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A startling paucity of case cO.ntrol differences was found. A high 
prevalence of physical, developmental, and emotional disability was 
found in all three groups. These findings suggest that we must at­
tend to the social and familial circumstances that equally affected 
the outcomes of cases and controls. The study concludes "that the 
effects on child development of lower-class membership may be as 
powerful as abuse." 

Elmer's study suggests that neither health nor social intervention 
alone will allay the developmental impact of abuse or poverty, for 
both the case and the control groups suffered impressive develop­
mental losses despite the provision of medical and social services. 

This is not to say, however, that abuse or poverty dooms a child 
to failure. If the child and the family have available and can partici­
pate in several well-conceived and administered intervention oppor­
tunities, the child's prospect for healthy psychological growth is en­
hanced. Harold Martin points out, "We have especially focused on 
treatment for developmental delays and deficits, crisis care, psycho­
therapy and preschool or day care .... These various treatment mo­
dalities for the child have worked. They have made possible consid­
erable growth and development in the abused child. They should be 
considered as treatment options for all abused children" [42}. 

THE ROLE OF THE CHILD IN CHILD ABUSE 

Because the children in most of the studies concerning the effects of 
abuse were identified following abuse, it is difficult to tease apart 
the issue of cause and effect when looking at subsequent function- . 
ing. A natural assumption is that the abuse caused the disabilities 
observed. A plausible rival explanation is that children with devel­
opmental disabilities create stress in vulnerable families, which con­
tributes to their abuse. The role of the child in child abuse is only 
recently being considered by investigators although it was sug­
gested as early as 1964 by Milowe and Lourie, who noted that cer­
tain characteristics of the child may place added stress on the parent 
and thus act as a precipitating agent [44]. 

Among the characteristics noted have been physical handicaps, 
mental retardation, and difficult temperilment [21J. The association 
of child abuse and prematurity has been reported frequently ·in the 
litemture. The incidence of prematuritv in children who hilve been 
abused has been reported in various as around twice that of 
the average in the geographic areas from which the samples came 
[15, 18, 37, -llJ. It must be remembered. hm\fever. that parents who 
share other characteristics frequently linked to abuse, such ilS PO\" 

erty, lack of mobility, and isolation, that may result in poor access 
to prenatal care, are also more likely to have children born prema-

turely [48]. In other words, prematurity may be part of a constella­
tion of factors that are related to each other and to abuse. 

An important clue toward understanding the relationship be­
tween prematurity and child abuse has been offered in a study by 
Faranoff, Kennell, and Klaus, who analyzed the frequency of visits 
between 146 mothers and their premature infants [16J. They noted 
how often the mothers visited their babies during a 2-week period, 
and then followed the families from 6 months to 2 years after the 
babies were discharged from the hospital. From this group, 11 ba­
bies were either abused or failed to thrive; of these infants, 9 had 
mothers who were in the group of 36 mothers who visited least fre­
quently. In other words, 82 percent of the abused or failing-t?-thrive 
babies, in contrast to 20 percent of the other premature babIes, had 
mothers who visited fewer than 3 times during the 2 weeks. Of the 
36 mothers who visited least frequently, 25 percent had infants who 
were abused or failed to thrive; the babies of only 2 percent of the 
mothers who visited more frequently were from this group. This 
study indicated that prematurity does not predict abuse, nor does 
infrequent contact. But infrequent contact between a 
baby and the mother increases the likelihood that dysfunction m. the 
parent-child relationship will occur; conversely, in those relation­
ships where dysfunction has occurred, a lack of contact appears to 
be implicated. 

The importance of contact between infant and parent, and the 
subsequent establishment of a bond of attachment, has been the 
subject of new interest in the child abuse field. Studies of animal in­
fants and their mothers as well as of human infants and their par­
ents indicate that, with sufficient interaction, an attachment will oc­
cur between the infant and the principal caregiver [81. This 
attachment on the part of the infant means that the infant will direct 
attention preferentially to the object of attachment, which is usually, 
but not always, the mother. When frightened or in distress, the in­
fant will seek the mother. When the infant is stimulated and ex­
cited, the mother's face will be the recipient of the smiles and cries. 
Human babies attach to their fathers, too, but not usually with the 
same intensity. This process of contact and interaction also attaches 
the mother (and father) to the baby. The baby's responsiveness to 
parental handling and care rewards the parent's actions, and serves 
to maintain the closeness of their reciprocal bond. The biological 
function of attachment is thought to be the maintainance of prox­
imity of mother to child, and the protection of the child [8]. 

The closeness of parents and children in different cultures, and 
within the cultures and families found in the United States, varies 
tremendously. There appears, however, to be some evidence that 
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failures of attachment might figure importantly in child abuse. Ret­
rospective studies have noted a higher than expected proportion of 
separations between abused children and their mothers, and be­
tween mothers of abused children and their mothers [37, 54J. Sepa­
rations mav make it more difficult for the mother to attach to her 
baby and for her baby to attach to her, and for them to develop a 
pattern of mutually rewarding and reciprocal actions and responses. 
Difficulties in attachment may also result from de\'elopmental im­
maturity where the child has either difficulty establishing patterns 
and rhythms that the parent can "read" and tune into, or handicaps 
that limit the baby's capacity to respond to the parent. And when 
the mother is not rewarded by the child's responses, or when she 
has difficulty responding to the child, separations may be more 
likely to occur. 

Lack of consideration of fathers is a serious deficiency in the child 
abuse literature. One must wonder whether the father's greater 
emotional distance from the child in our culture, and the high pre\'­
alence of stepparenting where the stepfather commonly has not had 
an opportunity to deVElop early and close bonds with the child, ma\' 
also contribute to abusive beha\'ior by men toward children in their 
care. 

THE ROLE OF THE PSYCHOLOGIST IN THE 
DIAGNOSIS AND TREATMENT OF CHILD ABL'SE 
The essential message of the preceding review is that the psycholog­
ical determinants and consequences of child abuse are complex and 
various, and each family must be understood in terms of its own 
realities and characterist·ics. The job of the psychologist is just that: 
to clarify an? enhance the functioning of indi\'iduals in their 
contexts, 

Research into the causes and effects of abuse permits the psy­
chologist and other clinicians to generate hypotheses and to focus 
inquiry when evaluating and treating families and children. Re­
search seeks to find common patterns among individuals sharing a 
syndrome or experience. In contrast, the task of the clinical psy­
chologist is to understand particular indi\'iduals in a particular fam­
ily with its personal realities, and to apply techniques to effect de­
sired personality or behavioral changes. 

The clinical psychologist has two major roles: evaluation and 
treatment, 

EVALUATION 

The psychologist's observations of the child and the parent can be 
very helpful in contributing to a better understanding of the nature 
of the home and community environment; the personality or the 
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parent, and the capacity for and likelihood of change; and ,the social, 
emotional, and developmental status of the child, Information can 
be gathered by the psychologist for the purpose of evaluation in 
several ways, the most common of which are diagnostic interviews 
with the parent, interviews or play sessions with the child, family 
interviews, and diagnostic testing. 

Diagnostic testing is the psychologist's unique contribution to the 
understanding and treatment of child abuse [4, 53J. Psychologists 
can test both adults and children, although some specialize in work 
with either children or adults. Psychological testing is a form of clin­
ical assessment. The information gathered from it is not necessarily 
different from that gathered from extensive clinical interviews or 
during therapy. What differs are the methods and tools for collect­
ing the information. The tools of the examining psychologist are 
standardized tests, which, by their uniformity, enable the clinician 
to compare the patient's responses with established norms, and to 
have more reasonable confidence that the diagnostic conclusions re­
flect the patient's competence and personality and not the diagnos­
tician's selective questions or interpretive slant. Each test presents a 
problem or set of problems to be resolved. Consistent ways in 
which the individual responds to and solves the problems posed by 
the tests are thought to inform us about how that individual would 
be likely to function when faced with tasks and problems of life that 
share common properties with those on the tests. 

In general, psychologists employ a battery of tests; that is, a vari­
ety of tests that tap different aspects of functioning, including cog­
nitive functioning (how one regards and understands the world), 
affective functioning (emotions and fantasies), adapth'e functioning 
(how feelings and skills are employed to deal with the challenges 
and tasks life presents to an individual), and pathological function­
ing (ways in which the individual's internal conflicts and drives dis­
tort or overwhelm the ability to deal effectively with the demands of 
external reality). 

There are several reasons for using a battery of tests rather than 
one or two. Since it permits an assessment of many aspects, of func­
tioning and their interaction, the test battery enables the psycholo­
gist to discern how pervasive problems in adjustment might be, By 
using different kinds of tests, from highly structured tests for which 
there are correct answers to every question to highly unstructured 
tests in which the nature of the task is ambiguous and the patient 
must create his or her own sense out of the material, the psycholo­
gist is able to look not only at the adequacv of the examinee's re­
sponses but also at the circumstances under'which the individual is 
able to function more and less adequately. 

To provide a clearer idea of how psychological testing operates, 
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ld us take a hypothetical example. A pediatrician has asked a psy­
chologist to evaluate a father who came to his office greatly dis­
tressed because he loses control when his 2V:-year-old child soils, 
eats messily, or does not stop crying. The father is concerned that 
he might seriously hurt his child. The psychologist gave Mr. Smith 
a test battery that included an intelligence test (which has correct 
answers and clear expectations), a Thematic Apperception Test (tell­
ing stories to pictures), and a Rorschach test (finding images in ink­
blots). The Thematic Apperception Test (TAT) and the Rorschach 
test are frequently used "unstructured" tests through which the in­
dividual is thought to reveal his or her inner thoughts, feelings, and 
style in the stories or images. The psychologist found that \1r. 
Smith scored quite well on the structured intelligence test but that. 
when asked to tell stories on the TAT cards or to find images in the 
Rorschach cards, his performance was considerably less adequate. 
He seemed to shut himself off from the tasks, telling very minimal 
stories with little detaiL or seeing only the most ob\'ious features on 
the Rorschach cards. When he came to the last three Rorschach 
cards, which were co~ored, he became quite anxious and ga\'e very 
few responses, except on the last card about which he offered sev­
eral descriptions that did not fit the blot very well. As color on the 
Rorschach cards is thought to stimulate strong emotions, \1r. 
Smith's response should suggest that, when his emotions are stim­
ulated, he may not be able to keep them \\'ell enough under control 
to attend successfully to the task in front of him (in this case, find­
ing a good image t~ fit the blot). His sparse stories and images in 
general on the unstructured tests indicate that he tries to keep him­
self functioning with good control by avoiding experiences that may 
stimulate emotions. For the most part, avoidance may be a wise way 
for Mr. Smith to cope with his particular vulnerability; we could see 
from his Rorschach test performance that the cost for him of emo­
tional involvement can be the loss of some control over his impulses 
(his response to the final card ret1ected more the push of his internal 
feelings and impulses than the shape of the inkblot). In situations 
where expectations are clear and well defined, as \lr. Smith's good 
performance on the intelligence test suggests. he may function ~~·ell. 

Parenting a 2-year-old, however, is not a clear and well-dehned 
task. When Mr. Smith is home with a messy. cranky, and inconti­
nent 2-vear-old he does not have the right anS\\'ers, and vet he can­
not ah~avs avoid being with his son. Consequently, he ~isks losing 
control o'f his angry feelings. 

The insights offered by the diagnostic e\'aluation might translate 
into a program for i\lr. Smith that would build on his motivation to 
improve and his capacity to function rationall~' and well in a struc­
tured situation, where he knows or can learn answers to a problem. 

,. 

Some parent education on the part of a pediatrician, therapist, or 
parents' group might provide Mr. Smith with knowledge of expect­
able child behavior, so that he could put his rational skills to use in 
justifying his child's actions to himself. He might profit from help in 
learning to apply specific child management skills. Also, since the 
testing material indicated that when his coping strategies fail, he has 
difficulty on his own achieving sufficient control to do what is asked 
of him (e.g., finding an image that fits an inkblot; handling his child 
without hurting him), he may need someone "on call" to turn to at 
those times when knowledge and techniques are not enough. With 
individual therapy, Mr. Smith may be able to achieve some insight 
into the origins of his vulnerability and achieve some greater har­
mony between the pressure of his impulses and emotions and his 
responsibility to his child to maintain control and be an understand­
ing and protecting father. 

What is learned from psychological testing depends on the ques­
tions asked about an individual, the tests used to answer those 
questions, and, of course, the skill of the examiner as administrator 
and interpreter of the test material. Psychological testing can ad­
dress the following kinds of questions about an individual: 

1. What are the intellectual strengths and limitations (capabilities 
and overall achievements)? 

2. Is there evidence for neurological immaturity or impairment? 
3. What is the nature of past knowledge and achievements, inter­

ests, and aptitudes? 
4. How adequate is reality testing (how accurately the individual 

perceives what others commonly perceive)? 
5. What is the quality of interpersonal relationships? 
6. What are thetadaptive strengths (application of assets and liabil­

ities to new problems; flexibility of approach, persistence, frustra­
tion tolerance, reaction to novelty)? 

7. To what degree are impulses maintained under control (under­
contwlled, overcontrolledJ? -

8. How does the person defend psychologically (protect the self 
from feelings, ideas, and experiences that create anxiety through 
avoidance, repression, and so on) against unacceptable internal 
needs and demands, or external experiences? How rigid are his 
or her defenses? 

9. What are the areas of conflict? 

When making a referral for psychological testing, the pediatrician 
must think carefully about the questions he or she wishes to have 
addressed. This information will guide the psychologist in choosing 
the appropriate tests, and focus the inquiry and analysis on those 
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issues that are of the most importance in further planning. A refer­
ral note is most helpful if it contains pertinent background infor­
mation as well as the important questions to be answered. 

These questions are addressed by a variety of observations and in­
formation gathered during the testing sessions. Data include test 
scores (relative to established norms); the contents or themes of the 
examinee's responses (what he or she consistently talks about when 
telling stories or finding pictures in inkblots); the emotions the per­
son displays when responding, including his or her attitude toward 
the testing and particular aspects of the testing; and the interper­
sonal relationship the respondent initiates with the examiner. 

Although diagnostic testing is not and should not be routine, it 
can be an important adjunct in the initial stages of management and 
decision making. Testing is not used as a basis for deciding whether 
or not to report suspected child abuse. Referrals for diagnostic test­
ing and the testing itself take more time than is appropriate or al­
lowed in most states. Rather, testing can be used to augment the 
collection of data about the current ability of a parent to nurture and 
protect a child, the parent's capacity for and motivation to change, 
and I,vw change toward better functioning as a parent might best 
be effected. Data about the developmental status and psychological 
functioning of the child are also important for making management 
and treatment decisions about both the parent and the child. 

When case histories and interviews supply adequate and consis­
tent information, on the basis of which clinical and therapeutic de­
cisions can be made, psychological testing is not usually indicated. 
A referral for psychological testing is appropriate when the infor­
mation available is inadequate or inconsistent. In cases of child 
abuse, in which the clinical issues are likely to be unusually com­
plex, and decision making particularly onerous, psychological test­
ing serves to do more than clarify issues. Additional data which 
confirm the impressions of other professionals involved may enable 
them to feel more confident that their observations are accurate and 
their action judgments justified. 

When testing is complete (a process that may take several \veeks), 
the psychologist writes a report containing the following informa­
tion: tests administered; observations regarding beha\'ior and atti­
tudes toward the various test experiences and toward the examiner; 
test results on individual tests and what the\' mean; areas of connict; 
a summary description of the personalitv of the patient. for in­
stance, how the patient copes with the limitations and possibilities 
of his or her environment and abilities; evidence tor particular 
strengths, pathology, or both in that coping process; and how inner 
forces and reality demands are interwoven and managed. Sufiicient 
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illustrative material should be included to provide a sense of the 
data from which these formulations, as well as recommendations for 
further evaluation or treatment, are derived. 

The purpose of diagnostic testing is to understand the person bet­
ter, not simply to attach a diagnostic label or category. Diagnostic 
labels are summary statements suggesting certain psychological 
processe-s within the individual. whereas a good ?iagnostic evalua­
tion attempts to clarify and specify the psychologICal processes that 
are typical of the way an individ~al adapts to life's variou~ ~emands 
[3]. In the evaluation of an abUSive adult, the psychologl~t s. r:port 
will not necessarilv enable a prediction of whether that indiVidual 
will continue to abuse a child, but will provide a description of the 
individual that can enrich and extend our understanding, and clar­
ify dimensions that were not previously considered or available. 

PSYCHOLOGICAL INTERVENTION 

Psychologists practice many different approac~es to treatment. from 
behavior modification to play therapy to family therapy to one-to­
one therapeutic conversations between ther.apis~ and patient. .In 
general. psychological intervention as applied In .cases of chll~i 
abuse has not differed substantively from that practiced by psychi­
atrists and psychiatriC social workers. Psychologists n:ay w?rk wi~h 
adults and children individually, in family or subfamily Units, or In 

groups. Through the therapeutiC process, the psychologist str~ves to 
reduce the patient's sense of isolation and to enable the patient to 
examine experiences, feelings, and behavior in order to achieve bet­
ter control and to make acceptable choices about actions under cir­
cumstances that have triggered undesirable responses in the past. 
The psychologist may also help a parent to .develop skil.ls ,in man­
aging the child and achieving an understanding of the. child s needs 
and capabilities. Helping the client to change. the env~ronment and 
to cope more effectively with those aspects ot the envlronm~nt that 
cannot be changed may also be an emphasis of the therapeutic proc-. 
ess. The therapist also may provide structure for the parent, a set at 
rules concerning acceptable and unacceptable behavior toward the 
child, while working toward change in the parent so that standards 
for parental behavior become internalized. . 

If the child is placed in foster care, it is important to recognize that 
the foster parents may also need help in understanding and nurtu.r­
ing the child. Abused children often are slo\\" to develo~ trust,. In 

other adults, and may be fearful. withdrawn, or aggressive. \\ Ith 
adequate support. which can be ottered by a psycho~ogis.t perhaps 
in conjunction with psychological treatment tor the child, toster p.u­
ents can be helped to understand better the child's behavior and re-
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actions, and their own reactions toward the child. Foster parents 
may become discouraged by the child's slow progress, and blame 
themselves or feel anger at the child for failing to respond ade­
quately to their care. Such work with foster parents may help to 
avoid the breakdowns in foster placements that result in multiple 
placemc:uts for the child [38]. 

The most important intervention for children who have been 
abused is the provision or reestablishment of a stable and nurturant 
home. It is sometimes appropriate, however, to provide psycholog­
ical treatment for the child. As with parents, abused children vary 
greatlv in their physical and emotional status. No one psychological 
pattern seems typical, and the psychologist must tailor evaluation 
and treatment to the particular needs of each child and family. In 
generaL the psychologist must attend to several dimensions of the 
child's functioning, including the child's developmental status mo­
torically, intellectually, linguistically, and socially. Developmental 
delays may need to be addressed through specialized intervention 
programs or activities designed to enhance development that are in­
tegrated into the therapeutic process. 

Of particular concern regarding abused children is that, owing to 
the frequently unpredictable nature of their home em·ironment, a 
sense of trust in adults may be compromised. In therapy, the child 
experiences a consistent and accepting relationship with an adult. A 
model is provided for a relationship that the child may never have 
experienced before. The child is valued and accepted, regardless of 
the behavior he or she brings to therapy, although the behavior may 
be controlled. Additionally, through play or talk, the child has an 
opportunity to express fears, dreams, and conflicts, which are re­
spected and attended to. Through the process of expression and rec­
ognition the child can relieve the intense pressure of keeping feel­
ings hidden both from others and the self. 

Of particular importa~ce when working with children is to work 
at the same time with the parents or caregivers. A second clinician 
may assume this function or it may be achieved with family ther­
apy. Working with the child alone is simply not sufficient. The di­
rection of a child's growth is in large part a function of the em·iwn­
ment within which the child must adapt and interact, and the 
capacity of that environment to facilitate or inhibit growth. Caregiv­
ers can be helped to create a more optimal nurturing environment 
for the child, and to understand better the needs and capabilities of 
the child as well as the limits and extent of their responsibilities. 
Their own needs, both practical and emotional, must be addressed 
so that they will be better equipped to meet the needs of the child. 
Through collaboration between caregiver and clinician, the thera­
peutic environment may be extended from the office into the home. 
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