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ABSTRACT 

Adolescent mothers have been found to be less informed about child 

development, view their children as more problematic, use more punitive discipline 

strategies, and are at increased risk of engaging in child neglect and abuse. Parent 

training programs designed for adolescent mothers have been effective at increasing 

maternal knowledge of child development and improving parenting skills; however, 

further empirical support is needed before widespread dissemination is appropriate. 

Evidence-based parent training is warranted with this population to address gaps in a 

methodologically sound, practical, and ecologically valid manner. The purpose of this 

study was to use an evidence-based parent training program (Parent-Child Interaction 

Therapy; PCIT) with adolescent mothers to improve the mother-child relationship, 

reduce abuse potential, and increase maternal knowledge. A single-subject, combined-

series, multiple baseline design was used to assess the effects of PCIT with adolescent 

mothers.  Although baseline data was gathered from six participants, only one dyad 

completed treatment. Simulation Modeling Analysis revealed significant differences 

between pre- and post-treatment in observed maternal use of positive and 

inappropriate parenting practices. Reliable Change Index revealed differences in 

mother-reported child behavior problems, self-reported maternal satisfaction, maternal 

involvement, maternal use of effective communication, and maternal limit setting. No 

significant differences were found in abuse potential or maternal knowledge of 

developmental milestones. Results are discussed in terms of implications and future 

directions are outlined.   
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CHAPTER I 

INTRODUCTION 

Preliminary data for U. S. births in 2013 estimated that 274,641 infants were 

born to mothers aged 15- to 19-years (Hamilton, Martin, Osterman, & Curtin, 2014). 

Although it is important to note that adolescent mothers are a heterogeneous 

population with outcomes related to a multitude of risk and protective factors (Miller, 

Sage, & Winward, 2005), these young mothers have been found to demonstrate a 

quality of parenting more similar to that of at-risk, adult mothers (Pomerleau, 

Scuccimarri, & Malcuit, 2003). One negative outcome associated with adolescent 

parenting is an increased risk to engage in neglectful and/or abusive parenting 

practices (Dukewich, Borkowski, & Whitman, 1996; Lounds, Borkowski, & 

Whitman, 2006). Unfortunately, although abuse potential is a significant concern 

warranting the use of prevention and intervention programs, young mothers also seem 

to experience barriers to treatment similar to those of at-risk mothers (Johnson, 

Harrison, Burnett, & Emerson, 2003). The parent training literature aimed at reducing 

negative outcomes for young mothers addresses some of these barriers effectively 

(Akers & Mince, 2008; Harris & Franklin, 2003), but gaps in prevention and 

intervention programs’ targeted variables, methodology, and treatment outcomes are 

notable. Because of this, and given the neglect and abuse potential among adolescent 

mothers, other program options should be considered. One such option is Parent-Child 

Interaction Therapy (PCIT; Eyberg, 1988; Schuhmann, Foote, Eyberg, Boggs, & 

Algina, 1998; McNeil & Hembree-Kigin, 2010). The treatment components of PCIT 

(i.e., parent-child relationship and non-punitive discipline) are consistent with 

recommended interventions for this population given limitations in the adolescent 

parenting literature. Treatment outcome studies provide evidence that PCIT could be 

effective with adolescent mothers in addressing negative correlates of adolescent 

parenting as it has been found to be transportable (Ware, McNeil, Masse, & Stevens, 

2008), adaptable, and efficacious with diverse populations (Capage, Bennet, & 

McNeil, 2001) . Additionally, PCIT has been found to effectively improve observed 
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positive parenting skills and reduce parent-reported child abuse potential in families 

considered to be at-risk to, or have a history of, child maltreatment (Thomas & 

Zimmer-Gembeck, 2011). 

Adolescent Parenting: Features, Correlates, and Outcomes 

Average-aged mothers have been a basis for comparison for adolescent 

mothers in the literature. Recently, however, increased attention has been focused on 

developmental differences in parenting behavior among women who entered 

motherhood during adolescence, emerging adulthood, and adulthood (Lewin, Mitchell, 

& Ronzio, 2013). For the present study, the terms “adolescence” and “adolescent 

mother” will reflect the literature for mothers younger than 23-years of age, who 

became mothers at or younger than 18-years, as adolescent- (i.e., less than 19-years) 

and emerging adult-aged (i.e., 19- to 25-years) mothers have been found to present 

similarly to one another in terms of experiences, parenting behaviors, and risks (Lewin 

et al., 2013).   

Before describing the quality of parenting that adolescents demonstrate, it is 

important to note the risk factors associated with becoming a parent during 

adolescence, as both are similarly correlated with negative outcomes for adolescent 

mothers and their children. Relevant risk factors include those at the individual-, 

family-, and community-levels. Risk factors at the individual-level include choices 

that adolescents make based on the values to which they subscribe. For example, 

young women are more likely to engage in sexual activity at an earlier age (increasing 

the risk for pregnancy) when education is not of significant importance (Kirby, 2001). 

Likewise, adolescents who have desires and/or intentions to become pregnant during 

adolescence are more likely to become adolescent mothers (East, Khoo, & Reyes, 

2006). Family-level risk factors include those related to the family structure and 

income. For example, adolescents raised in a single-parent home are more likely to 

experience a pregnancy during adolescence (Santos & Rosário, 2011). Sexually 

experienced and/or parenting siblings in the home have also been linked to increased 

pregnancy risk (East, Slonim, Horn, Trinh, & Reyes, 2009). Lower household income 
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has been identified as a risk factor in that lower income is associated with decreased 

parental education and increased socioeconomically disadvantage status, both 

associated with greater risk of adolescent pregnancy (Miller, Benson, Galbraith, 

2001). Related to family income, an example of a community-level risk factor 

includes evidence that rates of adolescent sexual behavior and pregnancy have been 

found to be higher in communities of lower socio-economic status (Moore & Chase-

Lansdale, 2001). 

Adolescent mothers demonstrate great heterogeneity in the risk and protective 

factors they experience. They also display significant variability in the quality of 

parenting they provide to their young children. However, some general trends have 

been identified in the quality of their parenting when compared to that of adult 

mothers. For example, younger mothers have been found to be less knowledgeable 

about childhood developmental milestones (Tamis-Lemonada, Shannon, & Spellman, 

2002) and tend to underestimate the age at which normative development actually 

occurs in young children (Dallas, Wilson, & Salgado, 2000). When children fail to 

meet maternal expectations with regards to development, adolescent mothers have 

been found to perceive their children as more difficult, which has been associated with 

greater endorsement of the use of more punitive discipline strategies (e.g., spanking; 

Combs-Orme & Cain, 2008).  

Women who become mothers in adolescence have also been described as less 

competent in their parenting with regards to nurturing and attending behaviors. ‘Less 

competent,’ in the adolescent parenting body of literature, has been described as low 

levels of self-perceived parental ‘confidence’ and engaging in fewer/less frequent 

‘nurturing’ or ‘affectionate’ behaviors (Krpan, Coombs, Zinga, Steiner, & Fleming, 

2004). Less satisfaction in the maternal role, lower levels of acceptance of their 

children, and less commitment to the role of ‘mother,’ have also been linked to 

maternal competence in this population (Lewin et al., 2013, Secco & Moffatt, 2003). 

Each of these has been found to be related to less knowledge of childhood 

development, less empathy toward their children, and greater endorsement of more 
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punitive discipline strategies (e.g., spanking; Lewin et al., 2013). Adolescent mothers 

are also at greater risk for engaging in child neglect (e.g., lack of attending behaviors 

towards child’s needs) and abuse (e.g., excessive physical punishment) than older 

mothers (Dukewich at al., 1996; Lounds et al., 2006). This increased risk has been 

associated with lower levels of education and less exposure to non-punitive and 

behavior management options (Combs-Orme & Cain, 2008). Other factors related to 

increased risk include domestic violence, parental alcohol and drug use, public 

assistance receipt, and child behavior problems (Dakil, Cox, Lin, & Flores, 2012).  

Finally, the parent-child relationship of the adolescent mother-child dyad has 

been found to differ from that of the adult mother-child dyad related to less maternal 

knowledge, lower parental competence, and the greater endorsement of the use of 

punitive discipline strategies described above. The children of young mothers have 

been found to engage in defiant behaviors in response to adolescent mothers’ anger 

and punitive practices (Crockenberg, 1987). Lower levels of maternal sensitivity have 

been related to deficits in the accuracy of adolescent mothers’ ability to recognize their 

children’s needs, as well as appropriately respond to their children (Berlin, Brady-

Smith, & Brooks-Gunn, 2002). Furthermore, adolescent mothers demonstrating less 

sensitivity toward their children were more likely to detach from the parent-child 

relationship, become intrusive mothers, and engage in overt hostility toward their 

children (Berlin et al., 2002). 

 The risk factors associated with becoming a mother during adolescence and the 

quality and characteristics of parenting described above have been correlated to a 

number of negative outcomes for young mothers and their children. Adolescent 

mothers experience lower levels of academic achievement, which, to some extent, 

determines their earning potential (Hoffman & Maynard, 2008). They are less likely to 

obtain prenatal care and are at a greater risk of complications during pregnancy, labor, 

and delivery, which place them at greater risk of having a child with special needs 

(Phipps & Sowers, 2002). Young mothers are also more likely than adult mothers to 

experience repeat pregnancies, excessive stressful life events (Barnet, Liu, DeVoe, 
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Alperovitz-Bichell, & Duggan, 2007), social isolation, and depression (Birkeland, 

Thompson, & Phares, 2005). Also related to these negative outcomes, women who 

become mothers in adolescence are significantly more likely to engage in neglectful 

(e.g., failure to attend to children’s needs) and abusive (e.g., excessive physical 

punishment) parenting practices (Dukewich et al., 1996; Lounds et al., 2006). 

 The negative correlates associated with becoming a mother in adolescence also 

provide a description of the environment in which their children are raised. These 

children are more likely to live in poverty, experience reduced health care and 

nutrition (National Campaign to Prevent Teen Pregnancy [NCPTP], 2004), and 

demonstrate poorer performance on tests of early cognition (Mollborn & Dennis, 

2012). Children of young mothers have been found to receive less emotional support, 

such that coercive parenting is related to mothers attributing greater defiance and 

anger to their children (Strassberg & Treboux, 2000). These children are more likely 

to display internalizing and externalizing behavior problems (Smith, Grau, Duran, & 

Castellanos, 2013). The risk factors indicated in becoming a mother in adolescence, 

the quality of parenting described among these mothers, and the negative correlates 

identified are significant and warrant the use of prevention and intervention programs 

with this population.  

Parent Training with Adolescent Mothers 

Significant barriers to treatment for adolescent mothers, similar to those 

experienced by at-risk adult mothers (Johnson et al., 2003), have been identified and 

effectively addressed by offering prevention and intervention programs at sites with 

increased accessibility (e.g., home, school, community) (e.g., Akers & Mince, 2008; 

Harris & Franklin, 2003). Barriers include a lack of confidence, personal stressors, 

situational barriers, and limitations on time (Johnson et al., 2003). In response to the 

barriers to treatment encountered by this population, many programs offered 

comprehensive treatment packages to address a number of the problematic outcomes 

outlined above. Targets most frequently and successfully addressed in this body of 

literature included school retention (e.g., Akers & Mince, 2008; Harris & Franklin, 
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2003), repeat pregnancy prevention (e.g., Gurdin, Mallari, Park, & Mince, 2008; Key, 

Barbosa, & Owens, 2001), parental knowledge of infant care and childhood 

development (e.g., Mann, Pearl, & Behle, 2007), and enhancing maternal parenting 

behaviors (i.e., responsiveness, nurturing, affective availability) (e.g., Deutscher, 

Fewell, & Gross, 2006; Mayers, Hager-Budny, & Buckner, 2008).  

Strengths are evident in the parent training literature designed for adolescent 

mothers and include emphases on diversity in recruitment and sampling (e.g., Barnet 

et al., 2007; Sadler & Cowlin, 2003), the socio-cultural context via the inclusion of 

others and use of the community as a comparison group (e.g., Mayers et al., 2008), 

community collaboration and participation (e.g., Hans, 2005), and the use of 

ecologically relevant interventions designed to be developmentally appropriate for the 

target population (e.g., Sadler & Cowlin, 2003).  

Important Intervention Components 

Identified strengths of programs based on needs assessment of adolescent 

mothers at large, however, do not necessarily yield significant results post-

intervention. Based on program evaluation data reported in the adolescent parent 

training literature outlined below, four components have been identified as important 

to consider in an effort to improve the appropriateness and effectiveness of parent 

training programs delivered to adolescent mothers. These components include 

increased treatment accessibility, social support, psychoeducation on childhood 

development, and parental behavior modification. It is important to note that the 

studies cited below were not necessarily intentional in the provision of the treatment 

component discussed. This is particularly true for that of social support, which will be 

further addressed below.  

 Treatment accessibility. Studies that demonstrated positive treatment 

outcomes were generally more readily accessible to and alleviated situational barriers 

for adolescent mothers. As mentioned above, adolescent mothers encounter barriers to 

treatment similar to those of at-risk older mothers (Johnson et al., 2003). Examples of 

barriers include limitations on time, difficulty accessing transportation in order to 
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travel to facilities where services are offered, lack of childcare for additional children, 

and financial struggles. Efforts to increase treatment accessibility in the adolescent 

parent training literature are evident in how interventions are categorized. Programs 

designed for and delivered to adolescent mothers are generally organized by the 

setting in which they are delivered and interventions are typically labeled home-based, 

school-based, or community-based programs. Increased accessibility and barrier 

reduction has also been accomplished in this body of literature by offering 

transportation to and from treatment, on-site childcare, and family-style meals before 

or after services (e.g., Amin, Browne, Ahmed, & Sato, 2006; Mann et al., 2007; 

Mayers et al., 2008). 

 Social support. A second component that seems to improve the effectiveness 

of interventions with adolescent mothers is that of social support. In the adolescent 

parent training literature, related to efforts to reduce practical barriers to treatment, 

social support can be a consequence of the modality of treatment. For example, 

programs that are school-based or delivered in a peer group format can result in 

participants receiving emotional support from others (e.g., Mayers et al., 2008; 

Stirtzinger et al., 2002), whether the provision of support was an intended 

manipulation or not. Additionally, community members have been incorporated into 

interventions or used to actually deliver programs to adolescent mothers across 

settings. Home visitors, mentors, and doulas have provided social support, 

psychoeducation, and training to adolescent mothers in a number of studies with 

positive outcomes (e.g., Barnet et al., 2007; Hans, 2005; McDonald et al., 2008; 

Turner, McGowan, Culpepper, & Langhinrichsen-Rohling, 2007). Finally, a few 

studies actually incorporated adolescent mothers’ children into the programs delivered 

in the context of sharing a meal, working together on arts and crafts, or during skills 

training (e.g., Deutscher et al., 2006; Mayers et al., 2008; McDonald et al., 2008; 

Turner et al., 2007).  

Psychoeducation. Programs for adolescent mothers that offered a 

psychoeducational component generally demonstrated positive treatment outcomes. 
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Specifically, the information provided during the psychoeducation component of the 

program was found to be acquired and retained by adolescent mothers at post-

treatment. Psychoeducation has included information on the benefits of school 

completion (e.g., Akers & Mince, 2008), problem-solving strategies (e.g., Harris & 

Franklin, 2003), coping skills (e.g., Mann et al., 2007; Mayers et al., 2008), 

reproductive health and pregnancy prevention (e.g., Amin et al., 2006; Gurdin et al., 

2008), and infant care (e.g., Hans, 2005; Turner et al., 2007). More relevant to the 

current study, psychoeducation provided to adolescent mothers has also included 

information on normative child development (e.g., Barnet et al., 2007), concerns 

regarding the use of physical punishment for young children (e.g., Mann et al., 2007; 

Thomas & Looney, 2004), and/or surface level attachment or behavioral theory to 

inform parenting behaviors (e.g., Mayers et al., 2008; Stirtzinger et al., 2002).  The 

delivery of psychoeducation to adolescent mothers participating in these programs has 

been widely varied. Information has been disseminated to adolescent mothers by 

instructors in a didactic format to individuals and groups (e.g., Gallagher, Ronnie, 

Henry, & Witkind, 2007; Mayers et al., 2008; Thomas & Looney, 2004), as well as 

mentors in home- and community-based settings (e.g., Hans, 2005; Mann et al., 2007; 

Turner et al., 2007).  

Behavior modification. Studies demonstrating positive treatment outcomes 

also provided some type of behavior modification component. In each of the cases 

described below, the intent of the researchers was to modify maternal behaviors, not 

necessarily to teach adolescent mothers techniques to modify or manage their 

children’s behaviors. The majority of examples of the effective use of behavior 

modification in the adolescent parent training literature include those in which 

adolescent mothers were taught or even coached in the use of relationship-building 

techniques to use with their children. Adolescent mothers have received training in 

infant massage and dyadic play, resulting in self-reported improved infant care and 

maternal responsivity (Turner et al., 2007). In one study, home visitors used video 

recordings of adolescent mothers interacting with their children as a means to draw 
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mothers’ attention to desired maternal behaviors (e.g., appropriate response to infant 

cues) using positive social reinforcement, as well as a starting point from which 

instructional feedback could be provided (Koniak-Griffin, Verzemnieks, & Cahill, 

1992). Another study effectively modified maternal behaviors such that the desired 

maternal behaviors (e.g., responsiveness toward infants) were increased and mothers 

engaged in fewer directive interactions with their children, per behavioral observation 

(Deutscher et al., 2006). This was achieved by teaching and modeling specific skills, 

allowing for in-session practice of skills, and through the provision of praise as social 

reinforcement for desired skill use (Deutscher et al., 2006). A general parenting 

course, which did not specifically target maternal behavior, indirectly affected 

adolescent mothers’ responsiveness toward their children (Gallagher et al., 2007). 

Behavioral observations at post-intervention revealed improved non-verbal mother-

child interactions, including mothers’ physical proximity and use of eye contact 

(Gallagher et al., 2007). A similar study used doulas to educate adolescent mothers 

about nurturing and responsive parenting practices (Hans, 2005). Adolescent mothers 

demonstrated improved parenting behaviors, such as responsiveness, smiling, talking, 

and play, during behavioral observations (Hans, 2005). Again, it should be noted that 

the examples cited here are representative of the adolescent parent training literature in 

that the emphasis is on fostering a warm relationship between mother and child, not 

modifying maternal behavior such that adolescent mothers learn strategies to manage 

their children’s behaviors. 

Evidence-Based Parent Training Programs 

Consistent with much of the literature noted above, evidence-based practice 

presumes that consumers’ individual characteristics, values, and preferences are 

considered in the delivery of services, as well as therapists’ clinical expertise. 

However, there seems to be limited use of evidence-based practice in the adolescent 

parent training literature in that much of this body of literature fails to demonstrate use 

of programs/interventions both grounded in theory and empirically supported 

(American Psychological Association, 2005).  
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Ideally, prevention and intervention programs available for adolescent mothers 

and their children would include a number of features contained within evidence-

based parent training programs. For example, the use of outcome measures with 

adequate psychometric properties, behavioral observations to assess dyadic 

interactions, structured treatment protocol, non-punitive behavior management 

strategies with live coaching, and a more direct assessment and manipulation of child 

neglect and abuse potential could be targeted within the context of an evidence-based 

parent training program such as Parent-Child Interaction Therapy (PCIT; McNeil & 

Hembree-Kigin, 2010). Although not yet offered with the adolescent mother 

population, a number of reasons to consider PCIT have been identified. Strengths of 

this approach would include the program’s evidence-based nature (i.e., theoretically 

driven and empirically-supported) (McNeil & Hembree-Kigin, 2010), efficacy and 

effectiveness with diverse populations (Brinkmeyer & Eyberg, 2003; Capage et al., 

2001), and the reliance on assessment to inform treatment (McNeil & Hembree-Kigin, 

2010). PCIT has also demonstrated high consumer satisfaction (Brestan, Jacobs, 

Rayfield, & Eyberg, 1999). Specific to the treatment components identified as 

important to consider in implementing parent training with adolescent mothers, PCIT 

would allow for adolescent mothers to gain social support via positive reinforcement 

(Borrego & Urquiza, 1998), as well as coaching and immediate feedback on their 

parenting behaviors (McNeil & Hembree-Kigin, 2010). These, combined with 

increased treatment accessibility (e.g., provision of childcare during services) and a 

psychoeducational component to teach child development and developmentally 

appropriate, non-punitive discipline strategies, could reduce their risk of child neglect 

and maltreatment (Chaffin, Funderburk, Bard, Valle, & Gurwitch 2011; Thomas & 

Zimmer-Gembeck, 2011) (see Appendix for Extended Literature Review).  

Limitations to Previous Research 

A number of limitations are evident in the adolescent parent training literature. 

The first limitation noted is methodological in nature. Methodological weaknesses 

included the failure to adequately assess outcome with psychometrically sound 
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measures (e.g., Barnet et al., 2007; Deutscher et al., 2006; Key et al., 2001). 

Additionally, conclusions drawn about treatment outcome, in many studies, relied 

entirely on self-report measures (e.g., Amin et al., 2006; Barnet et al., 2007; Harris & 

Franklin, 2003; Mann et al., 2007; McDonald et al., 2008; Thomas & Looney, 2004; 

Turner et al., 2007), with little use of behavioral observations (e.g., Deutscher et al., 

2006; Gallagher et al., 2007; Mayers et al., 2008). A potential consequence of this 

approach to assessment is the threat to research validity due to self-report and mono 

method bias (Kazdin, 2003).  

A second limitation noted involved gaps in the literature with regards to the 

types of variables targeted. For example, while there seems to be an abundance of 

research conducted to directly increase treatment accessibility, maternal support, 

knowledge of childhood development, and maternal relationship-building behaviors 

used with children (e.g., Akers & Mince, 2008; Harris & Franklin, 2003; Mayers et al., 

2008; Turner et al., 2007), little emphasis is placed on adequately assessing or actually 

targeting the adolescent mother’s role in managing her children’s behaviors. 

Adolescent mother-child interactions have not been addressed in the context of 

modifying maternal behavior such that mothers develop and use appropriate and 

effective child behavior management strategies. 

The third limitation identified calls into question the interventions and 

treatment components used in parent training with adolescent mothers. Most programs 

were comprehensive in nature (e.g., Amin et al., 2006; Barnet et al., 2007), which 

resulted in limitations in drawing conclusions about treatment effectiveness, 

identifying effective components of treatment programs, generalization of findings, 

and the ability to replicate studies (e.g., Barnet et al., 2007; Mann et al., 2007; Mayers 

et al., 2008; Sadler & Cowlin, 2002; Thomas & Looney, 2004). Treatment integrity, 

for some studies, was also in question as the protocol for the intervention was left 

loosely defined and difficult to assess for fidelity (e.g., the use of an “eclectic 

framework to be adapted by the therapist/group leader to fit the needs of the group”) 

(Thomas & Looney, 2004, p. 68).  
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A final, but related, limitation identified in previous research included the lack 

of evidence-based parent training programs offered to adolescent mothers and their 

children. Specifically, the effectiveness and social validity of evidence-based parent 

training programs, that include the four components described above, have not yet 

been assessed with this population. Much evidence has been generated to suggest that 

such a parent training program would increase maternal support, improve the 

adolescent mother-child relationship, enhance behavior management strategies, and 

hence reduce the potential for neglect and abuse (e.g., Brestan et al., 1999; 

Brinkmeyer & Eyberg, 2003; Capage et al., 2001; Chaffin et al., 2011; Thomas & 

Zimmer-Gembeck, 2011; Ware et al., 2008). Given the increased risk to engage in 

neglectful and abusive parenting that adolescent mothers’ experience, the use of 

behavioral assessments, targets, and treatment components are warranted (Miller et al., 

2005; Schellenbach, Leadbeater, & Moore, 2004). 



 Texas Tech University, Katrina L. Cook, December 2014 

 

13 

 

CHAPTER II 

CURRENT STUDY 

Purpose, Research Questions, and Hypotheses 

The purpose of the current study was to provide adolescent mothers of 

preschool-aged children with an evidence-based parent training program to increase 

the use of positive parenting skills by mothers, decrease child behavior problems, 

improve perceived quality of the mother-child relationship, reduce child abuse 

potential, and increase maternal knowledge of childhood developmental milestones. 

As discussed in greater detail above, adolescent mothers have been found to be less 

knowledgeable about childhood development and less tolerant of their children’s 

behavior problems. They have been found to view their children’s behaviors as more 

problematic than older mothers and are more likely to endorse and use more punitive 

discipline strategies. These correlates of adolescent motherhood have also been 

associated with an increased risk to engage in neglectful and abusive parenting. By 

providing an intervention to improve mother-child interactions, promote non-punitive 

discipline with their young children, and increase maternal knowledge, abuse potential 

(i.e., risks consistent with those who have engaged in abusive parenting practices) 

among adolescent mothers could be reduced. To assess the outcome of this study, the 

following hypotheses were proposed. 

Research Question 1: Will adolescent mothers acquire positive parenting skills?   

Hypothesis 1a: Mothers will demonstrate an increased frequency of positive 

behaviors (i.e., labeled praises, unlabeled praises, reflections, behavior 

descriptions, positive touch; Table 2.1) from baseline to post-treatment as 

measured by DPICS (see DPICS description below). 

Hypothesis 1b: Mothers will demonstrate an increased frequency of positive 

behaviors (i.e., labeled praises, unlabeled praises, reflections, behavior 
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descriptions, positive touch) from baseline to one-month follow-up as 

measured by DPICS (see DPICS description below). 

Hypothesis 1c: Mothers will demonstrate a decreased frequency of 

inappropriate behaviors (i.e., questions, negative talk, negative touch) from 

baseline to post-treatment as measured by DPICS (see description of DPICS 

below). 

Hypothesis 1d: Mothers will demonstrate a decreased frequency of 

inappropriate behaviors (i.e., questions, negative talk, negative touch) from 

baseline to one-month follow-up as measured by DPICS (see description of 

DPICS below).  

Hypothesis 1e: Mothers will demonstrate an increased frequency of direct 

commands, compared to indirect commands, from baseline to post-treatment 

as measured by DPICS (see description of DPICS below).   

Hypothesis 1f: Mothers will demonstrate an increased frequency of direct 

commands, compared to indirect commands, from baseline to one-month 

follow-up as measured by DPICS (see description of DPICS below).   

Adolescent mothers have demonstrated improved parenting practices following 

behavioral modification in previous studies (Deutscher et al., 2006; Gallagher et al., 

2007; Koniak-Griffin et al., 1992). PCIT has been found to be effective in both 

increasing positive verbalizations and decreasing inappropriate verbalizations among 

diverse and at-risk parents (Brinkmeyer & Eyberg, 2003; Chaffin et al., 2011; Capage 

et al., 2001; Thomas & Zimmer-Gembeck, 2011). Although PCIT had not yet been 

used with adolescent mothers, it was expected that they would respond to PCIT 

similarly. 
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Table 2.1 Parent Behavioral Codes for the Dyadic Parent-Child Interaction Coding 

System, Third Edition 
 

 

Category 
  

Definition 

 

Positive Behaviors:  

Labeled Praise Provides a positive evaluation of a specific 

behavior, activity, or product of the child 

Unlabeled Praise   Provides a positive evaluation of the child, an  

attribute of the child, or a nonspecific activity, 

behavior, or product of the child 

Reflection    Declarative phrase or statement that has the same  

meaning as the child verbalization; may 

paraphrase or elaborate upon the child’s 

verbalization, but may not change the meaning 

of the child’s statement or interpret unstated 

ideas verbalization 

Behavior Description Non-evaluative, declarative sentences or phrases 

in which the subject is the other person and the 

verb describes that person’s ongoing or 

immediately completed (< 5 sec.) observable 

verbal or nonverbal behavior  

Positive Touch  Any intentional positive physical contact  

between parent and child 

Inappropriate Behaviors: 

Question Verbal inquiry requesting child provide 

information or a descriptive/reflective (i.e., “yes” 

or “no”) response 
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Table 2.1 Continued 
 

 

Category 
  

Definition 

 

Negative Talk Verbal expression of disapproval of the child or 

the child’s attributes, activities, products, or  

choices. Also includes sassy, sarcastic, rude, or  

impudent speech 

Negative Touch   Any physical touch intended to be directive,  

antagonistic, aversive, hurtful, or restrictive of 

child’s activity 

Other Behaviors of Interest: 

Direct Command   Declarative statement that contain an order or  

direction for a vocal or motor behavior to be 

performed and indicate that the child is to 

perform this behavior 

Indirect Command  A suggestion for a vocal or motor behavior to be 

performed that is implied or stated in question 

form  
 

 

Research Question 2: Will adolescent mothers report fewer child behavior 

problems? 

Hypothesis 2a: Mothers will report a decrease in their children’s behavior 

problems (e.g., non-compliance, physical aggression) from baseline to post-

treatment per ECBI score (see description of ECBI below). 

Hypothesis 2b: Mothers will report a decrease in their children’s behavior 

problems (e.g., non-compliance, physical aggression) from baseline to one-

month follow-up per ECBI score (see description of ECBI below). 

It was hypothesized that adolescent mothers would report fewer child behavior 

problems following the intervention as a function of their use of behavioral principles 



 Texas Tech University, Katrina L. Cook, December 2014 

 

17 

 

learned and utilized in PCIT. It was expected that mothers’ use of social reinforcement 

to attend to desired child behaviors, while actively ignoring inappropriate child 

behaviors, would result in a decrease in mother-reported child behavior problems 

similar to that demonstrated in older mothers (Brinkmeyer & Eyberg, 2003; 

Schuhmann et al., 1998; Thomas & Zimmer-Gembeck, 2007).  

Research Question 3: Will adolescent mothers report an improved mother-child 

relationship (e.g., maternal satisfaction, involvement, effective communication, 

limit setting)?  

Hypothesis 3a: Mothers will report an increase in maternal satisfaction from 

baseline to post-treatment per the PCRI Parental Satisfaction subscale (see 

description of PCRI below). 

Hypothesis 3b: Mothers will report an increase in maternal satisfaction from 

baseline to one-month follow-up per the PCRI Parental Satisfaction subscale 

(see description of PCRI below). 

Hypothesis 3c: Mothers will report an increase in involvement with their 

children from baseline to post-treatment per the PCRI Involvement subscale 

(see description of PCRI below). 

Hypothesis 3d: Mothers will report an increase in involvement with their 

children from baseline to one-month follow-up per the PCRI Involvement 

subscale (see description of PCRI below). 

Hypothesis 3e: Mothers will report an increase in effective communication 

with their children from baseline to post-treatment per the PCRI Effective 

Communication subscale (see description of PCRI below). 

Hypothesis 3f: Mothers will report an increase in effective communication with 

their children from baseline to one-month follow-up per the PCRI Effective 

Communication subscale (see description of PCRI below). 

Hypothesis 3g: Mothers will report an improvement in limit setting with their 

children from baseline to post-treatment per the PCRI Limit Setting subscale 

(see description of PCRI below). 
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Hypothesis 3h: Mothers will report an improvement in limit setting with their 

children from baseline to one-month follow-up per the PCRI Limit Setting 

subscale (see description of PCRI below). 

Adolescent mothers were expected to experience improvements in maternal 

satisfaction, involvement with their children, effective communication, and limit 

setting. These are all areas in which adolescent mothers tend to demonstrate deficits 

compared to older mothers (Reis, 1989). These are also areas in which improvement is 

expected as a function of increased knowledge of childhood development and non-

punitive behavior management strategies, as deficits have been linked to less 

knowledge and experience with non-punitive discipline techniques (Combs-Orme & 

Cain, 2008; Dallas et al., 2000; East & Felice, 1996).  

Research Question 4: Will adolescent mothers’ child abuse potential (i.e., 

behaviors and risks endorsed by those who have engaged in abusive parenting 

practices) decrease?  

Hypothesis 4a: Mothers will report decreased use of harsh/punitive discipline 

strategies from baseline to post-treatment per the PPI Physical Punishment 

and PPI Harsh/Inconsistent subscales (see description of the PPI below).  

Hypothesis 4b: Mothers will report decreased use of harsh/punitive discipline 

strategies from baseline to one-month follow-up per the PPI Physical 

Punishment and PPI Harsh/Inconsistent subscales (see description of the PPI 

below).   

Hypothesis 4c: Mothers will report decreased child abuse potential from 

baseline to post-treatment per the BCAP Inventory (see description of the 

BCAP Inventory below).  

Hypothesis 4d: Mothers will report decreased child abuse potential from 

baseline to one-month follow-up per the BCAP Inventory (see description of 

the BCAP Inventory below). 

It was hypothesized that adolescent mothers who participate in PCIT with their 

children would report less frequent and less punitive discipline strategies, as well as 
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experience a reduction in child abuse potential. PCIT has been used with populations 

at increased risk to neglect and abuse their children. These families have demonstrated 

clinically significant reductions in re-abuse rates following participation in parent 

training programs, such as PCIT (Chaffin et al., 2011; Chaffin et al., 2004; Thomas & 

Zimmer-Gembeck, 2011).  

Research Question 5: Will adolescent mothers acquire information about 

childhood (i.e., infancy through school-aged) development? 

Hypothesis 5a: Mothers will report childhood developmental milestones with 

increased accuracy from baseline to post-treatment per the KIDS (see 

description of the KIDS below). 

Hypothesis 5b: Mothers will report childhood developmental milestones with 

increased accuracy from baseline to one-month follow-up per the KIDS (see 

description of the KIDS below). 

Although previous studies indicate that adolescent mothers are capable of learning and 

retaining information about childhood development (Barnet et al., 2007; Kissman, 

1992; Miller & Dyk, 1991), a limitation in the adolescent parent training literature 

included that of the consequences of using comprehensive programs with this 

population (Amin et al., 2006; Barnet et al., 2007; Miller & Dyk, 1991; Solomon & 

Liefeld, 1998). For the current study, it was hypothesized that adolescent mothers 

would learn and retain knowledge of childhood development delivered as a brief 

psychoeducational addition to the evidence-based parent training program.  

Research Question 6: Will adolescent mothers report satisfaction with the 

process and outcome of the parent training intervention?  

Hypothesis 6a: Mothers will rate the parent training intervention as 

satisfactory at post-treatment per the TAI (see description of the TAI below). 

Hypothesis 6b: Mothers will rate the parent training intervention as 

satisfactory at one-month follow-up per the TAI (see description of the TAI 

below). 
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Because PCIT has not been used with adolescent mothers, and given high attrition 

rates among this population (Thomas & Looney, 2004), it is important to assess for 

social validity as it has been found to be a significant component of positive treatment 

outcome (Wolf, 1978). One index of social validity is consumer satisfaction, the extent 

to which the participant liked the intervention provided. Specifically, consumer 

satisfaction provides information about participants’ opinions about the process of 

therapy, as well as the outcome of therapy. PCIT has been found to demonstrate good 

consumer satisfaction (Brestan et al., 1999). It was expected that adolescent mothers 

would also find the process and outcome of PCIT to be satisfactory. 

Methods 

Participants 

The current study used a single-subject, combined-series, multiple baseline 

design (Hayes, Barlow, & Gray, 1999; Kazdin, 2011). This design requires a 

minimum of two participants, each with a minimum of two baseline assessments, in 

order to achieve the power necessary to identify the point at which change occurs 

(Kazdin, 2011). However, in an effort to increase power and minimize the potential 

for Type I error, a sample size of five was sought. Although six participants completed 

baseline assessments, only one participant completed treatment. The one participant 

completed three baseline assessments, improving the power of this single-subject 

design through the demonstration of stability of baseline measures, as well as 

replication of treatment effectiveness across phases of treatment within a subject.   

Participants were recruited through Lubbock County, Texas school districts, 

state and federal funded agencies, and non-profit organizations, as well as through a 

Utah County, Utah community mental health center. Participants included six young 

mothers between the ages of 18- and 23-years at baseline (M = 20.6, SD = 1.75), 

parenting at least one child (M = 1.83, SD = .98) age 2-years or older (M = 3.33, SD = 

.94). Additional participant characteristics are provided in Table 2.2. Additionally, 

Table 2.3 allows for comparison between the completing participant and the rest of the 
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sample to assess for differences that may have influenced her completion of treatment, 

while the rest terminated prematurely. Notable demographic differences between the 

completing participant and the rest of the sample (n = 5) included: age at delivery of 

first child (18-years; M = 16.4, SD = 1.14, 95% CI [14.98, 17.82]), female gender of 

target child, age of target child (2-years; M = 3.6, SD = .89, 95% CI [2.49, 4.71]), 

residence with fiancé (vs. mother, family members), and education (14-years; M = 

11.5, SD = 1, 95% CI [9.91, 13.09]). 

Table 2.2 Participant Characteristics  

Measures & Subscales 

 

M (SD) 

(n = 5) 

 

Freq 

(n = 5) 

95% CI 

 

Completing  

Participant 
 

Maternal age at baseline 

(years) 

20.8 (1.92)  [18.41, 23.19] 20 

Maternal age at first delivery 

(years) 
16.4 (1.14)  [14.98, 17.82] 18* 

Maternal ethnicity     

     Hispanic/Latina  2   

     Caucasian  2  1 

     Multiracial/Multiethnic  1   

Number of children in home 2.0 (1.0)  [0.76, 3.24] 1 

Age of target child (years) 3.6 (0.89)  [2.49, 4.71] 2* 

Gender of target child     

     Male  5   

     Female  0  1 

Current romantic partnership     

     Yes  3  1 

     No  2   

Last grade completed 11.5 (1.0)  [9.91, 13.09] 14* 
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Table 2.2 Continued 

Measures & Subscales 

 

M (SD) 

(n = 5) 

 

Freq 

(n = 5) 

95% CI 

 

Completing 

Participant 
 

Employment 
    

     Part-time  3  1 

     Not working, but looking  1   

     Not working, no looking  1   

Receiving assistance  5  1 

*Score is outside found to be outside of 95% CI for sample. 

 

Table 2.3 Baseline Sample Means and Baseline Scores for Completing Participant 

Measures 

& Subscales 

M (SD) 

(n = 5) 
95% CI Completing 

Participant 

 

ECBI     

   Intensity   155.4 (16.70)          [134.66, 176.14] 180* 

   Problem   33.8 (3.36)            [29.29, 38.31]  32**        

PCRI 

   Parental Support   22.6 (6.43)            [14.62, 30.58]   23        

   Satisfaction    36.4 (2.30)            [33.54, 39.26]  32*  

   Involvement   49.8 (3.56)            [45.37, 54.23]  44*        

   Communication   29.2 (2.28)            [26.37, 32.03]  27        

   Limit Setting   28.8 (3.19)            [24.83, 32.77]  31        

   Autonomy    25.0 (3.32)  [20.88, 29.12]  25        

   Role Orientation   27.2 (1.92)  [24.81, 29.59]  29        

PPI 

   Appropriate Discipline 4.52 (.76)  [3.58, 5.47]  3.33* 

   Harsh/Inconsistent  2.90 (.56)  [2.2, 3.59]  2.20        
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 Table 2.3 Continued 

Measures 

& Subscales 

M (SD) 

(n = 5) 
95% CI Completing 

Participant 

 

PPI (continued) 

   Positive Verbal   4.62 (.77)  [3.67, 5.58]  4.67        

   Physical Punishment 2.37 (.96)  [1.18, 3.56]  1.17*        

   Praise/Incentives  4.82 (1.08)  [3.48, 6.16]  3.91 

   Clear Expectations  3.57 (.95)  [2.39, 4.75]  3.00 

BCAP     10.4 (5.98)  [2.97, 17.83]   4  

KIDS    33.8 (3.63)   [29.29, 38.31]  28*        

PSI-SF  

   Parental Distress   34.00 (6.98)  [22.9, 45.1]  24 

   P-C Dysfunction       24.25 (3.78)  [18.25, 30.25]  31* 

   Difficult Child  30.75 (4.65)  [23.36, 38.14]  46*        

   Total Stress    89.00 (12.75)      [68.71, 109.29] 101        
   

*Score was found to be outside of 95% CI for sample. 

Inclusion and exclusion criteria were amended over the course of the study to 

improve recruitment and retention efforts (see Results section for more details). 

Specifically, while mothers must have been 18-years or younger at delivery of the 

child, maximum age at baseline was extended from 21- to 23-years. Additionally, 

mothers were to be parenting no more than one child at baseline and target child was 

to be no younger than 3-years of age. These criteria were also extended to include 

mothers of more than one child and children no younger than 2-years of age.  

Materials 

Demographic Questionnaire. Mothers completed a short, self-report, 

demographic questionnaire, which included ethnicity, maternal age at baseline and age 

at first delivery, educational level, socioeconomic status, relationship status, living 
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arrangement, and the number and age of children living in the home (i.e., their own 

children, as well as others’ children). Although the demographic questionnaire was 

only administered at baseline assessment, a brief check-in at subsequent assessment 

points evaluated for changes in relationship status, living arrangement, and 

employment. 

Clinical Intake Form. Mothers provided responses to the Clinical Intake 

Form within the context of a semi-structured interview. Mothers provided open-ended 

responses to questions about their children’s problem behaviors, as well as discipline 

strategies used and determined by participants to be more or less effective with their 

children. Mothers also responded to questions pertaining to their children’s health, 

including eating and sleeping habits.  

Dyadic Parent-Child Interaction Coding System, Third Edition (Eyberg, 

Nelson, Duke, & Boggs, 2009). The quality of mother-child dyads’ social interactions 

were analyzed via behavioral coding using the DPICS-III. Three, 5-minute, semi-

structured situations were coded: Child-Led Play (CLP), Parent-Led Play (PLP), and 

Clean-Up (CU). During CLP, mothers were instructed to follow their children’s lead 

in the play. During PLP, mothers were instructed to engage their children in an 

activity of the mothers’ choice. Finally, during CU, mothers were instructed to have 

their children pick up and put away the play materials. The frequency of specific 

maternal verbalizations were recorded. Positive behaviors include labeled and 

unlabeled praises, reflections, behavior descriptions, and positive touch. Inappropriate 

behaviors included questions, negative talk, and negative touch. Other behaviors of 

interest included direct and indirect commands.   

The DPICS has demonstrated adequate inter-observer reliability of videotaped 

coding of categories across CLP, PLP, and CU situations during mother-child 

interactions (Cohen’s Kappa ranged from .46 to .86; Bessmer, Brestan & Eyberg, 

2005). For the current study, dyads were observed during CLP, PLP, and CU at 

baseline (and multiple baseline assessments, when applicable), mid-treatment, and 

post-treatment. Observation at one-month follow-up were proposed, but unfortunately 



 Texas Tech University, Katrina L. Cook, December 2014 

 

25 

 

those data could not be obtained. Additionally, because DPICS observations were used 

to indicate mothers’ proficiency of skills, coding occurred at the beginning of every 

treatment session. Specifically, during the first phase of treatment (i.e., Child-Directed 

Interaction; CDI), dyads were observed at the beginning of every session for the five 

minute CLP. During the second phase of treatment (i.e., Parent-Directed Interaction; 

PDI), dyads were observed at the beginning of every session per the treatment manual 

(i.e., CLP and/or PLP).  

Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus, 1999). The 

ECBI is a 36-item parent-report scale of problem behaviors in children between the 

ages of 2- and 16-years. Mothers indicated the frequency of problem behaviors using a 

7-point Likert scale (1 = Never to 7 = Always) (Intensity scale). They also indicated 

whether or not the behavior is perceived to be problematic by labeling each behavior 

“Yes” or “No” (Problem scale). Cutoff scores of 131 (Raw Intensity score) and 15 

(Raw Problem score) were used to indicate clinical significance (Colvin, Eyberg, & 

Adams, 1999). This measure has been shown to have good psychometric properties 

(Calzada, Eyberg, Rich, & Querido, 2004).  Both Intensity and Problem scales have 

been found to demonstrate adequate internal consistency (Intensity = .95, Problem = 

.92) and test-retest reliability (Colvin et al., 1999; Eyberg & Pincus, 1999). Test-retest 

reliability of the Intensity scale has been reported for 12-weeks (r = .80) and 10-

months (r = .75; Funderburk, Eyberg, Rich, & Behar, 2003).  

Parent-Child Relationship Inventory (PCRI; Gerard, 1994). Mothers’ 

attitudes toward parenting and their children were assessed using the PCRI. This 78-

item, parent-report measure requires a response of “strongly agree” to “strongly 

disagree” along a 4-point Likert scale. Seven content scales reflect major features of 

parenting and the parent-child relationship including Parental Support, Satisfaction 

with Parenting, Involvement, Communication, Limit Setting, Autonomy, and Role 

Orientation. While only the scales reflecting maternal satisfaction, involvement with 

their children, effective communication, and limit setting were used in hypothesis 

testing, all subscales scores were calculated. Validity scales include those of social 
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desirability and the tendency to respond inconsistently. High scores on the PCRI 

indicate positive parenting practices, while low scores indicate poor parenting. The 

PCRI has been found to demonstrate adequate psychometric properties. Reliability for 

subscales has been found to range from .70 to .88 (Gerard, 1994). Across subscales, 

test-retest reliability for 1-week (ranging from .68 to .93) has been reported (Gerard, 

1994).  

Brief Child Abuse Potential Inventory (BCAP Inventory; Ondersma, 

Chaffin, Mullins, & LeBreton, 2005). The BCAP Inventory is a 34-item self-report 

measure that assesses the potential to engage in abusive behaviors toward children. 

Random Responding (cut-off score = 1) and Lie (cut-off score = 4) scores indicate 

validity. The BCAP Inventory Risk score indicates increased abuse potential when 

elevated to scores between 9 and 11. A Risk score of 12 or greater indicates clinically 

significant abuse potential in that respondents endorse beliefs and experiences 

consistent with those who are abusive toward children. It should be emphasized that 

items on the BCAP reflect risk factors experienced and endorsed by individuals who 

have a history of engaging in abusive practices toward children. The BCAP 

demonstrates adequate psychometric properties with an internal consistency estimated 

at .89 (Ondersma et al., 2005).  

Parenting Practices Interview (PPI; Webster-Stratton, 1998; Webster-

Stratton, 2001). The PPI is a 70-item parent-report used to assess discipline attitudes, 

beliefs, and practices. Clusters of items assess the frequency of parental use of various 

discipline strategies and the frequency, as well as the likelihood, of various parental 

reactions to child behavior (e.g., How likely is it that you would notice (specific child 

behavior problem), but not do anything about it?) on 5- and 7-point Likert scales. 

Parental attitudes and beliefs are also measured using 5- and 7-point Likert scales to 

indicate level of disagreement/agreement with beliefs and attitudes regarding specific 

parenting practices (e.g., rewarding specific child behavior). Summary scales include 

Appropriate Discipline, Harsh and Inconsistent Discipline, Positive Verbal Discipline, 

Physical Punishment, Praise and Incentives, and Clear Expectations. The PPI has 
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demonstrated adequate psychometric properties (Cronbach’s Alpha for subscales 

range from .65 to .87; Posthumus, Raaijmakers, Maassen, Engeland, & Matthys, 

2011).  

The Knowledge Inventory of Behavior and Development: Infancy to 

School-age (KIDS; Fulton, Murphy, & Anderson, 1991). Mothers completed the 

48-item KIDS to assess level of maternal knowledge of child development from 

infancy through school-age (i.e., 6- to 12-years). Items reflect childhood behaviors 

(e.g., “sit alone,” “enjoy telling jokes and riddles”) and participants indicated during 

which age range most children are expected to first engage in the behavior. Age ranges 

are provided for each developmental category: Infancy (birth to 12-months), Toddler 

(1- to 2-years), Preschooler (3- to 5-years), and School-age (6- to 12-years). Higher 

scores indicate a better understanding of child development. The KIDS has been found 

to have good psychometric properties across the five subscales: Total subscale score 

(alpha = .83) (Fulton et al., 1991).  

Therapy Attitude Inventory (TAI; Brestan et al., 1999). Mothers completed 

the TAI, a 10-item self-report measure, which uses a 5-point Likert rating scale to 

assess consumer satisfaction with the process and outcome of therapy. Higher scores 

indicate greater satisfaction with treatment. Items include treatment components such 

as learned parenting practices, perceived parent-child relationship, and treatment 

usefulness. The TAI has been found to demonstrate adequate validity and reliability as 

evidenced in high internal consistency (Cronbach’s Alpha = .91) and test-retest 

coefficient (r = .85; Brestan et al., 1999).  

 Parenting Stress Index, Short Form (PSI-SF; Abidin, 2012). The PSI-SF is 

a 36-item self-report measure to assess stress in the parent-child system via 5-point 

Likert. In addition to Total Stress (TS), three subscales include Parental Distress (PD), 

Parent-Child Dysfunctional Interaction (P-CDI), and Difficult Child (DC). The PSI-SF 

has been found to demonstrate adequate validity and reliability as evidenced in high 

correlation between the Total Score (TS) of the PSI-SF and PSI-4 (r = .98) and test-
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retest reliability over a 6-month retest interval (r = .84 for TS; .85 for PD; .68 for P-

CDI; and .78 for DC). 

Procedure 

The present study was conducted at both the Parent-Child Interaction Therapy 

lab at Texas Tech University Psychology Clinic and the American Fork Family Clinic 

in the Wasatch Mental Health system, a community mental health center in Utah 

County, Utah. Direct and indirect recruitment of participants occurred in Lubbock 

County, Texas for almost one calendar year (i.e., January to late November, 2013). In 

that time, approximately 50 adolescent mothers were present during direct recruitment 

attempts (i.e., two support group meetings, one physical/mental health fair). 

Additionally, indirect recruitment occurred via the partnership of the research team 

with seven Lubbock area organizations serving adolescent mothers, which agreed to 

provide handouts and make referrals. Direct recruitment through these organizations 

was not permitted due to agency policies restricting contact between researchers and 

clients. Over the course of the year, twelve adolescent mothers expressed interest in 

participating (i.e., provided their contact information to complete screening or 

schedule an appointment), but only three began the research protocol. One of the three 

participants dropped out following the psychoeducational session, while the other two 

dropped out within the first two baseline sessions due to their verbally reported 

barriers to treatment (e.g., lack of transportation, conflict with family, complications 

with custody).  

Due to failure to recruit and retain participants in Lubbock, recruitment efforts 

were shifted to a Medicaid-funded, community mental health center in Utah County, 

Utah. Recruitment in Utah lasted five months (February to July, 2014). A wait-list of 

approximately 100 families waiting to participate in the community mental health 

center’s preschool behavioral program was provided. Approximately 80 of the 

families on the wait-list had children who met the current study’s eligibility criteria, 

but none of the parents met the young age requirement (i.e., 23-years or younger at 

baseline and 18-years or younger at birth of first child). Instead, four adolescent 
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mothers were referred to the researcher for treatment by their intake worker/therapist. 

Of the four adolescent mothers referred, all seemed to meet eligibility criteria and all 

were seeking treatment for child behavior problems. Subsequently, one participant 

was eliminated from the study due to fabricated demographic data, one dropped out 

after two baseline sessions due to verbally reported barriers (e.g., husband released 

from jail/relapsed/placed in residential treatment; homelessness), another dropped out 

at mid-treatment due to verbally reported barriers (e.g., work schedule, lack of 

transportation, loss of Medicaid funding, legal pursuit of employer due to failure to 

pay), and the fourth completed treatment.   

Although recruitment spanned school districts, state/federal-funded agency, 

non-profit organization, and community mental health center, all participants were 

recruited through a single non-profit organization in Lubbock, Texas (n = 3) and a 

community mental health center in Utah County, Utah (n = 3). Overall, it is estimated 

that 14% of the directly approached sample were recruited and completed at least one 

baseline assessment session. Despite an attrition rate of 83% and sample size of one 

actually completing treatment, statistical analyses were completed as proposed. 

Caution should be used in the interpretation and generalization of these results.  

Mothers who were interested in participating were screened for eligibility 

based on the inclusion and exclusion criteria. Eligible mothers provided informed 

consent and were scheduled for baseline assessment. All mother-child dyads were to 

receive the proposed intervention, as well as a monetary incentive for participation in 

the study. Each mother received $10 per baseline assessment, $15 at mid-treatment, 

and $20 at post-treatment assessment. 

Assessment. Once informed consent was gained, a 2-hour, baseline assessment 

was scheduled. This assessment included the completion of the initial clinical 

interview, self-report measures, and behavioral observation of each mother-child dyad. 

Subsequent baseline assessments required less than 1-hour as participants only 

completed the ECBI and were observed during CLP, PLP, and CU with their children. 

Once the intervention was introduced (i.e., beginning with the psychoeducation 
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session), participants completed the ECBI and were observed during play with their 

children for 5-minutes during every session. Mid- and post-treatment assessment 

occurred during a 30-minute assessment session. During these sessions, behavioral 

observations were collected and self-report measures were returned. Mid- and post-

treatment self-report measures were sent home with mothers to return during their 

assessment session (Table 2.4). 

Table 2.4 Assessment Schedule 

Measure Baseline 

 

Multiple 

Baseline(s) 
Mid-(CDI) Post-(PDI) 

 

1-month 

FU 

 

Demographic 

 

X 
    

Clinical Intake X     

DPICS X X X X X 

KIDS X  X X X 

ECBI X X X X X 

PCRI X  X X X 

PPI X  X X X 

BCAP Inventory X  X X X 

PSI-SF X  X X X 

TAI   X X X 

 

Treatment. Once baseline data were collected, the mother-child dyad attended 

the psychoeducational session. During this session, the dyad was observed in play (as 

mentioned above) and then children played independently or with a research assistant 

while mothers received information pertaining to child development, as well as a 

rationale for the use of developmentally appropriate, non-punitive discipline strategies 

with young children. Psychoeducational material was adapted from the Centers for 

Disease Control and Prevention’s Developmental Milestones webpage (2012), as well 

as a current developmental psychology textbook (Feldman, 2011). Material included 

the physical, emotional, cognitive, and social domains of child development.  
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After completing the psychoeducational session, participants began Parent-

Child Interaction Therapy (PCIT; McNeil & Hembree-Kigin, 2010). PCIT is a 

behavioral parent training program targeting 2- to 6-year-old children presenting with 

behavior problems and their parents. PCIT integrates attachment theory and behavioral 

principles within the context of parenting (McNeil & Hembree-Kigin, 2010). While 

normally completed over the course of 14 to 16, 1-hour weekly sessions, PCIT is 

mastery-based and requires that mothers master one set of skills prior to moving on to 

the next component of treatment. A consequence of using a mastery-based treatment is 

the potential for dyads to complete treatment in fewer or more sessions than the 

standard 16-sessions. It was noted that the present dyad completed treatment in 17 

sessions, including the psychoeducational session and all assessment sessions. The 

first treatment phase of PCIT is the Child-Directed Interaction (CDI) phase. Mothers 

attended a didactic session during which they learned to provide their children with 

positive attention and social reinforcement when behaviors are appropriate. Skills 

taught during the CDI didactic, referred to as PRIDE skills, include Praise, Reflection, 

Imitation, Description, and Enthusiasm. Mothers were also taught to avoid using 

Questions, Commands, and Critical Statements as they are considered to be directive 

and counter-indicated during the relationship building phase of treatment. 

Furthermore, mothers were taught to ignore when their children’s behaviors were 

undesirable or inappropriate. The use of social reinforcement and differential attention 

was explained in the context of increasing the frequency of appropriate child 

behaviors and reducing the frequency of behaviors which are considered to be 

problematic, respectively. Appropriate toys to be used during this play time were 

discussed and the importance of practicing the skills daily was emphasized. During 

subsequent CDI sessions, therapists coached and provided immediate feedback and 

social reinforcement to mothers during real-time play with their children using a one-

way mirror/audio-video feed and a Bluetooth device.  Homework was assigned to 

practice CDI skills for 5-minutes daily, which was to be tracked by mothers on the 

CDI Homework Sheet, and discussed during the following session. Additionally, 
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weekly progress was assessed during a 5-minute behavioral observation at the 

beginning of the session, during which CDI skills are tracked. Maternal behaviors 

were coded and the frequency of each behavior was tallied according to the skills 

described in Table 2.1, on the CDI Coding Sheet.  

Once mothers demonstrated mastery of CDI skills (i.e., minimum of ten 

labeled praises, 10 reflections, 10 behavior descriptions, and no more than three 

questions, commands, and critical statements in a 5-minute period; McNeil & 

Hembree-Kigin, 2010), a mid-assessment session was conducted, followed by the 

second phase of treatment, Parent-Directed Interaction (PDI). The remaining 

participant attended a didactic session during which she learned to issue effective 

commands and initiate and follow through with an appropriate response (i.e., labeled 

praise for compliance or warning/structured time-out procedure when child is non-

compliant). After practicing the time-out procedure via role-play, the participant was 

provided with information to promote her success in implementing this non-punitive 

discipline strategy at home. Problem-solving on this topic occurred. The time-out 

procedure was taught to her child using a developmentally appropriate strategy (e.g., 

“Mr. Monkey”). She had the opportunity to practice PDI skills with her child. During 

this practice time, the participant was provided with live coaching from the therapist, 

as well as feedback and positive reinforcement for appropriate maternal behaviors.  

Throughout the intervention, mothers were asked to practice skills learned 

during 5-minute homework to occur outside of sessions (Appendices M and N). 

Problem-solving was conducted as necessary and the therapist provided guidance 

regarding generalization of skills and procedures to settings outside of therapy. During 

subsequent PDI coaching sessions, a 5-minute behavioral observation occurred at the 

beginning of the session to assess weekly maintenance of CDI skills and progress of 

PDI skills using the CDI and PDI Coding Sheet. Termination of therapy occurred once 

the participant demonstrated mastery of skills during PLP behavioral observations 

(i.e., 75% effective commands, 75% appropriate response [i.e., labeled praise or time-

out], and time-out procedure performed correctly; McNeil & Hembree-Kigin, 2010). 
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When treatment was complete, the participant completed the post-treatment 

assessment (Table 2.5).   

Table 2.5 Proposed Procedural Outline 

Session 

 

Activity 
 

Dyad #1 
 

Dyad #2 
 

Dyad #3 
 

Dyad #4 

 

1 

 

Baseline 

 

Baseline 

 

Baseline 

 

Baseline 

2 Psychoed Baseline #2 Baseline #2 Baseline #2 

3 CDI Teach Psychoed Baseline #3 Baseline #3 

4 CDI Coach 1 CDI Teach Psychoed Baseline #4 

5 CDI Coach 2 CDI Coach 1 CDI Teach Psychoed 

6 CDI Coach 3 CDI Coach 2 CDI Coach 1 CDI Teach 

7 CDI Coach 4 CDI Coach 3 CDI Coach 2 CDI Coach 1 

8 Mid-assess CDI Coach 4 CDI Coach 3 CDI Coach 2 

9 PDI Teach Mid-assess CDI Coach 4 CDI Coach 3 

10 PDI Coach 1 PDI Teach Mid-assess CDI Coach 4 

11 PDI Coach 2 PDI Coach 1 PDI Teach Mid-assess 

12 PDI Coach 3 PDI Coach 2 PDI Coach 1 PDI Teach 

13 PDI Coach 4 PDI Coach 3 PDI Coach 2 PDI Coach 1 

14 Post-assess PDI Coach 4 PDI Coach 3 PDI Coach 2 

15 -- Post-assess PDI Coach 4 PDI Coach 3 

16 -- -- Post-assess PDI Coach 4 

17 -- -- -- Post-assess 

18 
1-month  

FU-assess 
-- -- -- 

19  
1-month 

FU-assess 
-- -- 

20   
1-month 

FU-assess 
-- 

21    
1-month 

FU-assess 
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Therapist and coder competence and reliability. Therapists providing 

treatment to mothers were advanced-level graduate students with a minimum of two 

years of intensive training, experience, and ongoing supervision in providing PCIT to 

families in a university-affiliated psychology clinic. Therapists and DPICS coders 

(i.e., graduate-level research assistants) were trained and proficient in using the 

DPICS. Coders were considered to be proficient and reliable once a minimum of 80% 

agreement with the pre-coded recording was achieved (Eyberg, Niec et al., 2009). All 

sessions were coded live in order to gauge progress during the session to inform 

treatment. All sessions were re-coded from digital recordings for research purposes 

and 25% of sessions were coded by a second, graduate-level researcher to assess inter-

rater reliability. Inter-rater reliability for this study was found to be 85.9%.   

Treatment fidelity. PCIT is a manualized treatment, complete with session-

by-session fidelity checklists (Eyberg & Funderburk, 2011). Therapists followed 

treatment protocol as presented in the manual using the fidelity checklist to monitor 

progress through each session. Across sessions, treatment fidelity was found to be 

98.6%. 

Results 

To examine the hypotheses proposed, a single-subject, combined-series, 

multiple baseline design was used to assess for the effectiveness of PCIT plus 

psychoeducation with adolescent mothers (Hayes et al., 1999; Kazdin, 2011). The 

combined-series design incorporated a within-series design (evaluates change within 

various phases of the program) and a between-series design (compares two or more 

treatment components) (Hayes et al., 1999). The within-series element consisted of an 

A/B+C/A/C+D approach such that changes were assessed between baseline (phase A), 

psychoeducation and CDI (phase B + C), and PDI (phase C+D). The between-series 

element allowed for comparisons between treatment components, without sacrificing 

the integrity of the treatment.  

One participant completed treatment when the strong recommendation requires 

at least two participants to achieve the power necessary to identify the point at which 
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change occurs (Kazdin, 2011). Although only one participant completed treatment, 

three baseline assessments were conducted demonstrating stability (i.e., trend) of 

maternal behaviors and mother-reported child behavior problems prior to the onset of 

treatment. Other criteria that were met include assumptions that the data are reliable, 

there is no variability within phases, the behavior is altered when the intervention is 

introduced (i.e., level), and the change observed is significant (i.e., slope).  

Assessment measures chosen, in part, for their adequate psychometric properties, were 

used across observers (e.g., self-report and therapist observation), providing evidence 

that these assumptions were met. Additionally, the frequency of participant behaviors 

was tracked and charted for each session allowing for visual inspection of changes in 

behavior (as evident in the trend, level, and slope of data) as different treatment 

components were introduced. Furthermore, because statistical trends may be 

‘invisible’ using only visual inspection of data (Kazdin, 2011), an additional analysis, 

Simulation Modeling Analysis (SMA), was conducted (Borckardt, 2006; Borckardt et 

al., 2008). 

To assess for maternal skill acquisition, SMA, an ideographic approach to 

investigate changes in participant behavior (Borckardt, 2006; Borckardt et al., 2008), 

or, specific to this study, the behaviors of adolescent mothers, was employed. 

Specifically, SMA allows for the investigation of the empirical probability of finding 

the strength of the relationship found between intervention variables and dependent 

variables among random data points with the same parameters as those of the provided 

data set. Dependent variables were assessed to determine the effects of treatment 

components. Advantages of using time-series analysis include its ability to control 

Type 1 error, account for autocorrelation (i.e., serial dependence or when the error 

terms from one data point to the next are correlated), detect reliable phase effects, and 

evaluate changes in level and slope difficult to discern from visual inspection (Kazdin, 

2011). Additionally, SMA can accommodate a relatively small number of data points 

(i.e., minimum of 10 to 16 data points required per stream, which is approximately 5 

to 8 data points required per phase; Borckardt et al., 2008) compared to traditional 
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time-series analyses, which require a large number of data points. The present study 

met the minimum requirement per phase and stream. The probability of the treatment 

effect size (Pearson’s r) based on certain parameters (i.e., number of observations, 

amount of autocorrelation per phase; Borckardt et al., 2008) was determined.  

Hypothesis 1: Maternal behaviors. In Hypothesis 1a, it was proposed that 

adolescent mothers would demonstrate an increased frequency of positive behaviors 

(i.e., behavioral descriptions, reflections, praises, and positive touch) at post-treatment. 

Using DPICS data from weekly behavioral observations to create data streams, SMA 

revealed that increased frequency of maternal positive behaviors from baseline to post-

treatment was statistically significant (Phase A, M = 1.53; Phase B, M = 15.85; r = 

0.71, p = .01). Hypothesis 1a was supported (Figure 2.1), but Hypothesis 1b was not 

tested due to a lack of follow-up data. In Hypothesis 1c, the researcher proposed that 

adolescent mothers would demonstrate a decreased frequency of inappropriate 

behaviors (i.e., questions, negative talk, and negative touch) from baseline to post-

treatment. SMA revealed that decreased frequency of maternal inappropriate 

behaviors from baseline to post-treatment was statistically significant (Phase A, M = 

4.47; Phase B, M = 1.0; r = -0.63, p = .04). Hypothesis 1c was also supported (Figure 

2.2), but Hypothesis 1d was not tested due to a lack of follow-up data. The researcher 

predicted in Hypothesis 1e that adolescent mothers would use direct commands with 

greater frequency compared to indirect commands from baseline to post-treatment. 

Support was not found for Hypothesis 1e (Phase A, M = 0.72; Phase B, M = 0.30; r = -

0.50, p = .07) (Figure 2.3) and Hypothesis 1f was not tested due to a lack of follow-up 

data. In summary, the participant demonstrated an increase in positive behaviors, a 

decrease in inappropriate behaviors, and no difference in her use of direct versus 

indirect commands.   
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Figure 2.1 Frequency of Observed Maternal Positive Behaviors 

 

 
 

Figure 2.2 Frequency of Observed Maternal Inappropriate Behaviors 
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Figure 2.3 Percentage of Observed Maternal Direct Commands during Child-Led Play 

Although another participant dyad dropped out at mid-treatment, SMA was 

conducted to assess differences in observed maternal positive behaviors, inappropriate 

behaviors, and ratio of direct to indirect command use over the course of the CDI 

component of treatment. Like the participant above who completed treatment, this 

participant demonstrated a statistically significant increase in positive behaviors 

(Phase A, M = 1.2; Phase B, M = 5.5; r = 0.59, p = .03). Unlike the participant above, 

this participant demonstrated no statistically significant differences in her use of 

inappropriate behaviors (Phase A, M = 5.6; Phase B, M = 3.3; r = -0.28, p = .24, n.s.) 

and direct commands (Phase A, M = 0.83; Phase B, M = 0.56; r = -0.29, p = .56, n.s.). 

In summary, while this participant demonstrated an increase in her use of positive 

parenting behaviors from baseline to mid-treatment, she did not demonstrate 

statistically significant differences in her use of inappropriate behaviors or direct 

versus indirect commands.  
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To determine changes in parent-reported frequency of child behavior 

problems, maternal perception of parent-child relationship quality, abuse potential, 

and maternal acquisition of knowledge, the Reliable Change Index (RCI) was 

calculated (Jacobson & Truax, 1991). The RCI reflects not only statistically significant 

changes between assessment points, but indicates clinical significance, as well. 

Significant change from baseline to post-treatment is defined by an RCI of greater 

than an absolute value of 1.96 (p < .05), which reflects a change of two standard 

deviations (Jacobson & Truax, 1991). It is also advised that scores be considered in 

terms of functionality compared to the normative population (Jacobson & Truax, 

1991). Therefore, a statement is included in the description of the results for each 

hypothesis regarding the clinical significance of the level of functioning reflected in 

the initial versus the post-treatment scores.  

Hypothesis 2: Child behaviors. It was proposed in Hypothesis 2a that 

mothers would report a decrease in their children’s behavior problems (e.g., non-

compliance, physical aggression) at post-treatment. Support for the clinical 

significance of the reduction of maternal-reported child behavior problems was found 

by calculating the RCI (-10.38). The participant’s baseline ECBI score was 

consistently in the clinically significant range (> 131), while her post-treatment score 

fell well below the clinical cutoff for this measure (Figure 2.4). Analyses were not 

conducted to assess Hypothesis 2b due to lack of follow-up data. 
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Figure 2.4. Intensity Raw Score of Child Behavior Problems 

Support for the statistical and clinical significance of the reduction of maternal-

reported child behavior problems was also found for the participant who dropped out 

mid-treatment. Her CDI 5 and baseline ECBI scores were used to calculate her mid-

treatment RCI (-7.12). Furthermore, her baseline score fell within the clinically 

significant range, while her CDI 5 score was well below the clinical cutoff score for 

this measure.  

In summary, both participants completing at least one component of treatment 

were found to report fewer child behavior problems (e.g., non-compliance and 

physical aggression) from baseline to their final ECBI score. In both cases, scores 

initially exceeded the clinical cutoff for child behavior problems, but were found to be 

below this cutoff at termination of therapy. 

Hypothesis 3: Mother-child relationship. The PCRI was used to collect 

information regarding Hypothesis 3, in which it was proposed that mothers would 

report improved relationships with their children. Hypothesis 3a stated that mothers 

would report increased maternal satisfaction from baseline to post-treatment. An RCI 
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of 3.98 indicated support for increased maternal satisfaction at post-treatment. 

Additionally, the participant’s baseline score for satisfaction on the PCRI was in the 

problematic range (< 40T), while her post-treatment score fell within the average 

range. Hypothesis 3b and other hypotheses related to one-month follow-up (i.e., 3d, 

3f, and 3h) were not completed due to lack of follow-up data. It was proposed in 

Hypothesis 3c that mothers would report an increase in involvement with their 

children at post-treatment. Support for increased maternal involvement was found via 

RCI (3.45). Although the participant’s baseline involvement was found to be within 

the average range, her post-treatment self-reported involvement was statistically and 

clinically significantly greater. In Hypothesis 3e the researcher stated that mothers 

would report an increase in effective communication with their children at post-

treatment. An RCI of 2.24 provided support for improved communication between the 

participant and her child. Additionally, her baseline score for communication on the 

PCRI was found to be in the seriously problematic range (< 30T), while her post-

treatment score was found to be in the problematic range (< 40T). This difference 

reflects both statistical and clinical change. Finally, it was predicted in Hypothesis 3g 

that mothers would report an improvement in limit setting with their children at post-

treatment. An RCI of 10.71 provided support for improved limit setting. Additionally, 

the participant’s baseline PCRI score for limit setting was in the problematic range (< 

40T), while her post-treatment score was found to be in the average range.   

In summary, the participant reported statistically and clinically significant 

improvements in her satisfaction with parenting, involvement with her child, use of 

effective communication, and appropriate/consistent limit setting from baseline to 

post-treatment. With the exception of the involvement subscale, subscale scores 

reflected functional differences (e.g., improvement from problematic to average). 

Although this was not evident in the involvement subscale, due to the properties of the 

measure (e.g., higher scores reflect greater functioning), the difference between 

baseline and post-treatment scores is still considered to be clinically relevant. 
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Hypothesis 4: Punitive discipline and abuse potential. Two PPI subscales 

(i.e., Physical Punishment and Harsh/Inconsistent Discipline) and the BCAP Inventory 

were used to assess mothers’ use of punitive discipline strategies, as well as abuse 

potential, to the extent that is possible given that the BCAP Inventory actually assesses 

for risk factors consistent with those of adults who engage in child abuse. It was 

predicted in Hypothesis 4a that mothers would report decreased use of punitive 

discipline strategies at post-treatment. No support was found using the PPI for a 

statistically or clinically significant change in the participant’s use of physical 

punishment (RCI = -0.22, n.s.), nor harsh/inconsistent discipline (RCI = -1.10, n.s.) 

from baseline to post-treatment. It is important to note that both of these scores fell 

within the average range at baseline. Statistically and clinically significant changes 

were found, however, in the participant’s self-reported use of appropriate discipline 

(RCI = 4.88) and positive verbal discipline (RCI = 3.60). Both of these scores were 

found to be in the clinical range at baseline, but within the average range at post-

treatment. Hypothesis 4b was not tested due to a lack of follow-up data. It was 

proposed in Hypothesis 4c that mothers would report decreased child abuse potential 

at post-treatment. No support was provided for reduced child abuse potential (RCI = 0, 

n.s.); however, it is important to note that the participant’s baseline and post-treatment 

scores on the BCAP Inventory were both found to be within the average range. 

Hypothesis 4d was not tested due to a lack of follow-up data. 

In summary, while the participant reported improvements in her use of 

appropriate discipline and positive verbal behavior management strategies, statistical 

difference was not evident in changes in her use of physical punishment, nor 

harsh/inconsistent discipline. Additionally, no evidence was found for a decrease in 

abuse potential (i.e., risk factors associated with child abuse potential). It is important 

to note that baseline scores were not elevated regarding physical and/or harsh 

discipline, nor abuse potential.  

Hypothesis 5: Knowledge of childhood development. The KIDS was used to 

assess participants’ knowledge of childhood developmental milestones. In Hypothesis 
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5a it was proposed that mothers would report such milestones with increased accuracy 

at post-treatment. Although upon visual inspection, the participant’s score increased 

from 58.3% at baseline to 66.7% at post-treatment, no support was found to suggest 

that the participant’s knowledge of childhood developmental milestones increased to a 

statistically and clinically significant level (RCI = 1.71, n.s.). Hypothesis 5b regarding 

maternal knowledge at one-month follow-up was not tested due to lack of follow-up 

data. In summary, although it seems that the participant’s knowledge of child 

development improved based on her percentage of correct responses, this 

improvement did not reflect statistical significance. 

Hypothesis 6: Consumer satisfaction. Finally, the TAI was used to assess for 

consumer satisfaction of the intervention. It was proposed in Hypothesis 6a that 

mothers would rate the parent training intervention as satisfactory at post-treatment. 

For the purpose of this study, a sum of 40 (on a scale of 10 to 50) was considered the 

cutoff point for consumer satisfaction. This score is based on the TAI’s qualitative 

descriptors (e.g., rating of 4 represents “somewhat improved” compared to “the same” 

(rating of 3) and “greatly improved” (rating of 5)), as well as evidence that consumer 

satisfaction is lower for those who do not complete treatment (e.g., M = 38.4, SD = 

7.53; Brestan et al., 1999). The TAI score indicated that the participant found the 

intervention to be very satisfactory at post-treatment (TAI score = 50). In other words, 

the participant indicated that the process and outcome of PCIT resulted in great 

improvements in her parenting practices, her relationship with her child, and the utility 

of the treatment and its components.   

 Post hoc analyses were conducted in order to gain a better understanding of the 

specific treatment components that impacted the mother-child relationship. The RCI 

was calculated for each of the measures used, as indicated by statistical and clinical 

difference in the primary analyses; however, to adjust for Type I error inflation per 

Bonferroni adjustments, an RCI of 2.24 (p < .025) was used. Both CDI and PDI 

phases of treatment were found to be associated with differences in mother-reported 

child behavior problems (RCICDI = -7.03; RCIPDI = -3.39), limit setting (RCICDI = 
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4.46; RCIPDI = 6.25), and the self-reported use of appropriate discipline strategies 

(RCICDI = 2.90; RCIPDI = 1.98). The CDI only phase was found to be associated with 

differences in maternal satisfaction (RCI = 3.49), maternal involvement (3.46), 

effective communication (2.80), and positive verbal discipline (3.41). Generally, the 

most notable improvements occurred between baseline and mid-treatment. The 

participant’s satisfaction with the process and outcome of treatment, however, was 

greatest at post-treatment. No variables were statistically and clinically associated with 

only the PDI phase of treatment.  

In summary, the participant demonstrated more positive parenting, reported 

improvements in child behavior problems, her ability to set appropriate limits with her 

child, and her use of appropriate discipline across treatment (i.e., across both 

relationship building and behavior management phases of treatment). During the 

relationship building component of treatment, she reported improvements in her 

satisfaction with parenting, involvement in their relationship, and use of effective 

communication, as well as her use of positive verbal attention (Table 2.6). 

Table 2.6 Baseline (BL), Mid-treatment, and Post-treatment Scores with RCIs for 

Completing Participant 
 

 

         Measure & Subscales           BL Score           Mid-(RCI)           Post-(RCI) 
 

 

ECBI   

     Intensity          180         100 (-7.03)* 62 (-10.38)* 

     Problem            32  9 (-5.31)* 1 (-7.16)* 

PCRI 

     Parental Support          23  29 (1.69) 33 (2.82)* 

     Satisfaction with Parenting 32  39 (3.49)* 40 (3.98)* 

     Involvement          44  51 (3.46)* 51 (3.45)* 

     Communication          27  32 (2.80)* 31 (2.24)* 

     Limit Setting          31  36 (4.46)* 43 (10.71)* 

     Autonomy           25  32 (3.56)* 31 (3.05)* 

     Role Orientation          29  29 (1.14) 33 (4.56)* 
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Table 2.6 Continued 
 

 

         Measure & Subscales           BL Score           Mid-(RCI)        Post-(RCI) 
 

 

PPI 

     Appropriate Discipline  3.33  4.92 (2.90)* 6.00 (4.88)*        

     Harsh/Inconsistent Discipline 2.20  2.33 (.37) 1.80 (-1.10)  

     Positive Verbal Discipline         4.67  6.67 (3.41)* 6.78 (3.60)* 

     Physical Punishment         1.17  1.00 (-.27) 1.00 (.27) 

     Praise/Incentives           3.91  4.82 (1.08)  3.73 (-.22) 

     Clear Expectations           3.00  3.50 (.69) 3.50 (.69) 

BCAP      4  3 (.36)  4 (0.0) 

KIDS     28   31 (1.28) 32 (1.71)  

PSI-SF 

     Parental Distress   24  18 (-1.46)    20 (-.97)        

     Parent-Child Dysfunction  31  13 (-5.06)* 14 (-4.78)* 

     Difficult Child   46  23 (-4.38)* 24 (-4.19)* 

     Total Stress          101  54 (-6.76)* 58 (-6.19)* 

*Statistically and clinically significant RCI with 95% confidence. 

Discussion 

Adolescent mothers have been found to be less informed about child 

development (Tamis-Lemonada et al., 2002), view their children as more problematic 

(Dallas et al., 2000), use more punitive discipline strategies (Combs-Orme & Cain, 

2008), and are at increased risk of engaging in child neglect and abuse (Dukewich at 

al., 1996; Lounds et al., 2006). Parent training programs designed for adolescent 

mothers have been effective at increasing maternal knowledge of child development 

(Mann et al., 2007) and improving parenting skills (Deutscher et al., 2006; Mayers et 

al., 2008); however, evidence-based parent training is warranted with this population 

to address gaps in the literature in a methodologically sound and ecologically valid 

manner (American Psychological Association, 2005). Specific treatment components 
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thought to be important to include in the present study were accessibility to treatment, 

the provision of social support, psychoeducation to target limited maternal knowledge 

of childhood development, and the use of behavioral modification strategies. Specific 

targets included observed maternal behaviors, mother-reported child behavior 

problems, the mother-child relationship, and maternal child abuse potential.   

Despite significant recruitment and retention problems, results from the present 

study provide some evidence for the utility of PCIT with adolescent mothers and their 

children. Beyond visual inspection of the frequency of maternal behaviors, SMA 

(Borckardt et al., 2008) provided evidence that the maternal behavioral changes 

observed may be attributed to the implementation of  PCIT. Furthermore, maternal 

behavioral changes occurred in the predicted direction, such that positive behaviors 

occurred more frequently, while inappropriate behaviors occurred less frequently.  

Statistically and clinically significant findings using RCI analyses also indicated the 

use of PCIT with an adolescent mother population.  Mother-reported child behavior 

problems decreased in frequency, while increases in maternal satisfaction, 

involvement, communication, and limit setting were found.  The participant’s use of 

appropriate discipline and positive verbal discipline also increased, per her report. 

Additionally, according to the one completing participant, PCIT was found to be very 

satisfactory regarding the process and outcome of therapy. 

It is important to note that with one exception, variables that were not impacted 

as hypothesized were found to be within the average range at baseline (i.e., use of 

physical punishment, use of harsh/inconsistent discipline, child abuse potential). In 

other words, at baseline, the completing participant reported that it was “not at all 

likely” that she would use physical punishment with her child. She also reported 

consistency in her disciplinary response to her child and her child abuse potential was 

well below the screening cutoff. The exception mentioned above concerns the 

participant’s knowledge of childhood development. Mean scores on similar 

assessments reveal that at-risk mothers correctly respond to approximately 65% of 

items (Reich, 2005). While the sample mean for this study was 70.4% (n = 5; does not 
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include completing participant’s score) at baseline, the completing participant 

accurately responded to 58.3% of items at baseline. Her score increased to 66.7% at 

post-treatment, indicating that her knowledge of childhood development increased; 

although this increase was not found to be statistically and clinically significant. 

Interestingly, all six participants’ scores were slightly lower when baseline scores 

were controlled for the age of their children, indicating that their knowledge of 

childhood development is gained through sources outside of their personal experiences 

raising children.   

 These findings should be considered in the context of the sample in which they 

were collected. While results were interpreted using normative cutoff scores presented 

in the literature, adolescent mothers, are not adequately represented in such samples. 

Hence, normative cutoff scores could not be used to compare the completing 

participant to the rest of the present sample (i.e., the five participants who dropped out 

of treatment prematurely). Instead, 95% confidence intervals (CI) were calculated 

using the scores of the five non-completing participants. Due to the small sample size, 

the 95% CI is quite broad and permits the identification of only very large differences; 

however, the completing participant was found to be different from the rest of the 

sample in some significant ways. Her completion of the study may have been 

impacted by her older age at delivery (18-years), her child’s younger age at baseline 

(2-years), her child’s gender (female), level of education (2-years of paralegal 

training), and her support network (e.g., living with fiancé, who actually attended most 

sessions). At the same time, compared to the non-completing participants in this 

sample, the completing participant reported greater child behavior problems, less 

consistency in the discipline of her child, greater dysfunction in her interactions with 

her child, less support, and less involvement in her daughter’s life. She also 

demonstrated less knowledge of childhood developmental milestones. 

Implications 

Methodological. Significant recruitment and retention difficulties were 

experienced over the course of 1.5-years of active recruitment. Unfortunately, 
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recruitment and retention concerns experienced in this study were consistent with 

those reported by others working with adolescent mothers (e.g., Thomas & Looney, 

2004).  The rate of successful recruitment (i.e., the completion of at least one baseline 

assessment) for this study was approximately 14%, while the attrition rate was 83%. 

Such a high attrition rate is much greater than the standard 50% (Pekarik & 

Stephenson, 1988).  

When one participant began experiencing difficulty attending sessions in the 

community mental health center where her family was served, an offer to complete 

treatment via home-based services was extended. While the use of home-visits are 

supported with the adolescent mother population (e.g., Akers & Mince, 2008; Harris 

& Franklin, 2003), one home-visit occurred, but no further scheduled sessions were 

attended (e.g., two cancellations, one no-show, and no subsequent sessions scheduled). 

Research on mothers’ engagement in home-based services indicates that despite the 

removal of the practical barrier of transportation, mothers are less likely to engage in 

home-based services when they reside in a county with poor community health or 

when maternal isolation from family and friends is experienced (McGuigan, Katzev, 

& Pratt, 2003). Additionally, barriers to parent training retention include parental 

stress and parental psychopathology (Ouellette & Wilkerson, 2008). All of these were 

the case with this particular mother, as well as the remainder of the current small 

sample. While little can be done about the health of participants’ communities, efforts 

to enlist community members to assist in improving participant engagement (Hans, 

2005) and provide additional support may improve retention rates for such 

participants. It would be useful to screen for such barriers to treatment at baseline in 

an effort to address participants’ ideographic needs and potentially improve retention 

rates.  

Variables that were not accounted for (i.e., unmeasured) in the present study, 

which may have contributed to the high attrition rate, include parental 

psychopathology (e.g., ADHD, PTSD, anxiety, depression) and self-efficacy. Five out 

of six participants completing baseline assessments verbally indicated an experience 
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of shame and/or guilt related to their parenting. These disclosures were not elicited by 

the interviewer; rather, mothers offered this information in the context of explaining 

contributing and maintaining factors of their children’s problem behaviors. 

Additionally, some mothers reported significant discomfort related to the process of 

being watched and coached in their play with their children. One mother even 

requested that she receive 5-minutes of unobserved playtime to “relax and warm up” 

to engage in play for her session. Additionally, adolescent mothers have been found to 

be at greater risk of experiencing negative life events and/or depression. These are 

factors that, if measured, can be addressed by making the appropriate referrals or 

spending more time building rapport and explaining the process and purpose of 

treatment in an effort to improve retention. 

Finally, as mentioned above, adolescent mothers demonstrate less knowledge 

about childhood developmental milestones. In the present study, this was addressed by 

conducting a psychoeducational session to teach mothers about milestones, as well as 

answer their specific questions about their children’s development. Additionally, 

throughout treatment, when mothers indicated an expectation that was not consistent 

with established developmental milestones (e.g., “He’s 4 and his dad has a knife 

collection, so I get the whole stabbing his friends with sticks and stabbing baby dolls 

thing that he does.” and “A 2-year-old should be able to sit and watch a whole 

movie!”), re-teaching occurred in an attempt to reduce the dissonance between 

mothers’ expectations and developmental norms. Therapist observations would 

indicate that mothers’ expectations shifted through these conversations; however, this 

was not statistically and clinically supported with present results. Given improvements 

in other areas, it is unclear if the psychoeducational session and follow-up discussions 

were not robust or if the measure used was not sensitive enough to be impacted by 

changes in expectations with such a small sample size.  

Clinical. The present sample reported multiple barriers to treatment when 

indicating interest, but then backing out; completing baseline, but having difficulty 

scheduling the next session; and throughout treatment. To demonstrate, before 
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dropping out of treatment at the mid-point, one participant scheduled 25-sessions. She 

attended 12-sessions, cancelled/rescheduled 9-sessions, and no-showed 4-sessions. 

She reported the following barriers, which were also consistent with other non-

completing participants: “bad day,” “I forgot,” “stuck at work,” “child’s sick,” “I’m 

sick,” “I’m too embarrassed” related to losing mid-treatment measures, “can’t get 

there,” “kids are with their dad,” “running errands,” “no child care for the other one,” 

“working late,” “lost Medicaid,” and “doctor’s appointment.” Other participants who 

dropped out of the study following baseline assessments reported additional barriers 

including custody and safety concerns (e.g., separation/divorce occurring during 

treatment, domestic violence, partner’s substance abuse, homelessness). While the 

participants in this sample report life events consistent with adolescent mothers in the 

literature, these barriers are diverse. Some barriers to treatment reported by this 

sample are practical in nature (e.g., difficulty securing transportation, lack of childcare 

for additional children, loss of funding) and could be addressed in treatment by, for 

example, conducting treatment in a more accessible location or by eliciting the 

assistance of a case worker. Others, however, involve planning and organization (e.g., 

children visiting father, forgetting the appointment, losing materials), while others still 

are even more difficult to address (e.g., shame, domestic violence, substance abuse). 

Clinicians may assess for clients’ needs regarding planning and organizational 

strategies, or perhaps it would be more appropriate for a family to be referred for 

treatment of a primary concern.  

In addition to concerns related to the feasibility of individual PCIT for 

adolescent mothers, a primary clinical consideration is the potential that clients present 

for services with reportedly distressing deficits in support. All six participants who 

began treatment indicated, at some point, a need for additional support. An additional 

participant fabricated baseline data in order to meet eligibility criteria because, “We 

just need all the help we can get.” Three participants inquired about the potential to 

attend their own sessions to work on concerns unrelated to their children’s behavior 

problems (e.g., interpersonal problems, case management needs, depression). One 
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participant even requested that her therapist meet her for dinner at a restaurant “so you 

don’t have to work so late for free.” While the former examples indicate that 

participants’ needs were more comprehensive than what was provided during their 

PCIT sessions, all examples point to deficits in participants’ receipt of support outside 

of therapy. Although participants received some social support in the context of 

individual PCIT (Borrego & Urquiza, 1998), other modalities of treatment would have 

allowed for increased provision of support. For example, programs that are delivered 

in a peer group format can result in participants receiving emotional support from 

others (e.g., Mayers et al., 2008; Stirtzinger et al., 2002), whether the provision of 

support is an intended manipulation or not. Additionally, although mothers’ children 

are also engaged in PCIT, including a shared meal or incorporating arts/crafts may 

allow for additional support to be perceived by adolescent mothers (e.g., Deutscher et 

al., 2006; Mayers et al., 2008; McDonald et al., 2008; Turner et al., 2007).  

Evidence from the present study that indicated the positive influence of support 

arose in the data collected from the participant who completed treatment. Her fiancé 

attended most of her sessions with her. Although he was not normally engaged in the 

sessions, when she requested his participation, he complied. Additionally, her report of 

her child’s behavior problems were statistically and clinically reduced over the course 

of one week (RCI = -2.55). In other words, she learned the CDI skills and returned one 

week later for her first coaching session, but prior to her session, reported that her 

child’s behavior problems were occurring less frequently than the week before. She 

had not yet received coaching on the skills, nor had she been able to practice the skills 

with her child as no homework had been assigned. One explanation for this dramatic 

decrease in her report of her child’s behavior problems is that she received significant 

support from her therapist and/or fiancé regarding her parenting. 

The behavior modification component of this study demonstrated significant 

differences in the predicted direction, providing evidence to support the use of PCIT 

as an evidence-based treatment with this population.  The psychoeducational 

component, however, yielded no significant change. It is unclear if differences 
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between baseline and post-treatment knowledge of childhood development went 

unnoticed due to limited power, or if the psychoeducational component was not robust 

enough to influence maternal knowledge. It is important to note that the successful, 

behavior modification component, was delivered via PCIT, an evidence-based 

treatment. On the other hand, the psychoeducational component was adapted from 

handouts, worksheets, and textbooks, and not considered to be evidence-based. 

Together, these findings provide more support for the use of evidence-based treatment 

with this population. 

A final clinical implication involves the nature of PCIT in that progress 

through the program is based on the demonstration of parents’ mastery of skills. Such 

an approach requires greater intensity of engagement and greater levels of 

involvement than, for example, a didactic workshop. While the positive outcomes 

associated with PCIT are in part attributed to this mastery-based protocol, such 

intensity and involvement may be too difficult for adolescent mothers to maintain. If 

this is the case, one would expect low rates of recruitment and high rates of attrition, 

much like what was experienced in the present study. Clinicians should consider using 

appropriate and reliable assessment to predict barriers to treatment that may impact 

their ability to engage fully in a mastery-based treatment. Addressing adolescent 

mothers’ expectations and treatment barriers may allow for them to invest to a greater 

extent in treatment.  

Social. Methodological and clinical implications point to a couple of social 

implications that are also worth consideration. These implications also arise out of the 

strengths noted in the adolescent parent training literature, specifically, the 

participation of and collaboration with the community. A number of studies utilized 

the community to successfully achieve their goals. For example, researchers delivered 

interventions within community-based settings (e.g., schools, clinics) (e.g., Mayers et 

al., 2008; Stirtzinger et al., 2002) and trained community members (e.g., nurses, 

doulas, mentors) to deliver the intervention to adolescent parents in their homes or at 

community settings (e.g., Barnet et al., 2007; Hans, 2005; McDonald et al., 2008; 
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Turner, McGowan, Culpepper, & Langhinrichsen-Rohling, 2007). Additionally, 

specific to the dissemination of PCIT into the community, evidence has been found to 

suggest that PCIT trainees are able to implement PCIT with fidelity in community 

settings (Travis & Brestan-Knight, 2013). Barriers have been noted regarding 

community clinicians report of their experiences implementing PCIT in the 

community and include training costs, problems with third-party reimbursement, and 

the logistics of ongoing supervision (Christian, Niec, Acevedo-Polakovich, & Kassab,  

2014), but these can likely be remedied with some assessment and effort. 

Limitations 

Perhaps the most significant limitation of the present study is that of the small 

sample size. Kazdin (2011) recommended a minimum sample size of three for the 

present design, to minimize the chance that observed differences are actually due to 

extraneous influences; although, a sample size of two would have allowed for some 

preliminary conclusions to be drawn. Due to significant difficulties with recruitment 

and retention, a sample size of only one was achieved. While it appears that for this 

particular client findings are in fact attributable to the intervention, results should not 

be generalized to all adolescent mothers. What may be generalized, however, is the 

difficulty that was encountered in attempts to recruit and retain participants. A strength 

of the study was that four of the seven recruited participants were self-referred to 

treatment for child behavior problems and/or generalized distress related to parenting. 

Baseline data gathered from the participant who completed treatment actually 

reflected more deficits and greater stress with regards to her child and her parenting 

than the rest of the group. It is difficult to know to what extent the distress that 

motivated these mothers to treatment played a role in participant attrition. 

It is unclear to what extent participants’ experiences of negative life events and 

their cognitive and emotional reactions to said events impacted their ability to commit 

to and engage in therapy. Baseline assessment of maternal psychopathology (e.g., 

depression) would have been useful in proactively addressing the effects of, for 

example, depression on mothers’ self-efficacy, executive functioning, and ability to 
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engage. This is considered a limitation in the present study as it is suspected that these 

influences contributed to the high rate of attrition experienced.   

Additionally, the baseline mean representing child abuse potential indicated 

that as a group, these adolescent mothers met the screening cutoff for child abuse. In 

other words, this group responded to items on the BCAP Inventory similarly to those 

at risk to engage in abusive parenting toward their children. Because the BCAP score 

for the participant who completed treatment was initially within the average range, and 

remained in the average range throughout treatment, it is unclear if PCIT completion 

would have had an impact on abuse potential. Furthermore, while incremental 

predictive validity of the measure is sound, the dynamic predictive validity, or the 

sensitivity of the measure to recognize change in abuse potential, is less reliable 

(Chaffin & Valle, 2003). If the completing participant’s child abuse potential score 

had been elevated, it is very possible that changes in her abuse potential may not have 

been recognized. 

Limitations involving the psychoeducational component and the measurement 

of its effect also exist. This component yielded no significant change. It is suspected 

that the psychoeducational piece was not robust enough to influence maternal 

knowledge, even in conjunction with natural corrections to the participant’s 

inappropriate expectations. It is most likely, however, that the small sample size, 

which impacted the power of the analyses, did not allow for more subtle changes in 

maternal knowledge to be identified.  

Another limitation is also related to recruitment difficulties. Inclusion criteria 

originally required that children be at least 3-years of age at baseline, but that criterion 

was loosened allowing for clients as young as 2-years of age to participate. Normative 

data for two of the measures used were available for children aged 3-years and older. 

Because the measures assessed for maternal behaviors (PPI) and the maternal 

perception of her relationship with her child (PCRI), these results were not excluded 

from the subsequent discussion.   



 Texas Tech University, Katrina L. Cook, December 2014 

 

55 

 

A final limitation, the absence of observational and other-reporter (e.g., 

teacher-report) data from outside of the clinic, is worth mentioning. While the 

participant demonstrated improved parenting behaviors while in session and reported 

improvement on self-report measures, it is impossible to know to what extent her 

behaviors and report reflect actual changes outside of the clinic. 

Future Directions 

 The results of this study provide preliminary evidence for the use of PCIT with 

adolescent mothers and their children, but PCIT delivered in an individual format does 

not seem to be feasible for this population due to a variety of barriers to treatment. 

Future research should focus on increasing accessibility of PCIT for this population 

through addressing barriers to treatment, such as location, time commitment, child 

care for additional children, transportation, etc. Training community members to 

deliver PCIT in a community-based setting to adolescent mothers and their children 

should also be a consideration of future research. Retention may also be improved by 

better assessing for mothers’ psychopathology and making appropriate referrals and/or 

working overtly with families to work within the context of, for example, mother’s 

depression or ADHD. Additionally, adaptations to the modality and/or format of PCIT 

should be considered. Specifically, a short-term, workshop/group may be more 

feasible for participants due to a shorter time commitment, as well as more attractive 

given the potential for additional social support. This would also relieve some of the 

pressure for mothers to intensely engage and commit to a mastery-based approach. 

Such a model has been used with some promise to train foster parents in PCIT 

(McNeil, Herschell, Gurwitch, & Clemens-Mowrer, 2005). The inclusion of multiple 

children and/or multiple caregivers within a single family may be another viable 

option to improve feasibility and support, but research is required to explore this 

possibility.  

Research should also be conducted with larger samples to improve the 

generalizability of findings to the adolescent mother population regarding the effects 

of PCIT. The completing participant in the present study was found to be significantly 
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different in some ways when compared to the sample. It may be the case that PCIT 

will be most effective for a certain subset of the adolescent mother population. For 

example, perhaps PCIT is a better fit for adolescent mothers who were slightly older at 

delivery, with younger children, with daughters, with secondary education, or with a 

greater support network. Perhaps mothers reporting more severe child behavior 

problems, greater dysfunction in the parent-child relationship, or less knowledge of 

child development will be more likely to complete and benefit from PCIT. These 

questions can only be answered by conducting research with a larger sample size to 

account for the heterogeneity of the adolescent mother-child population.  

Regarding assessment, it is important to gain a better sense of how differences 

noted in a clinical setting are actually playing out in the real world. Concerted efforts 

should be made to collect data from beyond the confines of the therapy session/room. 

It would also be important to gain a better understanding of abuse potential among 

these mothers. In the present study, the adolescent mother who completed PCIT 

presented with more behavioral deficits and reported more frequent and severe 

concerns regarding her child’s behavior, as well as her relationship with her child. She 

reported less risk to engage in abusive practices, however, and reported a great deal of 

instrumental and emotional support from her partner. 

Finally, the specific treatment components of PCIT should be further assessed 

for their utility with this population. In the present study, the most notable effects of 

treatment were found during the CDI component of treatment; however, it is unclear if 

the strength of effects was related to the CDI component or would have been found 

during the first component of treatment, regardless of which component was first 

offered (i.e., CDI or PDI). In a previous study, the PDI component was found to be 

most effective at reducing parent-reported child behavior problems at mid-treatment 

(Eisenstadt, Eyber, McNeil, Newcomb, & Funderburk, 1993). These mothers also 

reported greater treatment satisfaction at mid-treatment. At post-treatment, Eisenstadt 

and colleagues found that the group who received PDI as their first component 

continued to be most improved on child behavior problems, as well as some other 
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domains. Mothers who received PDI first also reported greater satisfaction with 

therapy. Overall, regardless of when mothers received CDI and PDI, parent-reported 

child behavior problems reduced for both groups (Eisenstadt et al., 1993). Further 

research is warranted to explore the differential utility of and satisfaction with CDI 

and PDI components with this population. If adolescent mothers do tend to benefit 

more from one component over the other, or if they find one to be more relevant than 

the other, this could have implications for retention efforts.   

Summary 

Adolescent mothers, compared to average-aged mothers, have been found to 

demonstrate a number of deficits. Specifically, they tend to be less informed about 

child development, view their children as more problematic, use more punitive 

discipline strategies, and are at increased risk of engaging in child neglect and abuse. 

Parent training programs designed for and implemented with adolescent mothers have 

been effective at increasing maternal knowledge of child development and improving 

parenting skills. Although these programs seem to meet the needs of adolescent 

mothers, programs are not usually evidenced-based. Evidence-based parent training is 

warranted with this population to address gaps in the literature in a methodologically 

sound and ecologically valid manner. The purpose of this study was to use an 

evidence-based parent training program (Parent-Child Interaction Therapy; PCIT) 

with adolescent mothers to improve the mother-child relationship, reduce abuse 

potential, and increase maternal knowledge. A single-subject, combined-series, 

multiple baseline design was used to assess the effects of PCIT with adolescent 

mothers.  Although significant recruitment and retention difficulties were experienced, 

evidence was gathered indicating that PCIT was effective in increasing positive 

parenting behaviors, decreasing inappropriate parenting behaviors, and improving 

upon  mother-reported child behavior problems, self-reported maternal satisfaction, 

maternal involvement, maternal use of effective communication, and maternal limit 

setting. No significant differences were found in abuse potential or maternal 

knowledge of developmental milestones.  Despite limitations of this study, results 



 Texas Tech University, Katrina L. Cook, December 2014 

 

58 

 

provide preliminary evidence for the use of PCIT with adolescent mothers and their 

children.   
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Since 1957, national birth rates to adolescents have steadily declined. Most 

recent data available estimate current adolescent birth rates to be 26.6  per 1,000 births 

(i.e., 274,641 infants), which is not only the lowest prevalence in more than seventy 

years, but also an encouraging 10% lower than births to adolescent mothers in the 

previous year (Hamilton et al., 2014). Societal attitudes, medical advances, and 

government intervention through funding of pregnancy prevention programs have 

encouraged continued reductions in adolescent birth rates. The most common outcome 

of adolescent pregnancy in the U. S. is childbirth at 57% (Ventura, Matthews, 

Hamilton, Sutton, & Abma, 2011). Forty-three percent of adolescent pregnancies are 

thought to result in elective terminations (27%) and miscarriages (16%) (Ventura et 

al., 2011). Of the 57% of adolescent pregnancies that result in childbirth, it is difficult 

to determine the exact percentage of these pregnancies that are resolved through 

adoption, but this option is estimated to occur roughly 5% of the time (Miller & Coyl, 

2000). Although the trend of reduced birth rates among adolescents is encouraging, it 

is important to note that more than 270,000 infants were born to, and in part raised by, 

mothers aged 15- to 19-years (Hamilton et al., 2014). The U. S. adolescent birth rate is 

the highest among comparable countries at nearly twice that of the second highest 

comparable country, the United Kingdom, and three times higher than that of Canada 

(U. S. Census Bureau, 2012). Disparities in adolescent birth rates also exist between 

states. Mississippi has the highest adolescent birth rate at 55 per 1,000 births compared 

to New Hampshire at 15.7 births per 1,000 (Hamilton & Ventura, 2012). Adolescent 

birth rates are higher among Hispanic and non-Hispanic Black groups than that of 

non-Hispanic White groups (Hamilton & Ventura, 2012). Although there are clear 

disparities between adolescent birth rates across racial and ethnic groups, there is also 

a broad range of birth rates within each racial and ethnic group. For example, 

Matthews, Sutton, Hamilton, & Ventura, (2010) reported that adolescent birth rates for 

non-Hispanic Whites range from 4.3/1,000 in the District of Columbia to 54.8 in 

Mississippi. Birth rates for non-Hispanic Black adolescents range from 17.4 in Hawaii 

to 95.1 in Wisconsin, while birth rates for Hispanic groups range from 31.1 in Maine 
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to 188. 3 (nearly 4.5 times that of the national average) in Alabama (Matthews 

et al., 2010). Certainly, the discrepancy between the birth rates of racial and 

ethnic groups is alarming and the danger would be to assign too great a value 

to the influence of race and ethnicity on birth rate. The variance within racial 

and ethnic groups, forces the consideration of other variables, such as income 

level. It is important to note that while the U. S. median income in 2009 was 

$60,088, income levels varied widely by racial and ethnic groups, as well as by 

state (U. S. Census Bureau, 2012). Household income for non-Hispanic Black 

families and Hispanic families was reported to be more than $20,000 less than 

that of the national median (i.e., $38,409 and 39,730, respectively). This 

discrepancy in income level between racial and ethnic groups is similar to that 

found between states. The states with the highest birth rates to adolescents (i.e, 

Mississippi, New Mexico, Arkansas, and Texas) report median incomes 

between approximately $12,000 to $24,000 less than the national median (U. 

S. Census Bureau, 2012). 

Adolescent Pregnancy and Parenting as a Social Concern 

 Correlates of adolescent pregnancy and parenting are numerous and often 

negative, affecting the adolescent mother, her child, primary support group (e.g., 

family, father of her child), and the immediate and extended communities, both in the 

short- and long-term. Nationally, billions of dollars are spent annually to alleviate 

some of the stress that the individuals and communities impacted by adolescent 

pregnancy and parenting experience (National Campaign to Prevent Teen and 

Unplanned Pregnancy [NCPTUP], 2011). Estimated costs related to this social 

concern include: $3.2 billion in loss of tax revenue, $2.8 billion in welfare and food 

stamp benefits for adolescent mothers, $2.3 billion in health care costs, and $2.3 

billion in expenses related to the incarceration of the sons of adolescent mothers 

(NCPTUP, 2011). Billions more are estimated to be spent yearly in the development 

and evaluation of public programs designed to reduce adolescent pregnancy (Maynard, 

1997). 
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The breadth of interest involved in reducing the frequency and intensity of 

negative outcomes associated with adolescent pregnancy and parenting indicates that 

this continues to be a social concern. Families, schools, communities, the medical 

field, churches, and policy makers, as well as governmental and private agencies work 

together, and sometimes against one another, in an effort to identify a remedy for this 

social concern.  Although many attempts are referred to as efforts to address the 

problem of adolescent pregnancy and parenting, it quickly becomes apparent that the 

emphasis is on reducing adolescent pregnancy, with very little attention given to the 

reduction of negative correlates and consequences associated with adolescent 

parenting. Although efforts made to reduce the frequency of adolescent pregnancy is 

warranted, in the attempt to reduce the number of children parented by adolescents, 

convenient, parent- and community-acceptable, developmentally appropriate, and 

efficacious services to teach adolescents how to parent their children are warranted. In 

order to develop such a program (or identify an existing program that would be 

appropriate for use with this population), 1) adolescence and adolescent parenting, 2) 

services commonly available to adolescent parents, and 3) the evidence-based parent 

training literature should be considered. These three topics will be organized and 

described as follows. 

Adolescence 

There is no shortage of literature on the correlates of adolescent parenting with 

regards to adolescent mothers in particular, and to a lesser extent, their children. These 

outcomes seem directly related to the characteristics of adolescent mothers regarding 

their parenting practices, attitudes on parenting, and the risk factors that have been 

identified as playing a role in becoming an adolescent mother. Not surprising, the 

developmental stage of adolescence is important to define and describe prior to the 

discussion of the aforementioned topics as this provides the biological, cognitive, 

behavioral, and social context within which adolescent parenting can be understood. 

 Although the societal perception of adolescence seems to require only one 

development: puberty; it is clear that adolescence is actually the developmental 
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process that results from the interaction of biological, psychological, social, and 

cultural influences (Roditti, 1997). Today, given the average onset of menarche (12-

years), the organization of public schools and related social developments, and legal 

standards (e.g., legal age to drive, serve in armed forces, consume alcohol), females in 

the United States could be considered adolescents from about 11- to 19-years of age. 

Other developmental indicators of adolescence are biological, cognitive, behavioral, 

and social. Examples of these include changes in the anatomy and physiology of the 

brain (Benes, 1998), the development of metacognition (Feldman, 2011), improved 

impulse control and decision making (Casey et al., 1997; Jacobs & Klaczynski, 2002), 

and increased interpersonal conflict (Greene, Krcmar, Walters, Rubin, & Hale, 2000). 

When defining adolescence in the context of parenting, however, some 

confusion exists. Phipps and Sowers (2002), based on vital statistics of births to 

mothers of all ages, determined that adolescent mothers are 19-years of age and 

younger at the time of the delivery of their first child. On the other hand, there is 

evidence that “limiting the search for maltreating adolescent parents to the teenage 

years served to mask the impact of adolescent parenthood on later maltreatment risk” 

(Bolton, 1990, p. 224). This concern was based on rates of reported abuse and neglect 

committed by adolescent mothers indicating that the average age of maltreated 

children is 4- to 5-years and the average age of maltreating parents is 22- to 23-years 

(Bolton, 1990). Most recent data are more difficult to decipher in the context of 

adolescent parenting due to the organization of data and the manner in which age 

groups are categorized. The U. S. Department of Health & Human Services’ report 

indicated that children most likely to experience abuse are 7-years of age and younger 

(57.4%), while the perpetrating parent is most commonly between the ages of 20- and 

29-years (36.3%) (U.S. Department of Health and Human Services, 2011).   

Features of Adolescent Parenting 

  Numerous factors impact the likelihood that an adolescent female becomes an 

adolescent mother and include those at the individual, family, and social and/or 

community levels (Miller et al., 2005). Examples of risk factors at the individual level 
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include the values to which adolescents subscribe and they choices they make (Miller 

et al., 2005), as well as their experience of physical and/or sexual abuse (Miller et al., 

2001). Risk factors at the family level include those related to the family structure, 

such as the difference between single- and dual-parent households, as well as 

household income (Miller et al., 2001; Santos & Rosário, 2011). At the social or 

community level, social structure and social norms defined by the community, which 

dictate the acceptability of adolescent pregnancy, can increase risk of adolescent 

pregnancy (Moore & Chase-Lansdale, 2001). Because these factors do not occur in 

isolation, but are more frequently exhibited in clusters, it is important to note that the 

greater the number of risk factors demonstrated by an adolescent, the more likely she 

is to experience pregnancy at an earlier age (Small & Luster, 1994). Furthermore, the 

risk factors that are attributed with adolescent pregnancy are the same that are thought 

to contribute to the quality of parenting evident among adolescent mothers.  

Given the unique developmental stage of adolescence and the multitude of 

pregnancy risk factors described in the literature for this population, it is not surprising 

that adolescent mothers have been found to demonstrate different features and quality 

of parenting than adult mothers (greater than 19-years of age). Specifically, adolescent 

mothers differ from older mothers in their knowledge of childhood development, 

perceived and observed parenting competence, behavior management, and the 

interaction of these factors, which influence the parent-child relationship. Although 

the characteristics and quality of adolescent parenting are likely the result of a 

complex web of factors, it is important to note that many of the following 

characteristics presented are at least in part related to mothers’ adolescent status.  

Knowledge of Childhood Development  

Adolescent mothers are less knowledgeable than older mothers about 

childhood developmental milestones (Reis, 1989; Roosa & Vaughn, 1984). Dallas and 

colleagues (2000) interviewed African American and Mexican American adolescent 

couples in order to describe mothers’ and fathers’ knowledge of childhood 

development. Mothers’ knowledge, reportedly based on their parents’ recollection of 
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their own development and experiences with the children of neighbors, was more 

accurate than fathers’ knowledge. However, both mothers and fathers believed that 

most of the indicated milestones occurred earlier than the established norm. 

Furthermore, mothers’ responses indicated that they would be more tolerant of delays 

in childhood development than their partners. Lack of knowledge and/or inaccurate 

expectations related to childhood development increases the likelihood that adolescent 

mothers perceive their children to be more difficult than older mothers’ perceptions of 

their own children (Combs-Orme & Cain, 2008). Less knowledge of developmental 

milestones also increases the likelihood that parents use more punitive discipline 

strategies, e.g., spanking (Combs-Orme & Cain, 2008). This is not surprising given 

that adolescent mothers who interpret their young children’s negative affect as angry 

and defiant, indicating reduced knowledge of childhood development, engage in more 

coercive parenting (Strassberg & Treboux, 2000). On the other hand, accurate 

knowledge has been linked to favorable parenting attitudes (East & Felice, 1996).  

Parenting Competence 

Bandura (1989) defined competency as one’s confidence or belief that one can 

perform certain behaviors effectively. Of course, others may also evaluate an 

adolescent mother’s parenting competence based on their observations of that mother 

caring for and interacting with her child. Some research indicates that young mothers 

actually demonstrate more frequent instrumental child-care behaviors (e.g., changing 

diapers, adjusting clothes) than older mothers, but engage in fewer affectionate 

behaviors (e.g., stroking, kissing, patting) (Krpan et al., 2004). Compared to older 

mothers, adolescent mothers have been found to report less satisfaction in the maternal 

role (Lewin et al., 2013). With regards to adolescence as a phase of life, adolescents, 

because they are thought to be more cognitively and emotionally immature (Cowan & 

Cowan, 1992; Osofsky, Hann, & Peebles, 1993), have been found to be less nurturing 

than older mothers (Oyserman et al., 1994). Younger adolescent mothers have been 

found to report less acceptance of their children and experience a lower level of 

commitment to their role as mothers compared to adult mothers (East & Felice, 1996). 
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Chen and Luster (1999) considered the parenting competence of adolescent mothers in 

a more comprehensive framework. They found that higher quality care was associated 

with more positive child-rearing beliefs, less psychological distress, and perceptions 

that their children were less irritable. These findings, however, were also linked to 

living in neighborhoods considered to be higher in socio-economic status (Chen & 

Luster, 1999), which may have functioned as a confounding variable. Low confidence 

about parenting ability among adolescent mothers has been linked to inappropriate 

developmental expectation of their children, reduced empathy for their children’s 

needs, and a greater value placed on the usefulness of physical discipline (East & 

Felice, 1996). Inappropriate parenting values, low parenting confidence, and high 

parenting stress commonly co-occur and place adolescent mothers at risk for 

neglectful and punitive parenting, as well as the rejection of parenting all together 

(East & Felice, 1996).  

Child Behavior Management 

The children of adolescent mothers are at greater risk for maltreatment than 

children of older mothers (Dukewich et al., 1996; Eamon, 2001). Younger mothers, 

who have been found to be more punitive in their attitudes about childrearing than 

adult mothers (Reis, 1989), have been exposed to and, hence, subscribe to fewer 

alternatives to corporal punishment (Combs-Orme & Cain, 2008). Adolescent mothers 

who reported experiencing their children as difficult were significantly more likely to 

use physical punishment when disciplining (Combs-Orme & Cain, 2008). As their 

children age, young mothers are more likely to endorse physical punishment (East & 

Felice, 1996). Dallas and colleagues (2000) found that adolescent mothers and fathers 

differed in their discipline strategies for their young children. While the expert-

established mode of discipline is nonphysical in nature for all ages, adolescent mothers 

have been found to believe that no discipline is appropriate during infancy, 

nonphysical discipline is appropriate during toddlerhood, and mostly physical 

discipline (e.g., talking to or yelling at, spanking) is appropriate until children are 

school-aged (Dallas et al., 2000). Adolescent fathers, on the other hand, reported that 
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mostly physical discipline (e.g., switch on hand, hit on behind, hit with a diaper) was 

appropriate through infancy and toddlerhood, when strategies should become mostly 

nonphysical (Dallas et al., 2000). Adolescent mothers who reported experiencing 

rejection from their own mothers during childhood and feel that they currently have a 

low level of support from their partners are also more likely to be angry with their 

children and engage in more punitive discipline strategies (Crockenberg, 1987). 

Likewise, low social support, greater parenting stress, depression, and inadequate 

coping may lead to abusive parenting practices (Reis, 1989). Bolton (1990) reported 

that 36% to 51% of all abused children are raised by young women who became 

mothers during adolescence. Factors thought to contribute to the development of 

abusive parenting, and this alarming statistic, include social isolation, poor 

understanding of child development, and poverty (Bolton, 1990). Similarly, 

researchers speculate that adolescent parents who have been found to be more 

punitively oriented, depressed, and unrealistic about child development would be less 

capable of providing attention and support to their children (Azar, Robinson, 

Hekimian, & Twentyman, 1984). This, in addition to poor problem-solving ability, 

sets the stage for abusive and neglectful childrearing situations (Azar et al., 1984).   

Parent-Child Relationship 

The interaction between adolescence as a unique developmental stage, and 

adolescent mothers’ knowledge of childhood milestones, competence in parenting 

behaviors, and behavior management produces the backdrop for the parent-child 

relationship. When these mothers are angry and punitive, their children may 

demonstrate anger and noncompliance, further straining the parent-child relationship 

by the creation of more distance between the children and their mothers (Crockenberg, 

1987). Adolescent mothers have also been found to demonstrate less expressiveness, 

delight, patience, and positive regard toward their infants, as well as less positive 

attitudes about parenting (Culp, Culp, Osofsky, & Osofsky, 1991). Additionally, 

behavioral observations indicated they made fewer and lower quality (i.e., “completely 

inappropriate – harsh, abrupt to extremely appropriate – warm positive”) of 
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vocalizations than their adult counterparts (Culp et al., 1991, p. 197). While many 

adolescent mothers commonly continue to reside with their families in order to gain 

practical and social support, there is evidence that this practice may also be harmful to 

the parent-child relationship. Young mothers who continued to reside in their families’ 

homes (i.e., with her mother, her child’s grandmother), relying upon their mothers’ 

support, have been found to be less nurturing in their child care behaviors and have 

experienced more negative feelings toward their infants (Oyserman et al., 1994). 

Without a role model in the home, young mothers vocalize less and respond less 

quickly and sensitively to their infants’ behavioral cues compared to low-risk adult 

mothers (Pomerleau et al., 2003). Another interesting finding is that the previously 

stated result holds true for moderate-risk adult mothers (e.g., completed less than 12 

years of school, lower annual family income, single mother of infant) (Pomerleau et 

al., 2003), indicating again that the context in which adolescent parenting should be 

understood is more complicated than simply the developmental stage of adolescence. 

Because adolescent mothers are commonly from impoverished neighborhoods, attain 

lower levels of education, and experience single parenthood, all of which have been 

linked to less sensitive parenting behaviors (e.g., decreased responsivity, emotional 

availability), they are, to some extent, expected to demonstrate less sensitivity in their 

parenting (McLoyd & Steinberg, 1998). Berlin and colleagues (2002) found that 

adolescent mothers’ sensitivity and perceived emotional support positively predicted 

their accuracy in recognizing and responding to their infants’ needs (e.g., provision of 

food, comfort, opportunities to explore). They also found that parental insensitivity 

among young mothers predicted unresponsiveness (or detachment), over-

responsiveness (or intrusiveness), and overt negative regard and hostility (Berlin et al., 

2002).  

Other Correlates of Adolescent Parenting 

 Important to remember is that there is a great deal of heterogeneity among this 

population, reminding one that not all adolescent mothers are unprepared or ill 

equipped for motherhood.  However, the deficits that many adolescent mothers 
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demonstrate in their knowledge of infant and childhood development, perceived and 

observed parenting competence, behavior management beliefs and strategies, and 

relationships with their infants/children are correlated with a number of negative 

outcomes. Not only are these correlates of adolescent parenting for the adolescent 

mother and her child numerous and negative, but they also allow for the establishment 

of repetitive patterns from one generation to the next.  Due to the correlational nature 

of the research conducted in this area, overlap between risk factors related to 

becoming an adolescent mother (reported above) and correlates of adolescent 

motherhood are evident.  

 Mothers of any age and their children have been found to be at greater risk of 

experiencing a range of negative outcomes if the mother is a racial or ethnic minority, 

a single parent, less educated, or impoverished (Scholl, Decker, Karp, Greene, & 

Desales, 1984). Not only do these factors apply to many adolescent mothers, but 

research has provided an abundance of evidence to suggest that young mothers, when 

compared to adult mothers, are considered to be at greater risk for poor outcomes. 

Adolescent mothers are more likely to achieve lower academic achievement 

(Leadbeater, 1996), experience subsequent pregnancies during adolescence (Barnet et 

al., 2007), report stressful life events (Barnet et al., 2007), feel socially isolated 

(Birkeland et al., 2005), experience depression (Reis, 1989), and engage in neglectful 

and abusive parenting practices (Azar et al., 1984).  

Likewise, the children of adolescent mothers are more likely to experience a 

related cluster of negative correlates. Specifically, the children of adolescent mothers 

are at increased risk of reduced health care and dietary provisions (NCPTP, 2004) and 

emotional support (Crockenberg, 1987), as well as demonstrate higher levels of 

hyperactivity, impulsivity, and behavior problems (Leadbeater, Bishop, & Raver, 

1996), and experience neglect and abuse (Brown & Eisenberg, 1995). Dysfunctional 

parent-child relationship patterns have been found to contribute to deficits in young 

mothers’ and their children’s development (Dombrowski, Timmer, & Zebell, 2008) 

and internalizing and externalizing behavior problems (Scheering & Gaensbauer, 
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2000). The interactions between the maladaptive relationship, stunted development, 

and behavior problems in this vulnerable population warrant attention. Specifically, 

there should be a call for evidence-based therapeutic approaches to address the 

complexities of these circumstances.  

Parent Training Programs for Adolescent Mothers 

In the past decade, efforts have been made to address the parenting difficulties 

that accompany adolescent parenthood. Programs for young mothers often attempt to 

address a number of immediate and/or practical concerns. Although there has been an 

increase in efforts to prevent adolescent pregnancy, such prevention programs are not 

100% effective, and adolescent mothers and their children will remain a high-risk 

group (Coren, Barlow, & Stewart-Brown, 2003). Coren and colleagues (2003) 

recognize that prevention efforts are a long-term strategy, and the rate of births to 

teenage parents remains high. They state that “Interventions that are directed at 

maximizing the parenting skills of adolescent parents may therefore be crucial in 

optimizing outcomes for young parents and their children, and in breaking the cycle of 

disadvantage” (Coren et al., 2003, p. 81).  

 The three most common objectives of interventions designed to improve 

outcomes for adolescent mothers and their children are 1) improving academic 

achievement and employability, 2) promoting physical health, while reducing 

subsequent pregnancies, and 3) developing parenting knowledge and positive 

parenting skills (Miller et al., 2005; Schellenbach et al., 2004). These goals seem to be 

well-aligned with the goals reported by adolescent mothers (Stiles, 2005). Likewise, 

the interventions designed to enhance accessibility of services seem to achieve that 

goal to some extent. These services have effectively increased school retention (Harris 

& Franklin, 2003; Solomon & Liefeld, 1998), educational aspiration (Amin et al., 

2006), health care utilization (Gurdin et al., 2008), breast-feeding and infant-care 

(Amin et al., 2006; Miller & Dyk, 1991), and pregnancy prevention (Gurdin et al., 

2008; Key et al., 2001). Adolescent parenting programs have also improved parenting 

knowledge (Lagges & Gordon, 1999; Mann et al., 2007); parenting attitudes and 
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beliefs (Barnet et al., 2007; Mann et al., 2007; Thomas & Looney, 2004), and maternal 

responsiveness, nurturing behaviors, and affective availability (Deutscher et al., 2006; 

Hans, 2005; Koniak-Griffin et al., 1992).  

Coley and Chase-Lansdale (1998) appreciate the multiply-disadvantaged 

context in which these adolescent mothers develop. They indicated that programs 

designed to serve this vulnerable population attempt to manage a number of services 

to decrease barriers encountered by adolescent mothers. Furthermore, there is an 

assumption that by addressing the short-term difficulties and practical issues 

adolescent mothers face, long-term outcomes for mothers and their children will be 

positively affected (Coley & Chase-Lansdale, 1998). This assumption, however, has 

not been adequately investigated. It is important to note that this body of literature 

continues to grow. Significant strengths and weaknesses with regards to the research 

conducted in this area are evident and warrant further consideration, particularly 

relevant to clinical and research implications as the field progresses. 

Strengths 

Prevention efforts and interventions most often take place in the home, school, 

or community center (i.e., services less likely to be administered through medical 

and/or mental health facilities or research institutes). Related to the difficulties that 

this population encounters, as well as the difficulties that researchers seem to face in 

accessing them, one consequence seems to have been the use of a community 

psychology framework in conducting research with adolescent mothers. From this 

perspective, a number of strengths are evident in the research conducted thus far in 

this area.  

 Mortisugu and colleagues (2010) describe the mission of community 

psychology as an effort to improve the quality of life for individuals and communities 

with creative approaches. Important features of the community psychology framework 

include a respect for the diversity of the community, consideration of the socio-

cultural context of the community, the collaboration of community members in the 

design and implementation of programs, and an appreciation of the complex web of 
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factors associated with the community in the context of relevant interventions. First, 

the importance of recognizing and respecting the demographics of a community from 

the community psychology perspective stems from the belief that different does not 

equate to inferior (Mortisugu et al., 2010). An implication is that this recognition 

results in the ability to avoid comparing  diverse populations to the dominant cultural 

standards, as well as the flexibility to design interventions that are culturally 

appropriate (evident in the review of services above, see Mann et al., 2007; Mayers et 

al., 2008; Sadler & Cowlin, 2002; Thomas & Looney, 2004). Researchers seeking to 

address the targets described above with adolescent mothers generally recruit diverse 

samples. Although some of the research described above failed to report specific 

ethnic and/or racial demographics (e.g., Mann et al., 2007), while others conducted 

their research with an entirely or primarily Caucasian sample (e.g., Lagges & Gordon, 

1999; McDonald et al., 2008), most studies achieved diverse samples to include 

participants identifying as members of minority ethnic and/or racial groups (e.g., 

Barnet et al., 2007; Deutscher et al., 2006; Gurdin et al., 2008; Hans, 2005; Harris & 

Franklin, 2003; Key et al., 2001; Mayers et al., 2008; Miller & Dyk, 1991; Solomon & 

Liefeld, 1998; Stirtzinger et al., 2002; Wagner & Clayton, 1999). The inclusion of 

diverse participants is paramount in conducting research in community psychology, 

and based on the research reviewed above appears to be a strength of this body of 

literature. 

From the community psychology perspective, individuals’ strengths and 

limitations are best understood, and sometimes best addressed, by taking individuals’ 

social, cultural, economic, geographic, and historical contexts into account (Mortisugu 

et al., 2010). The services described above, some to a greater extent than others, 

consider the socio-cultural context a reference point by which the experience of 

adolescent parenting can be understood and related outcomes may be prevented. For 

example, the use of an ecological evaluation as a methodological strategy not only 

allows for increased feasibility with regards to recruitment, but the comparison group 

becomes the entire untreated population within a community (Miller & Dyk, 1991). 
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Some services were offered within the context of participants’ families and/or 

neighborhoods (e.g., Akers & Mince, 2008; Barnet et al., 2007; Gurdin et al., 2008; 

Solomon & Liefeld, 1998; Turner et al., 2007); some were even administered at young 

mothers’ homes (e.g., Akers & Mince, 2008; Barnet et al., 2007; Koniak-Griffin et al., 

1992; Wagner & Clayton, 1999). Again, this reduces barriers that adolescent mothers 

encounter in obtaining services and increases feasibility of dissemination, but 

conducting a prevention program or intervention within the context of adolescent 

mothers’ immediate environment may also provide opportunities for other community 

members to participate, promoting community empowerment (further discussed 

below) and social support for young mothers. On a smaller scale, emphasis on the 

mother-child dyad provides another opportunity to place adolescent mothers within an 

important social context in which further information may be gathered about their 

interactions with their children (e.g., Koniak-Griffin et al., 1992; Mayers et al., 2008), 

particularly when the intervention has a behavioral observation component (e.g., 

Deutscher et al., 2006; Gallagher et al., 2007; Koniak-Griffin et al., 1992; Mayers et 

al., 2008). A final example of using the socio-cultural context as a reference point 

from which to understand and work with adolescent mothers, which was evident in the 

reviewed services is that of the use of curriculum that was born out of understanding 

the unique developmental and contextual behaviors and styles of adolescent mothers. 

A number of studies described programs that were designed specifically for use with 

this population (e.g., Deutscher et al., 2006; Kissman, 1992; Koniak-Griffin et al., 

1992; Mayers et al., 2008; McDonald et al., 2008; Sadler & Cowlin, 2002; Thomas & 

Looney, 2004). 

A third area of strength identified in the services available to adolescent 

mothers involves the active collaboration with and participation of the community, 

which, Mortisugu and colleagues (2010) argue, results in a sense of ownership in the 

intervention and empowerment among community members. A common way to 

include the community seems to be the housing of programs in a school or convenient 

community resource. This was evident in a number of the studies reviewed earlier 
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(e.g., Akers & Mince, 2008; Deutscher et al., 2006; Gallagher et al., 2007; Gurdin et 

al., 2008; Harris & Franklin, 2003; Key et al., 2001; Kissman, 1992; Lagges & 

Gordon, 1999; Mann et al., 2007; Mayers et al., 2008; McDonald et al., 2008; Miller 

& Dyk, 1991; Sadler & Cowlin, 2002; Stirtzinger et al., 2002; Thomas & Looney, 

2004). Another approach that was used in the described services was the use of 

community advisory boards as consultants in designing programs and the 

implementation of neighborhood counselors, mentors, doulas, or multidisciplinary 

teams in the administration of programs (e.g., Barnet et al., 2007; Hans, 2005; Koniak-

Griffin et al., 1992; McDonald et al., 2008; Sadler & Cowlin, 2002; Solomon & 

Liefeld, 1998). Mortisugu and colleagues (2010) claim that the incorporation of 

community members leads to ownership and empowerment, which is evident in the 

low attrition rates (as low as 10%) and high treatment acceptability reported by a few 

of the studies presented (e.g., McDonald et al., 2008; Sadler & Cowlin, 2002; Turner 

et al., 2007). Community empowerment, as described by Mortisugu and colleagues 

(2010), is critical in contributing to the success of programs introduced, as well as in 

the maintenance of programs once researchers complete their studies. If a sense of 

empowerment is achieved by the community, there is a greater likelihood that the 

community can sustain programs, resulting in a greater impact on the lives of 

community members (Mortisugu et al., 2010).  

Identifying ecologically relevant interventions and the potential benefit of 

multiple levels of intervention is a final strength proposed by Mortisugu and 

colleagues (2010) that was evident in the research presented above. An example of 

understanding the importance of ecologically relevant interventions for a population of 

adolescent mothers requires an ability to recognize developmentally appropriate 

interventions. For example, most services described above utilize a didactic approach 

to disseminating information to young mothers. A few studies, however, at least 

included an interactive or some type of hands-on component so that adolescents are 

afforded the opportunity to practice their skills and receive feedback (e.g., Deutscher 

et al., 2006; Koniak-Griffin et al., 1992; Mayers et al., 2008; Sadler & Cowlin, 2002). 
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Additionally, there seems to be a trend in this body of literature to deliver 

comprehensive programs to adolescent mothers. Regardless of effect, several of the 

services described above sought to address two or three of the targets most commonly 

addressed with this population; specifically, academic achievement, prevention of 

subsequent pregnancy, and parenting knowledge and attitudes (e.g., Amin et al., 2006; 

Barnet et al., 2007; Gurdin et al., 2008; Miller & Dyk, 1991; Solomon & Liefeld, 

1998; Wagner & Clayton, 1999). Beyond the targets addressed, some programs also 

attempt to reduce some of the practical barriers reported by adolescent mothers, such 

as the provision of transportation, childcare, and meals (e.g., Amin et al., 2006; 

Mayers et al., 2008; Turner et al., 2007; Wagner & Clayton, 1999). Furthermore, 

addressing multiple levels of intervention within a program, whether it be across 

program components or not, is considered a strength from a community psychology 

perspective. Studies that offer a graduated intensity of services depending on the needs 

of adolescent mothers are sensitive to both individuals’ and the community’s resources 

(e.g., Akers & Mince, 2008; Barnet et al., 2007; Gurdin et al., 2008; Hans, 2005; 

Harris & Franklin, 2003; Mayers et al., 2008; McDonald et al., 2008; Miller & Dyk, 

1991). Again, these strengths are most apparent when evaluating the research from the 

perspective of community psychology. As in any body of literature, some significant 

weaknesses or limitations of the current research were identified and should be 

mentioned. 

Weaknesses 

Most of the limitations identified among the described programs are 

methodological in nature, but some clear gaps in the literature were identified, as well. 

Methodological weaknesses evident among the research presented seem to be 

associated with the nature of research in community psychology. Methodological 

shortcomings present included the use of ecological evaluation (e.g., Amin et al., 

2006), small sample sizes (e.g., Gallagher et al., 2007; Stirtzinger et al., 2002; Thomas 

& Looney, 2004; Turner et al., 2007; Wagner & Clayton, 1999), unequal groups (often 

related to nonrandom assignment to groups (e.g., Akers & Mince, 2008; Barnet et al., 



 Texas Tech University, Katrina L. Cook, December 2014 

 

90 

 

2007; Gallagher et al., 2007; Koniak-Griffin et al., 1992; Mayers et al., 2008; Solomon 

& Liefeld, 1998; Stirtzinger et al., 2002; Thomas & Looney, 2004), and high rates of 

attrition (as high as 54%) (e.g., Thomas & Looney, 2004; Wagner & Clayton, 1999) 

may result in limited generalizability of findings. It should also be noted that high 

rates of attrition could be indicative of participants’ dissatisfaction with the program. 

In community psychology, perfectly methodologically sound studies can be 

impractical as participants can rarely be randomized for services and there are few 

instances of matched control groups (e.g., Akers & Mince, 2008; Deutscher et al., 

2006; Gallagher et al., 2007; Key et al., 2001; Lagges & Gordon, 1999; Mann et al., 

2007; McDonald et al., 2008; Miller & Dyk, 1991; Mayers et al., 2008; Solomon & 

Liefeld, 1998; Thomas & Looney, 2004). Unfortunately, two of the studies presented 

actually failed to report any demographic data (e.g., Amin et al., 2006; Mann et al., 

2007). 

Because many programs are primarily service-oriented, they may have limited 

or nonexistent resources for outcome measures and evaluation, which was the case for 

a few of the programs described above (e.g., Deutscher et al., 2006; Key et al., 2001; 

Solomon & Liefeld, 1998). Measures and coding systems were occasionally reported 

by the researchers to have been created for the study, unreliable, or not yet validated 

(e.g., Barnet et al., 2007; Deutscher et al., 2006; Kissman, 1992; Lagges & Gordon, 

1999). Most studies presented used self-report measures as the only method to assess 

outcome (e.g., Amin et al., 2006; Barnet et al., 2007; Harris & Franklin, 2003; Lagges 

& Gordon, 1999; Mann et al., 2007; McDonald et al., 2008; Thomas & Looney, 2004; 

Turner et al., 2007). This is particularly problematic  when the constructs assessed are 

dynamic, such as parent-child interaction and relationships. A trend to measure 

parental attitudes and beliefs that “may motivate behavioral change” was noted (e.g., 

Lagges & Gordon, 1999; Mann et al., 2007; Thomas & Looney, 2004, p. 74). Mann 

and colleagues reported that “…frustration, parental empathy for the child’s needs, 

and the parent-child role reversal are related more closely to attitudes and feelings, 

which are more psychological in nature,” indicating that significant shifts in such 
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constructs may take longer to achieve and may not be directly manipulated by 

programs offered (Mann et al., 2007, p. 358). Unfortunately, many studies utilize a 

cross-sectional design and are not capable of monitoring long-term effects of programs 

(e.g., Amin et al., 2006; Hans, 2005; Harris & Franklin, 2003; Koniak-Griffin et al., 

1992; Lagges & Gordon, 1999; Mann et al., 2007; Solomon & Liefeld, 1998). 

Researchers in this area report that programs are effective at addressing the 

targets they sought to manipulate, unfortunately, because there seems to be a lack of 

treatment integrity, particularly in cases that designed a program specifically for the 

study presented, it is difficult to determine the agent of change (e.g., Mann et al., 

2007; Mayers et al., 2008; Sadler & Cowlin, 2002; Thomas & Looney, 2004). 

Additionally, when there is evidence that programs significantly impacted outcome 

measures, the source of effects cannot be determined as programs include a multitude 

of interventions within the larger program (e.g., Amin et al., 2006; Barnet et al., 2007; 

Gurdin et al., 2008; Miller & Dyk, 1991; Solomon & Liefeld, 1998; Wagner & 

Clayton, 1999). An example of this includes the potential effect of social or emotional 

support to account for program effects via the development of relationships with home 

visitors or group members.  

 Characteristics of adolescent parenting described in the first domain included 

knowledge, competence, behavior management, and the parent-child relationship. 

There is a trend in the adolescent parenting literature to address parental knowledge of 

childhood development, as well as parental competence in the context of parental 

attitudes and beliefs. Gaps in the adolescent parenting literature, however, are notable. 

There is little emphasis on the parent-child dyad and limited use of behavioral 

observations to assess the parent-child interaction. Enhancing attachment between 

mother and child has also been addressed to some extent in this body of literature, but 

no evidence of behavior management training was found. Given the neglect and abuse 

potential among adolescent mothers, behavior management training is warranted. 

Again, it should be noted that despite the alarmingly high risk of neglect and abuse in 
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this population (Bolton, 1990), there is little emphasis in the adolescent parenting 

literature on addressing this concern (Miller et al., 2005; Schellenbach et al., 2004). 

An Evidence-Based Parent Training Program: PCIT 

 The emphasis placed on improving outcomes for adolescent mothers and their 

children by addressing school retention, employment, physical health, the prevention 

of repeat pregnancies, and parental knowledge and attitudes is warranted, but limited 

given the characteristics and correlates of adolescent parenting. While it is important 

to increase the likelihood that young mothers are able to provide for themselves and 

their children, the quality of adolescent parenting must also be a primary focus of 

treatment for young families. Although this was included to some extent in some of 

the interventions commonly available to and used with adolescent mothers, if 

preventative measures and treatment were evidence-based, especially given the high-

risk, underserved, and disadvantaged nature of this population, the dissemination and 

effectiveness of these programs may improve. Parent training programs in the 

mainstream parenting literature have been proven efficacious in clinical trials and 

effective in the ‘real world’ in the areas that have been shown to be more difficult for 

adolescent mothers. Although the evidence-based parenting program described below 

was born out of efforts to reduce problem behaviors in young children, because the 

interventions improve the parent-child relationship and provide parents with non-

punitive discipline options, the use of such programs with adolescent mothers warrants 

consideration, especially given their increased risk of neglect and abuse (Bolton, 

1990).  

 Parent-Child Interaction Therapy (PCIT; McNeil & Hembree-Kigin, 2010) is a 

behavioral parent training program targeting 3- to 6-year-old children presenting with 

behavior problems and their parents. Eyberg (1988) developed PCIT following 

exposure to Baumrind’s (1966; 1971) work in attachment theory and parenting styles, 

Patterson’s coercion theory (1982), and Hanf’s (1969) work with operant conditioning 

within a parenting context. Eyberg integrated these theoretical underpinnings into a 

developmental framework as she considered play to be the avenue by while children’s 
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problem-solving skills develop (Eyberg, 1988). Furthermore, she believed that it is a 

young child’s desire and struggle to gain increasing levels of independence and/or 

inappropriate parental expectations that are responsible for many of the problems that 

are experienced in the parent-child relationship (Eyberg, 1988).  

 Standard PCIT is administered to individual families following an assessment 

period, which includes demographic information, history and functional assessment of 

behavior problems, and observation of the parent-child interaction across three 

situations (i.e., child-directed play, parent-directed play, and clean-up; Eyberg, Nelson 

et al., 2009). Although PCIT is not time-limited, treatment is considered to be short-

term at approximately 12-weekly, one hour sessions, plus a 3-month post-treatment 

booster session for most families (McNeil & Hembree-Kigin, 2010). Parents attend a 

didactic session during which they learn skills to employ during the child-directed 

interaction phase of treatment. This phase of treatment is based on a traditional play 

therapy model and is meant to enhance the parent-child relationship. Parents learn to 

provide children with positive attention when behaviors are prosocial and to remove 

all attention when behaviors are undesirable or inappropriate. During sessions, 

therapists coach parents during real-time play via a small audio device. Ongoing 

assessment monitors the intensity and problem status of child behaviors via parent-

report and therapists document parents’ use of relationship-building skills. Once 

parents demonstrate mastery of skills, treatment progresses into the second phase, 

parent-directed interaction. Again, parents attend a didactic session during which they 

learn to issue effective commands and initiate and follow through with a time-out 

procedure. During subsequent sessions, parents continue to use the relationship 

enhancing skills, but the emphasis is on effective behavior management. Parents are 

coached during real-time play through the second phase of treatment and ongoing 

assessment continues to inform treatment. Throughout PCIT, parents are asked to 

practice skills learned during the child-directed interaction phase during prescribed 

play with the identified child. Problem-solving is conducted with parents as necessary 

and therapists assist parents in generalizing skills and procedures to settings outside of 
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therapy. Termination of therapy occurs once parents have mastered skills and report 

that the frequency and intensity of children’s behaviors are no longer within the 

clinical range (McNeil & Hembree-Kigin, 2010). 

  Eyberg’s approach to parent training is ideal in that it targets patterns of 

communication and interaction within the parent-child dyad instead of focusing on 

discrete problem behaviors (McNeil & Hembree-Kigin, 2010). PCIT is unique in that 

therapists coach parents during live play with their children, providing immediate 

encouragement and positive reinforcement for appropriate behaviors. Other key 

features of PCIT include the use of data to guide the focus of sessions and gauge 

parents’ needs, as well as the use of homework. These assignments to be completed 

outside of sessions provide parents and children an opportunity to further develop their 

relationship during play time, allow parents time to practice skills, and promote 

identification of problem areas to be addressed with the therapist during the following 

session.  

Another quality of PCIT is the abundance of research that has been conducted 

demonstrating efficacy (Brinkmeyer & Eyberg, 2003; Schuhmann et al., 1998). A 

meta-analysis of behavioral outcomes of PCIT demonstrated large effects when 

outcomes were parent-reported child behaviors of children aged 3- to 12-years 

(Thomas & Zimmer-Gembeck, 2007). PCIT was also associated with improvements in 

observed child behaviors (Thomas & Zimmer-Gembeck, 2007).  Evidence has also 

been established for the maintenance of gains (Eyberg et al., 2001), generalization to 

other people (e.g., untreated siblings; Brestan, Eyberg, Boggs, & Algina; 1997), and 

other settings (McNeil, Eyberg, Eisenstadt, Newcomb, & Funderburk, 1991; Ware et 

al., 2008). Another setting of particular interest is the home. Using a single-subject 

design, Ware and colleagues (2008) conducted in-home PCIT with success. 

Reductions in observed negative parent behavior, as well as parent-reported child 

problem behaviors were observed (Ware et al., 2008). PCIT has been effectively 

applied, adapted when necessary, to a number of special populations, but only a few of 

the most relevant to the difficulties adolescent mothers experience will be highlighted 
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here. With and without cultural adaptations, ethnic minority families have reported 

reduced child behavior problems and demonstrated more positive parenting practices 

following PCIT (Capage et al., 2001; Matos, Torres, Santiago, Jurado, & Rodríguez, 

2006; McCabe & Yeh, 2009). Strategies to consider when working with families 

experiencing major life stressors have been delineated (McNeil & Herschell, 1998).  

Useful application of PCIT with populations at increased risk to neglect and 

abuse is also of particular interest (Borrego, Urquiza, Rasmussen, & Zebell, 1999). 

PCIT with families considered to be at risk for child maltreatment have demonstrated 

clinically significant reductions in re-abuse rates (Chaffin et al., 2011; Chaffin et al., 

2004; Thomas & Zimmer-Gembeck, 2011). At post-treatment, Thomas and Zimmer-

Gembeck (2011) found that mothers randomly assigned to the PCIT treatment group 

were observed to have improved interactions with their children and reported fewer 

child behavior problems. These mothers also reported reduced child abuse potential 

and were less likely to be re-reported (Thomas & Zimmer-Gembeck, 2011). At a more 

than two year follow-up, Chaffin and colleagues (2004) found that only 19% of 

parents randomly assigned to the PCIT treatment group experienced subsequent report 

for child maltreatment compared to 49% of the treatment as usual group (TAU).  

Strengths  

Many of the strengths identified within the parent training program literature 

directly address many of the weaknesses identified within the adolescent parenting 

literature. The parent training literature, at this point, is evidence-based; in other 

words, the studies cited to demonstrate efficacy and effectiveness in the present 

domain are theoretically driven and empirically supported. They are largely 

methodologically sound in that participants were randomly assigned to groups, 

adequate sample sizes were recruited, and average rates of attrition were observed. 

The researchers are largely from research-oriented institutional settings with access to 

quantities of validated and reliable outcome measures. Many of these programs have 

established treatment manuals, or at least a means to assess treatment integrity. 
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Furthermore, researchers are better able to conduct longitudinal studies and long-term 

follow-up data look promising. 

 Important strengths identified in this literature pertain to the gaps in the 

adolescent parenting literature that could be addressed by using evidence-based 

programs like PCIT with adolescent mothers. PCIT employ baseline and ongoing 

assessment, including a functional assessment, to inform treatment and monitor 

progress (Eyberg, Nelson et al., 2009). A thorough assessment would allow adolescent 

parents and therapists to gain insight into factors that contribute to and maintain 

problem behaviors with their children. Other strengths are related to how the 

intervention is delivered. For example, PCIT utilizes a primarily individual (parent 

and/or family) approach (McNeil & Hembree-Kigin, 2010). Adolescent mothers could 

benefit from some didactic training, witness modeling, and engage in role-play in 

individual format. PCIT employs live coaching of the parent and child, as well as 

feedback, all of which could enhance the parent-child relationship and improve the 

effectiveness of adolescent mothers’ discipline strategies (McNeil & Hembree-Kigin, 

2010). Homework assigned in PCIT could encourage adolescent mothers to practice 

their developing skills between sessions (McNeil & Hembree-Kigin, 2010), which 

could even shift young mothers’ perceptions of their parenting competence as they 

begin to see their children behave in increasingly prosocial ways and experience an 

increasingly warm relationship with their children. Furthermore, PCIT is considered a 

relatively short-term program, which would be more feasible for adolescent mothers 

who encounter more barriers to treatment than average-aged mothers (McNeil & 

Hembree-Kigin, 2010). Adolescent mothers and their children could benefit from the 

emphasis placed on enhancing the parent-child relationship evident in PCIT (Eyberg, 

1988), as well as non-punitive, behavior management strategies promoted in all four 

parent training programs (Eyberg, 1988), especially given the increased risk of neglect 

and abuse evident in this population. Applications within various settings, such as the 

home (Ware et al., 2008), with others, such as young children (Dombrowski, Timmer, 

Blacker, & Urquiza, 2005), and neglectful and abusive families (Chaffin et al., 2011) 
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affords some optimism with regards to the potential for the utility of evidence-based 

practice with adolescent mothers. 

 

 

 


