR. (See pp. 
5-11 for specific instructions.) Raters are to compile an exhaustive list of everything that 
they observe the child to be doing and feeling during the scene, both as he/she plays 
the role of his/her character and as the child is being him/herself as a PCIA participant. 
Checklists that correspond to each domain for each of the child's roles in each scene 
should be used to facilitate this process.   
 
2. Reviewing Observations Forms of Raters 1 & 2, Rater 3 completes an Agreement 
Form for each domain, identifying and pairing those observations of behaviors and 
feelings that match for each domain across Raters 1 & 2 and indicating those 
observations of behaviors and feelings noted by one rater but not the other. (See pp. 
12-13 for specific instructions.) 
 
3. Rater 3 also calculates the percentage of agreement on observations between Raters 
1 & 2.   
 
4. The Agreement Form now contains a complete list of all observations of the child.  
Using the Agreement Form for Scene 7W, Rater 1 completes a Parent Inquiry Form 

while watching the Parent Inquiry of Scene 7W. He/she records verbatim the caregiver's 
responses to the Inquirer's questions about what the child was doing and feeling during 
the given scene. He/she rates the level of correspondence between the caregiver’s 
perception and those of the raters from the Agreement Form. See pp.13-14 for specific 
instructions for completing the Parent Inquiry Form. Repeat procedure for Parent 
Inquiry of Scene 8HR. For 1/3rd of caregiver-child dyads, Rater 2 independently 
completes a Parent Inquiry Form to facilitate reliability calculations.  
 
5. Data from the Parent Inquiry Form of Rater 1 are entered into the computer as 
official CPRS scores. For 1/3rd of caregiver-child dyads, interrater reliability is 
determined by calculating the intraclass correlation coefficient for Raters 1 & 2 on the 
Parent Inquiry Form.  
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Instructions for Raters 1 & 2: Completing Observations Form 
 
Necessary materials:  PCIA tape for the dyad, Stop Points sheet, Observations 
Checklists, Blank Observations Forms for Scenes 7W and 8HR.    
 
Raters 1 and 2 each complete an Observations Form (all forms can be found after the 
instructions) as they independently watch PCIA Scene 7 Waiting and PCIA Scene 8 
High Rock from the time the administrator completes the instruction for that scene 
(e.g., “Play out what happens together.”) until 45 seconds have elapsed. The list of 
Stop Points for each dyad and scene denotes this 45" stopping point and is designed 
so that each rater is recording observations for the same segment of each scene.   
 
1. Record the rater's name, rater's number, and the dyad number at the top of the form. 
 
2. Use the blank space near the top of the Observations Form, if needed, to make 
notes about the scene as you watch it. 
 
3. Record the 45" mark for each scene as indicated by the Stop Points list in the space 
that says "45" Ends w:  ____________." 
 
Note:  During a given PCIA scene, the child can often be observed in two roles.  One, 
the child's character, occurs when the child is acting out the role assigned in the PCIA 
script to his/her figure.  The other is, of course, the real child being him/herself as a 
PCIA participant.  The Observations Form is designed to capture all observations of 
both of these roles the child may take.  All observations of the child’s character go in 
Table A.  All observations of the real child go in Table B.  In a given scene, the child 
may evidence one role more than or even to the exclusion of the other; he/she may also 
alternate between both roles.    
 
4. Complete the two cells in Table A by recording your observations of what the child's 
character is doing and feeling.  Depending on how active the child's character is during 
the segment, it may be necessary to view the 45" clip multiple times per cell as it is 
absolutely necessary to record accurately all observations for each cell.  Be as 
descriptive, inclusive, and comprehensive as possible. There will typically be more than 
1 or 2 possible descriptions or interpretations of what the child’s character is doing and 
feeling.  Checklists of common observations for each dimension are available to help 
with this process.  Include in Table A all observations from the checklists that apply for 
the child’s character as well as any and all additional observations that are unique to 
this dyad’s interaction.  
 

Thus, for Table A, raters should watch the video segment and focus on the 
actions and feelings of the child as he/she pretends to be the character 
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embodied by the child figure acting out the role assigned by the PCIA script.  
Think of the child's character as the child acting as his/her figure.  In some cases 
actors are allowed to ad lib as long as they stay consistent with things their 
character would do and say, and how their character would feel.  When the child 
is being consistent in his/her behaviors and feelings as an "actor" playing in the 
PCIA, he/she can be thought of as "in character."  Observations of the child "in 
character" belong in Table A. 
 

Example (taken from part of Scene 8 High Rock with a mother and her 7-year-old 
daughter, Valerie): 
Child’s figure is on top of the High Rock.  Caregiver’s figure is lying on the ground below 
the rock.   

• Child:  What happened to the door to get in, Momma? (Child is looking at her 
mother and referring to a prior scene when the rock structure was a tunnel.) 

• Caregiver:  It’s a rock. 
• Child:  Oh yes, we took it.   
• Caregiver:  I’m hurt and you are not even helping me, and I’m your mother.   
• Child:  Hi, Sister. (Child is looking back at the figures now). 
• Caregiver:  Mother. 
• Child:  Hi, Sister. (Child laughs and leans forward in the chair.)   
• Caregiver:  Do you not even love me anymore? 
• Child:  Ta-daaaa! (Child takes figure and stands on top of a tree.)   
• Caregiver:  Valerie. 
• Child:  What?  (Child takes figure and puts it on a giraffe.) 
• Caregiver:  Do you not even love me anymore? 
• Child:  I’m riding on a pony.  (Child’s figure on a giraffe and she’s moving her 

figure and the giraffe around the zoo.) 
 
The first two statements are clearly made by the real child talking with her mother.  Most 
of the remaining statements by the child are made "in character," except for the "What?" 
in response to her mother saying her name.   
 

4a. Child’s Character- Doing: It is okay to be concrete here. What exactly did 
you see the child’s character do during the 1st half of the scene? Be behavioral 
and precise. Do not casually infer intentionality. Try to be objective and ignore 
your own ‘biases’ about why you would do a certain behavior. In this cell we’re 
just focusing on a behavioral description—how most objective observers would 
describe the behavior.  Record these behaviors under the Doing cell in Table A.   
In the example above, the child's character can be observed to be doing the 
following: 

1. Standing on the high rock 
2. Talking to caregiver (asks what happened to the door, yes, we took it, 

hi sister, tadaa, what, and that’s she’s riding a pony)** 
3. Laughing 
4. Ignoring/Not responding to caregiver 
5. Climbing to the top of a tree 
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6. Riding a "pony" (the giraffe) around the zoo 
 

Notice that as per the Doing Checklist, the major actions of the child’s character 
are specified as is the general content of her speech.  
 
** A special note about the observation "talking with/to caregiver":  this 
observation only needs to be made once, either in Table A for child character or 
Table B for real child.  The summary of statements, however, should include ALL 
statements made by the child during the scene, both when in and out of 
character, regardless of in which Table it is noted.  The decision to put this 
observation in Table A or B should be made based on how the majority of 
statements are made, either in character (put in Table A) or as the real child (put 
in Table B).   
 
4b. Child's Character- Feeling: Use your empathic skills and clinical training, to 
determine what the child’s character is feeling in the situation/context that the 
dyad is playing out. For many scenes the PCIA/PCIA-II co-authors have 
developed a storystem with the intention of pulling for a particular feeling in the 
characters &/or participants in that scene. How a dyad plays it out, however, will 
determine which emotions actually emerge their story.  
 
Attend to voice tone, facial expressions, body language, and what the child's 
character says as well as the assumptions the child’s character is making about 
the situation, their fictional selves, and their parent’s character.  Again, it may be 
helpful to imagine that the child's character as a client; what feelings would you 
reflect to him/her as you observe the interaction? 
 
When coding Feeling, it may also be helpful to watch the video segment once 
while listening for changes in tone of voice that may indicate emotion is present, 
and once while looking for changes in facial expression that may also indicate 
emotionality.   
 
Use the Feeling Checklist to identify first the feeling type from the columns 
(e.g., anger, fear, happiness, sadness, other) and then the feeling intensity from 
the boxes (e.g., mild, moderate, or intense).  Pick the best feeling from the box 
that describes the emotion you have observed and record this in the Feeling cell 
of Table A on the Observations Form.  If you feel that more than one feeling from 
the same box applies, list these on the same line, separated by slashes, on the 
Observations Form.  Feelings from different boxes and/or columns should be 
listed on separate lines.  Do not code a given feeling if its presence is uncertain.   
 
**Note that some feelings are listed in more than one box on the Feeling 
Checklist.  These feeling words seem to describe more than one emotion and are 
marked with **.  If you select one of these feeling words, be sure to also note 
the column from which it came.  In addition, sometimes, none of the words in a 
given box may best describe the emotion that you have observed.  In these 
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cases, use the feelings word or words that best describe what you have 
observed, AND if possible, indicate into which column and row on the checklist 
the feeling word(s) would likely fall.  This could include using a word from the 
checklist that is listed at one intensity, but applying it to another (e.g., mild sad) or 
using a word not from the checklist (e.g., exasperated-moderate anger). 
 
At times, you may observe a blended emotion—a combination of feelings from 
different columns, for example, a child who reacts to a parent’s reprimand with a 
combination of anger and sadness.  In this case, decide on the intensity and pick 
the words from each box that best describe the components of the emotion.  List 
them both on separate lines of the observation form, but the behavioral evidence 
for each will likely be the same (see as described below the procedure for noting 
behavioral evidence of emotion).   
 
In the example above, the child laughs and may be feeling silly.  Depending on 
the voice tone the child uses as she talks to her mother and because the child's 
character is not responding to her mother's statements, the child's character may 
be feeling disagreeable or defiant.  The child's tone and facial expression will be 
important in determining the difference in intensity of emotion as "disagreeable" 
is in the mild anger box and "defiant" is in the moderate anger box.  Finally, the 
child's statement, "Ta-daaa!" upon climbing the tree indicates that the child's 
character is feeling proud.   
 
Your observations of what the child's character is feeling should be based on 
behavioral evidence for that emotion.  Thus, next to each feeling, record the 
behavior from which you gleaned that the child's character was feeling that 
particular emotion.  This can be done by simply recording next to the feeling the 
number of the corresponding behavior from the doing list.  From the example 
above, the Feeling cell in Table A would look like this: 

1. silly (3A) 
2. disagreeable (4A) 
3. proud (2A) 

 
In this example, the child's character above is observed to be feeling silly 
because she laughs as in number 3 in the doing list.  Thus, in the Feeling cell, 
the first feeling is observed as 1. silly (3A), where the number 3 indicates the 
observation from the Doing list (laughs) that relates to the feeling (silly) and the 
letter A denotes that this behavior was from the doing list in Table A.   
 
It is possible that a behavior from the Doing list for the Real Child in Table B may 
be related to a feeling observed for the Child's Character.  For example, in 
another scene, the real child may frown as she talks as her caregiver.  In this 
case, "frowns" may have been recorded as the third observation in Table B under 
"Doing" for the Real Child, but sad may be recorded as a feeling for the Child 
Character, and it would be listed in Table A as sad (3B).   
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Note that "talking to/with caregiver's character" will generally be recorded under 
doing and encompasses all statements made by the child's character/real child 
during the segment--this alone may be recorded as justification for a feeling, but 
it may be more helpful to indicate the specific statement that corresponds to the 
feeling.   
 

5. For Table B, raters should watch the video segment and record their observations of 
the actions and feelings of the real child who is participating in the research project with 
his or her parent.  Depending on how active the real child is during the segment, it may 
be necessary to view the 45" clip multiple times per cell as it is absolutely necessary 
to record accurately all observations for each cell.  Checklists of common 
observations for each dimension are available to help with this process.  Include in 
Table B all observations from the checklists that apply for the real child as well as any 
and all additional observations that are unique to this dyad’s interaction.  

Think of the real child as being him/herself when he/she is not pretending to be 
the character associated with the child figure.  Some children may stay “in character” 
during the entire segment and so the feelings of the real child as distinct from that of the 
character may not be evident (these cells for the real child would then be left blank).  
However, at a bare minimum, the real child is in the room behaving, for example, sitting 
in the chair, resting an arm on the table, looking at his/her caregiver, etc. and so the 
Doing cell for the real child will almost always be completed.   
 
When the child is actively engaged in playing out a scene, it may be easiest to think 
about the real child as present when the child “breaks character.”  If you’ve ever seen 
TV bloopers where actors start to laugh while they’re trying to say their lines, or they 
look at the camera, director, etc. and ask a question not in the script, you’ve seen 
someone break character.  You may see the real child in these times when the child, if 
only briefly, looks to the caregiver or experimenter and smiles, laughs, frowns, or shows 
other emotion in a way not consistent with how their character was playing, drops the 
figure and goes under the table to retrieve it, asks a question or makes a statement 
unrelated to the play, etc.   
 

• For example, in Scene 7W, the child may stop playing for a moment, look at 
his/her Mom and say, “Do we have to keep doing this?” 

• The action that the real child is doing is "looking at caregiver" and “asking Mom a 
question” or “talking to Mom.”  

• The real child may be feeling bored, tired, or embarrassed.   
 
For Table B it is important to record only additional observations not already made 
under Table A (the child’s character).  It is NOT necessary to repeat observations that 
are identical for the child’s character and the real child.   
 

• For example, if the child’s character jumps off the high rock and this is recorded 
in Table A, it is not necessary to record “makes figure jump off the high rock” in 
Table B for the real child.   
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• If the child smiles and laughs throughout the segment, and the child’s character 
has already been observed to be feeling “happy,” an observation of “happy” for 
the real child is not necessary.   

 
Returning to the original example with Valerie: 
 

5a. Real Child - Doing:  Again, record in this cell concrete behavioral 
observations.  What did you see the real child do during those 45" of the PCIA 
Scene?  Record all behaviors (e.g., actions, movements) exhibited by the real 
child that have not already been recorded for the child's character.  Note that on 
the Real Child Doing Checklists, behaviors are categorized by type to help cue 
observers to important potential behaviors.   
 
For the example on p. 6, the real child can be observed to be doing the following: 

1. Sitting in her chair 
2. Looking at her Mom 
3. Listening to caregiver in conversation 
4. Looking at the figures and PCIA board 
5. Leaning forward in her chair 
 

It is not clear from the transcript whether Valerie was laughing as herself or in 
character.  Since "laughing" was already recorded as an observation for the 
child's character, there is no need to record it again.  In addition, although the 
real child asks her mother a question out of character, "talking with Mom" has 
already been recorded under child character and would not need to be noted 
again.   
 
On the Real Child Doing Checklist, note the column "Interactions with PCIA 
pieces."  These interactions will be recorded under Table B only if the child does 
these actions while out of character, because otherwise they are likely subsumed 
under the major actions of the Child Character.  In the example above, "climbing 
to the top of a tree" has been recorded for Child Character in Table A.  This 
subsumes "touching, moving, and picking up own figure" and "moves tree" on the 
Real Child checklist and these would not need to be recorded again.  Touching 
and moving own figure or another PCIA zoo piece only need to be recorded in 
Table B if the Real Child is doing these things out of character, not while playing 
out something that's already been recorded in Table A.   
 
Notice that as per the Doing Checklist, the major actions of the real child are 
specified, as is the general content of her speech, if these actions and 
verbalizations have not already been noted for child character.  
 
5b. Real Child - Feeling:  Use your empathic skills and clinical training to 
determine what the real child is feeling in that situation/context with his/her 
caregiver and an experimenter.   
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Use voice tone, facial expressions, body language, and what the child says when 
he/she is "out of character" as well as the assumptions the real child makes 
about the situation, role as a participant, and caregiver to complete this cell.  
Again, it may be helpful to imagine that the real child is your client; what feelings 
would you reflect to him/her as you observe the "out of character" interaction? 
 
Again, for this cell, attend only to those feelings that are different for the real child 
and have not already been noted for the child's character.   
 
As for Child Character, when coding Real Child Feeling, it may be helpful to 
watch the video segment once while listening for changes in tone of voice that 
may indicate emotion is present, and once while looking for changes in facial 
expression that may also indicate emotionality.  In addition, if any behaviors 
have been coded from the Doing checklist category of "gaze and expression," 
these may also be a cue that emotional expression may be evident.   
 
Use the Feeling Checklist to identify first the feeling type from the columns 
(e.g., anger, fear, happiness, sadness, other) and then the feeling intensity from 
the boxes (e.g., mild, moderate, or intense).  Pick the best feeling from the box 
that describes the emotion you have observed and record this in the Feeling cell 
of Table B on the Observations Form.  If you feel that more than one feeling from 
the same box applies, list these on the same line, separated by slashes, on the 
Observations Form.  Feelings from different boxes and/or columns should be 
listed on separate lines.  Do not code a given feeling if its presence is uncertain.   
 
**Note that some feelings are listed in more than one box on the Feeling 
Checklist.  These feeling words seem to describe more than one emotion and are 
marked with **.  If you select one of these feeling words, be sure to also note 
the column from which it came.  In addition, sometimes, none of the words in a 
given box may best describe the emotion that you have observed.  In these 
cases, use the feelings word or words that best describe what you have 
observed, AND if possible, indicate into which column and row on the checklist 
the feeling word(s) would likely fall.  This could include using a word from the 
checklist that is listed at one intensity, but applying it to another (e.g., mild sad) or 
using a word not from the checklist (e.g., exasperated-moderate anger). 
 
At times, you may observe a blended emotion—a combination of feelings from 
different columns, for example, a child who reacts to a parent’s reprimand with a 
combination of anger and sadness.  In this case, decide on the intensity and pick 
the words from each box that best describe the components of the emotion.  List 
them both on separate lines of the observation form, but the behavioral evidence 
for each will likely be the same (e.g., tone of voice when says “Do I have to?”--
see as described below the procedure for noting behavioral evidence of 
emotion).   
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For the Valerie example on p. 6, the real child may be feeling curious about the 
change from the rock to the tunnel (there's no door anymore).  Also, depending 
on the tone of her "What?" in response to her mother calling her name, she may 
be feeing annoyed.   
 
Your observations of what the real child is feeling should be based on behavioral 
evidence for that emotion.  Thus, next to each feeling, record the behavior from 
which you gleaned that the real child was feeling that particular emotion.  This 
can be done by simply recording next to the feeling the number of the 
corresponding behavior from the doing list.  For example, you may believe the 
real child above is feeling curious because of the question she asks in number 2 
in the doing list from Table A.    
 
So feelings for the real child would be recorded as: 

1. curious (2A & 2B--"What happened to the door to get 
in?", looks at Mom) 

2. annoyed (2A--"What?") 
 

****At times, the child may be observed to animate another figure during the PCIA; for 
example, he/she may speak as the caregiver's "friend" figure in Scene 7W or may make 
one of the animal figures talk.  As long as the child takes on these roles in addition to 
the role of his/her own character, simply record such behavior (e.g., "makes friend talk, 
moves friend figure, makes giraffe talk, moves giraffe) under 5a--Real Child Doing.  
Should the child abandon his/her given character and take on the role of another figure 
exclusively, such behaviors and feelings of that figure would then become those 
observed as Child Character.   
 
6. Complete Steps 1-5 for Scene 8HR on a new Observations Form.    
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Instructions for Rater 3 
 

Completing the Agreement: 
 
Necessary materials:  PCIA tape for the dyad, Stop Points sheet, Observations 
Checklists, Completed Observations Forms for Raters 1 & 2 for Scenes 7W and 8HR 
for the assigned dyad, and blank Agreement Forms for Doing and Feeling for Scenes 7 
& 8.   
 
1. Watch PCIA Scene 7W for the given dyad up to the 45" point as indicated on the 
Stop Points sheet.  Record rater names above the appropriate columns on the 
Agreement Forms.   
 
2. Using Rater 1's Observations Form for Scene 7W, combine all Doing observations 
from Table A and B into one list on the Doing Agreement Form for Scene 7W under the 
Rater 1 column.  If Rater 1 has the same observation under both Table A and Table B 
(for example, "smiling and laughing" is listed twice), combine these into one observation 
on the agreement form.   
 
3. Using Rater 2's Observations Form for Scene 7W, match his/her Doing observations 
from Table A and B to those listed in the column for Rater 1 on the Agreement Form.   
 

• Write Rater 2's observations that are the same as Rater 1's observations on the 
line next to these Rater 1 observations under Rater 2's column.   

• If Rater 1's column on the Agreement Form has an observation that Rater 2 does 
not have listed on his/her Observations Form in either Table, leave blank the line 
next to it in Rater 2's column on the Agreement Form.   

• If Rater 2 has any additional observations on his/her Observations Form that are 
not present in Rater 1's column on the Agreement Form, record these at the 
bottom of Rater 2's column next to lines that are blank in Rater 1's column.   

• If Rater 1 has an observation that combines two or more behaviors, for example, 
child’s character “runs and jumps” that Rater 2 has listed as separate 
observations (runs; jumps on separate lines), combine Rater’s 2’s observations 
into one and match those with Rater 1’s observations.  

• All observations from both observers should be recorded on the Agreement 
Form.   

 
4. To calculate the # of Matching Observations, sum the number of observations that 
match between Raters 1 and 2 by adding up all observations that are listed on the same 
lines for Raters 1 and 2.  For example, if Rater 2 has two observations that match with 
(are on the same line as) two of Rater 1's observations this counts as 4 matching 
observations.   
 
5. To calculate the Total # of Observations, add the number of observations in Rater 1's 
column to the number of observations in Rater 2's column.   
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6. To calculate the percent agreement, divide the # of Matching Observations by the 
Total # of Observations.   
 
7. Repeat steps 2-6 for the Feeling dimension for Scene 7W.  Again, combine feelings 
that are redundant for a given rater by putting them on one line, separated by slashes.  
Feelings from a rater's Observations Forms are considered redundant if they occur in 
the same box on the Feelings Checklist.  Note that on the Agreement Form feelings 
noted by Raters 1 and 2 do not have to be identical to match.  Record a match if 
both raters identify feelings from the same box on the Feelings Checklist.  Be sure to 
note the rater’s specifications for intensity/column as some feeling words occur across 
columns on the checklist and require specification.  In addition, raters are permitted to 
use words originally listed at one intensity to describe an emotion of a different intensity 
as long as they specify.  Raters must match on column and intensity (box) and not just 
word since many words occur across columns/intensities.   
 
8. Repeat steps 1-7 for Scene 8HR.   
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Instructions for Completing Parent Inquiry Form 
 

Necessary materials:  PCIA Inquiry tape for the dyad, Completed Agreement Forms 
for Scenes 7W and 8HR for the assigned dyad, blank Parent Inquiry Forms for Scenes 
7W and 8HR, Feeling Checklist, and the Parent Inquiry Decision Chart. 
 
1. Record the Rater’s name and number as well as the dyad number on the Parent 
Inquiry Form.    
 
2. Watch the PCIA Parent Inquiry tape. Watch only for the caregiver’s responses to the 
following questions from the examiner:  “What was you child doing right then?” and 
“What was your child feeling right then?” after the caregiver has watched the first half of 
Scene 7W.  
 
3. Record verbatim the caregiver’s responses to those two questions in the space 
provided on the Parent Inquiry From.  Sometimes caregiver’s report multiple behaviors 
and feelings.  List each behavior/feeling on a separate line.  Caregivers also sometimes 
include extraneous information in their responses.  If the information is used to justify, 
elaborate on, or clarify their original response, the justification should also be listed and 
scored.  If it is clear the caregiver is no longer referring to the scene or answering the 
question, this information may be ignored.   
 
4. Compare each of the caregiver’s responses to those of Raters 1 and 2 on the 
Agreement Forms for the assigned dyad and assess his/her level of agreement with the 
two raters regarding what the child was doing and feeling in that scene. Assign a score 
of 1-5 for each Doing response and 1-5 for each Feeling response based on the 
caregiver’s level agreement with the raters. Use the Parent Inquiry Decision Chart 
and the Feeling Checklist to assist with scoring.  

• For Doing, the caregiver’s response(s) may refer to an observable behavior (e.g., 
playing, laughing, jumping off the High Rock) or to an unobservable behavior 
(e.g., a thought, want, feeling, motivation).  These responses are scored 
differently as noted on the Parent Inquiry Decision Chart.  In addition, 
sometimes the observable behavior reported may be an overarching behavior, 
not specifically mentioned on the Agreement From.  If this is the case and if such 
an overarching behavior can be inferred from the Agreement Form, award the 
maximum number of points. However, sometimes the caregiver’s overarching 
response may not fit with the Agreement Form (e.g., he/she says the child was 
“playing” when it is evident from the Agreement From that the child did not play 
during the scene); in this case the minimum number of points would be awarded.   

 
• For Feeling, the caregiver’s may use a feeling word or may give a response that 

does not use a feeling word.  These responses are scored differently as noted on 
the Parent Inquiry Decision Chart.  If the caregiver uses nonfeeling words (e.g., 
thoughts, wants, motivations) that refer to an internal state and are clearly the 
definition or description of a feeling, decide which feeling they are defining and 
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score that feeling accordingly.  If nonfeeling words do not define a feeling, these 
are scored differently as indicated by the Parent Inquiry Decision Chart.  

 
• Note: The caregiver may use a feeling word that occurs across columns and/or 

intensities on the Feeling Checklist.  If this is the case and the caregiver does not 
clarify/specify in some way AND the raters have noted this emotion, the caregiver 
should be awarded the maximum number of points.   

 
5. Add the scores for each Doing response to obtain the Total.  Divide the Total by the 
number of Doing responses to obtain the Average.  Repeat for Feeling.   
 
6. Add the average scores for Doing and Feeling to get the total score for Scene 7W.  
 
7. Repeat the above procedure for the Parent Inquiry of Scene 8HR.  
 
8. Add the total score for Scenes 7W and 8HR to obtain the Total CPRS Score.  
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Observations Form 
Rater Perception of Child during 1st Half of Scenario 

 
Rater: __________  Rater #: _____  Dyad#: ______ Scene#: __7W____  45” Ends w/:  
 
Notes on Child during 0-45” of PCIA Proper:        
 
Table A:  Child Character 
1. Doing 
 

2. Feeling 

1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 
7. 7. 
8. 8. 
9. 9. 
10. 10. 
11. 11. 
12. 12. 
13. 13. 
14. 14. 
15. 15. 
 
Table B:  Real Child  
1. Doing 
 

2. Feeling 

1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 
7. 7. 
8. 8. 
9. 9. 
10. 10. 
11. 11. 
12. 12. 
13. 13. 
14. 14. 
15.  15. 
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Observations Form 
Rater Perception of Child during 1st Half of Scenario 

 
Rater: ____________  Rater #: _____  Dyad#: ______ Scene#: __8HR____  45” Ends 
w/: _______________ 
 
Notes on Child during 0-45” of PCIA Proper:        
 
Table A:  Child Character 
1. Doing 
 

2. Feeling 

1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 
7. 7. 
8. 8. 
9. 9. 
10. 10. 
11. 11. 
12. 12. 
13. 13. 
14. 14. 
15. 15. 
 
Table B:  Real Child  
1. Doing 
 

2. Feeling 

1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 
7. 7. 
8. 8. 
9. 9. 
10. 10. 
11. 11. 
12. 12. 
13. 13. 
14. 14. 
15.  15. 
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Observations Forms Checklists 

 
Scene 7W 

 
Child’s Character 

 
Scene 7W Child’s Character Doing Checklist 

Standing next to caregiver's character 
Talking to caregiver's character (list once & summarize major content of child’s 

character’s statements) 
Moving away from caregiver's character 

Talking to caregiver's friend (sum. major content) 
Waiting for caregiver's character 

Listening to caregiver's character and "friend" 
Making noises (specify) 

Smiling and laughing/giggling 
Smiles (only in the absence of laughter) 

Complies with caregiver's request 
Ignores/Does not comply with caregiver's request 

_______ (Specify any other specific, significant behavior the child's character 
engages in, e.g., climbs tree, rides giraffe, hides, etc.) 
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Observations Forms Checklists 
 

Scene 7W 
 

Real Child  
 

Scene 7W Real Child Doing Checklist 
Body 

position 
Other 

movements 
Interactions 
with others 

Interactions with  
PCIA pieces 

Gaze and 
expression 

Sitting in chair 
 

Moves in chair 
(if obvious, 
e.g., shifting 

position, moves 
whole body 

around) 
 

Leans forward 
(if a noticeable 
change from 

previous 
position) 

 
Leans back (if 
a noticeable 

change from a 
previous 
position) 

 
Sits up 

 
Leans against 

the table 
(specify if for 

most of or 
entire scene or 
if as a change 
in position with 
leans forward) 

 
Leaves 

chair/gets up 
 

Other constant 
posture (hand 
on table/chair, 

elbows on 
table, etc.) 

 

Reaches for 
figure (if not 

already 
touching 

figure when 
scene 

begins) 
 

Raises 
arm/hand 

 
Lowers 

arm/hand 
 

Puts 
arm/hand 

under table 
 

Puts feet on 
chair 

 
Puts feet 

under table 
 

Touches own 
head, arm, 
leg, ____ 
(circle or 
specify 
where) 

 
Touches 

caregiver on 
head, arm, 

leg 
____(circle or 

specify 
where) 

 
Other 

significant 
child 

behaviors 
(specify) 

Talks to 
caregiver 

(sum. major 
content) 

 
Listens to 
caregiver 

(includes in 
conversation) 

 
Ignores/not 

responding to 
caregiver / 

friend 
 

Complies with 
caregiver's 
request / 

command / 
wish 

 
Does not 

comply with 
caregiver's 
request / 

command / 
wish 

 
Talks to 

examiner 
(sum. major 

content) 
 

Touching own figure (in the 
absence of movement of figure) 

 
Touching & moving own figure 

(around, back and forth, in circles) 
 

Picks own figure up 
 

Holds own figure 
 

Touches caregiver's figure 
 

Moves caregiver's figure 
 

Picks caregiver's figure up 
 

Holds caregiver's figure 
 

Touches "friend" figure 
 

Moves "friend" figure 
 

Picks "friend" figure up 
 

Holds "friend" figure 
 

Makes “friend” figure talk 
 

Drops figure _____ (indicate 
which figure and where) 

 
Touches microphone 

 
Examines/looks at PCIA zoo 

piece ____ (specify what) 
 

Touches/moves/picks up/knocks 
over PCIA zoo piece _____ 

(specify how and what--lego, log, 
which animal, tree, etc.) 

 
Makes animal or other zoo piece 

talk (specify which) 

Looks at 
caregiver 

 
Looks at 

figures and 
PCIA board 

(while playing; 
** note if the 

child does not 
play) 

 
Looks down 

 
Smiling and 
laughing / 
giggling 

 
Smiles (only, in 
the absence of 

laughter) 
 

Sighs 
 

Shakes/Nods 
head (specify) 

 
Shrugs 

 
Yawns 

 
Makes noises 

(specify) 
 

Looks at 
camera 

 
Looks at 
examiner 
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Scene 8HR 
 

Observations Forms Checklists 
 

Child’s Character 
 

Scene 8HR Child’s Character Doing Checklist 
Standing on high rock 
Moving on high rock 

Climbs down from high rock 
Jumps off high rock 

Falls off rock 
Climbs back on rock 

Jumps back onto rock 
Talking to caregiver's character (summarize the major content of the child’s 

statements) 
Listening to caregiver's character 
Standing by caregiver's character 

Moves around on ground 
Flies around 

Making noises (specify) 
Smiling & laughing/giggling 

Smiles (only, in the absence of laughter) 
Complies with caregiver's request 

Ignores/Does not comply with caregiver's request 
_______ (Specify any other specific, significant behavior the child's character engages 

in, e.g., climbs tree, rides giraffe, hides, etc.) 
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Scene 8HR 
 

Observations Forms Checklists 
 

Real Child 
 

Scene 8HR Real Child Doing Checklist 
Body position Other 

movements 
Interactions with 

others 
Interactions with  

PCIA pieces 
Gaze and 

expression 
Sitting in chair 

 
Moves in chair 

(if obvious, e.g., 
shifting position, 

moves whole 
body around) 

 
Leans forward 
(if a noticeable 
change from 

previous 
position) 

 
Leans back (if a 

noticeable 
change from a 

previous 
position) 

 
Sits up 

 
Leans against 

the table 
(specify if for 

most of or entire 
scene or if as a 

change in 
position with 

leans forward) 
 

Leaves 
chair/gets up 

 
Other constant 
posture (hand 
on table/chair, 

elbows on table, 
etc.) 

 

Reaches for 
figure (if not 

already touching 
figure when 

scene begins) 
 

Raises arm/hand 
 

Lowers arm/hand 
 

Puts arm/hand 
under table 

 
Puts feet on chair 

 
Puts feet under 

table 
 

Touches own 
head, arm, leg, 
____ (circle or 
specify where) 

 
Touches 

caregiver on 
head, arm, leg 
____(circle or 
specify where) 

 
Other significant 
child behaviors 

(specify) 

Talks to caregiver 
(sum. major content) 

 
Listens to caregiver 

(includes in 
conversation) 

 
Ignores/not 

responding to 
caregiver 

 
Complies with 

caregiver's request / 
command / wish 

 
Does not comply with 
caregiver's request / 

command / wish 
 

Talks to examiner 
(sum. major content) 

 

Touching own figure (in 
the absence of movement 

of figure) 
 

Touching & moving own 
figure (around, back and 

forth, in circles) 
 

Picks own figure up 
 

Holds own figure 
 

Touches caregiver's 
figure 

 
Moves caregiver's figure 

 
Picks caregiver's figure 

up 
 

Holds caregiver's figure 
 

Drops figure _____ 
(indicate which figure and 

where) 
 

Touches microphone 
 

Examines/looks at PCIA 
zoo piece ____ (specify 

what 
) 

Touches/moves/picks 
up/knocks over PCIA zoo 
piece _____ (specify how 

and what--lego, log, 
which animal, tree, etc.) 

 
Makes animal or other 
zoo piece talk (specify 

which) 
 

Looks at 
caregiver 

 
Looks at 

figures and 
PCIA board 

(while 
playing; ** 
note if the 
child does 
not play) 

 
Looks down 

 
Smiling and 
laughing / 
giggling 

 
Smiles (only, 

in the 
absence of 
laughter) 

 
Sighs 

 
Shakes/Nods 

head 
(specify) 

 
Shrugs 

 
Yawns 

 
Makes noises 

(specify) 
 

Looks at 
camera 

 
Looks at 
examiner 
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Observations Forms Child Feeling Checklist 

For the checklist used to record observations of child feelings, please refer to the 

worksheet, “The 4 Basic Feelings at 3 Levels of Intensity” (Cormier & Nurius, 2002). For 

information regarding the modifications and additions made for use in the current study, 

please contact the author(s), Cicely LaBorde at claborde@unt.edu or Dr. Patricia 

Kaminski at kaminski@unt.edu.   
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Agreement Form 

 
Rater 3 Summary and Comparison of Observations Forms 

 

Dyad #____________     Scene #_____7W_______ 
 

Doing 
Rater 1 Rater 2 

1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 
7. 7. 
8. 8. 
9. 9. 
10. 10. 
11. 11. 
12. 12. 
13. 13. 
14. 14. 
15. 15. 
16. 16. 
17. 17. 
18. 18. 
19. 19. 
20. 20. 

# of Matching Observations = 
Total # of Observations = 

Matching ÷ Total = 
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Agreement Form 

 
Rater 3 Summary and Comparison of Observations Forms 

 

Dyad #____________     Scene #_____7W_______ 
 

Feeling 
Rater 1 Rater 2 

1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 
7. 7. 
8. 8. 
9. 9. 
10. 10. 
11. 11. 
12. 12. 
13. 13. 
14. 14. 
15. 15. 
16. 16. 
17. 17. 
18. 18. 
19. 19. 
20. 20. 

# of Matching Observations = 
Total # of Observations = 

Matching ÷ Total = 
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Agreement Form 

 
Rater 3 Summary and Comparison of Observations Forms 

 

Dyad #____________     Scene #_____8HR_______ 
 

Doing 
Rater 1 Rater 2 

1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 
7. 7. 
8. 8. 
9. 9. 
10. 10. 
11. 11. 
12. 12. 
13. 13. 
14. 14. 
15. 15. 
16. 16. 
17. 17. 
18. 18. 
19. 19. 
20. 20. 

# of Matching Observations = 
Total # of Observations = 

Matching ÷ Total = 
 



   

 112 

 
Agreement Form 

 
Rater 3 Summary and Comparison of Observations Forms 

 

Dyad #____________     Scene #_____8HR_______ 
 

Feeling 
Rater 1 Rater 2 

1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 
7. 7. 
8. 8. 
9. 9. 
10. 10. 
11. 11. 
12. 12. 
13. 13. 
14. 14. 
15. 15. 
16. 16. 
17. 17. 
18. 18. 
19. 19. 
20. 20. 

# of Matching Observations = 
Total # of Observations = 

Matching ÷ Total = 
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Parent Inquiry Form 
 

Rater evaluation of Accuracy of Caregiver Perception 
 

Rater: _____________ Rater #: ___  Dyad#: _______ Inquiry of Scene#: 7W__ 
 

Notes on Caregiver's behaviors, expressions, & comments while viewing PCIA Scene 
 
Caregiver's Responses to Inquirer’s Questions about Child &/or Child Character 
What was your child doing right then? 
 
                                                          Score: 

What was your child feeling right then? 
 
                                                        Score: 

1.  1.  

2.  2.  

3.  3.  

4.  4.  

5.  5.  

6.  6.  

7.  7.  

    

                                          Total                                            Total  

                                # of Responses                                 # of Responses  

         (Ave.)  Total ÷ # of Responses         (Ave.)  Total ÷ # of Responses  

 
Refer to Rater 3’s Agreement Form and use the 1-5 scale below to indicate the 
caregiver's level of agreement with raters' perceptions of the child for each domain. 
 
Caregiver's statement: 
 

Essentially or 
Entirely Disagrees 
with Everything 
one or both raters 
perceived 

More Disagrees 
than Agrees with 
Something one or 
both raters 
perceived 

Agrees as much 
as disagrees with 
what raters 
perceived 

More Agrees than 
Disagrees with 
Something one or 
both raters 
perceived 

Essentially or 
Entirely Agrees 
with Something 
one or more raters 
perceived 

1 2 3 4 5 

 

Caregiver's level of agreement with raters’ perceptions of: 
 

Child Character or Real Child 
 

                                    1. Ave. for Doing 7W?…………_____ 
 
 

                                    2. Ave. for Feeling 7W?….….…._____ 
 

Total 7W…….______ 
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Parent Inquiry Form 
 

Rater evaluation of Accuracy of Caregiver Perception 
 

Rater: _____________ Rater #: ___  Dyad#: _______ Inquiry of Scene#: 8HR  
 

Notes on Caregiver's behaviors, expressions, & comments while viewing PCIA Scene 
 
Caregiver's Responses to Inquirer’s Questions about Child &/or Child Character 
What was your child doing right then? 
 
                                                         Score 

What was your child feeling right then? 
 
                                                        Score 

1.  1.  

2.  2.  

3.  3.  

4.  4.  

5.  5.  

6.  6.  

7.  7.  

    

                                          Total                                            Total  

                                # of Responses                                 # of Responses  

         (Ave.)  Total ÷ # of Responses         (Ave.)  Total ÷ # of Responses  

 
Refer to Rater 3’s Agreement Form and use the 1-5 scale below to indicate the 
caregiver's level of agreement with raters' perceptions of the child for each domain. 
 
Caregiver's statement: 
 

Essentially or 
Entirely Disagrees 
with Everything 
one or both raters 
perceived 

More Disagrees 
than Agrees with 
Something one or 
both raters 
perceived 

Agrees as much 
as disagrees with 
what raters 
perceived 

More Agrees than 
Disagrees with 
Something one or 
both raters 
perceived 

Essentially or 
Entirely Agrees 
with Something 
one or more raters 
perceived 

1 2 3 4 5 

 

Caregiver's level of agreement with raters’ perceptions of: 
 

Child Character or Real Child 
 

1. Ave. for Doing 8HR……….______ 
 

2. Ave for Feeling 8HR.….....______ 
 

Total 8HR………______ 
 

                            Total CPRS (Total 7W + Total 8HR)………______
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Parent Inquiry Decision Chart 
Caregiver Response to Item Number 1 Behavior (Doing) 

Essentially or 
Entirely 

Disagrees 
with Everything 

one or both raters 
perceived 

More Disagrees 
than Agrees 

with Something 
one or both 

raters 
perceived 

Agrees as 
much as 

disagrees with 
what raters 
perceived 

More Agrees 
than Disagrees 

with 
Something one 
or both raters 

perceived 

Essentially or 
Entirely Agrees 
with Something 

one or more raters 
perceived 

1 2 3 4 5 

Type of caregiver 
response 

     

Observable 
Behavior only 

 

-Inconsistent with 
Agreement Form 

observations. 
 

-Does not know or 
is not sure. 

N/A N/A N/A 

-Entirely consistent 
Agreement Form 
observations (this 

includes an 
overarching behavior 

like “playing” or 
“participating in the 
experiment” if and 

only if this 
overarching behavior 
can be inferred from 
specific behaviors on 

the Agreement 
Form; if it cannot, a 
score of 1 may be 

appropriate). 

Unobservable 
Behavior only 

-Unobservable 
behavior is 

inconsistent w/ 
what was 

happening for the 
child in the 
scenario 

N/A N/A 

-Consistent 
with what was 
happening with 
the child during 
the scenario. 

N/A 
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Parent Inquiry Decision Chart 

Caregiver Response to Item Number 2 Feeling 

Essentially or 
Entirely 

Disagrees 
with Everything 

one or both raters 
perceived 

More Disagrees 
than Agrees 

with Something 
one or both 

raters 
perceived 

Agrees as 
much as 

disagrees with 
what raters 
perceived 

More Agrees 
than Disagrees 

with 
Something one 
or both raters 

perceived 

Essentially or 
Entirely Agrees 
with Something 

one or more raters 
perceived 

1 2 3 4 5 

Type of caregiver 
response 

     

Feeling  
or 

Definition of 
Feeling 

(must refer to 
internal thought, 

want, or 
motivation to 
define feeling) 

 

-Gives positive 
instead of negative 

feeling (or vice 
versa) 

 
-feeling in wrong 
column and row / 

intensity 
 

-Does not know or 
is not sure. 

Matches with 
rater on 

Negative feeling 
(but wrong 
negative 

column) AND 
matches on row 

/ intensity 

Correct column, 
but 2 boxes 

away (on row / 
intensity) 

Correct column, 
but  

1 box away (on 
row / intensity) 

Matches on Exact 
box  

(row and column)  

Not a feeling or 
definition of a 

feeling 

- Inconsistent with 
what was 

happening for the 
child in scenario 

Consistent with 
what was 

happening for 
the child in the 

scenario 

N/A - N/A N/A 
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