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bR A FHEENTFE % 3E)
SRS &

DV#EY ST I-RBF~DiER 1 75 L5

MR IRREF WU KT ERKREN B Lo A R v & —

SRR eEh ENLFEP - sk e & —  FERMRETTSIRT

MEHHE EREF R TFERREMBLEEERE Y & —
MIEF BERFRER A AR AR

WoREs  HIE, ERATERKENB - oA EREY F—ICiE, AR LR
ENDVHEELEDOZ I PERL TV, DVEFEOHRATIZE, FELICET 5
MBBLNZD, BFE—20a=y M LIBEMITAZTAZENEELWVWEE LT,
DVIZBWTiE, BT ERL 225682V, WEERRLTH DB TREROHHE
DN TLED ZENFEAICLTREZ D, MEENOENT-ZORTEBEOEE L WIR
B, H20=—X L LTHERERIIHA @b TWA, 7r Y X K5 Sheila
Eyberg #HiZ b D 7 N—I2 X VB & iz PCIT (Parent-Child Interaction Therapy) :
B RAERBRREEL, 2K TOUDVHEEELSITEEFICADE SN TS, HHFERIEHT,
T ST AEBETRL, BAHEILEE LTz, £OWHENZ L PCIT OME, BN~

DEAZDNWTEEEZ{To T,

A, LT

BHFZEEEL, & - BIEIEA (2006) 1ZX
DI TIcHEIN TS, DVHEELEZI
T BT ORRREPHEICRER LD 5 RIC
EB L, BTG ADFETSHY

MOBNEREIRIER T 0 7T MERBET HH,

T U= E N LT IR EED TV
T, FELDORNTUSRELEMETS
Frank Putnum (4% (Cincinnati Children’ s
Hospital Medical Center) 26, KEIZE

WT R UIRBICEITODFIEELE LT,

PCIT (Parent-Child Interaction
Therapy) : Bl A BRBIE L BN TEV V-,

oTurT A, BEE, FELICH
BRI AT AZ ENAIRRTHY, KED
Bx RPEEICID Z0OEBEDENBD LR
Ty % (0lafson, 2005), EAEREENG.
F &b O RAETTED, FRCAME(L LT2ATE) (K
i) NHEEND I ERREShTVS,
PCIT BRAAHIEARRE &, WEORD LD
ITENT, RS E U DOBRE~DREN R
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DB, 6 RIS Z LRI SN T
Wb, (=720, 3 » A, 6 » A&, 9 »
A#%ICBMEEZ L2dhE, BFEOR
FABBETIBENVIBELHD,)

PCIT D&, M - B REOHE R IR R0,
FHEHB LI A NV RR NS
U ERBRLCWAIRETH D, KETIL,
TTIZDVH#ERFL PCIT OXHRE SN
—EDEFEDREFETTND, TDED,
WHFZEHE L, D VIFEZ 2T~
Txu—7 vy 7% L, DVHEER
FITIRE RN R CE B PCIT OFERL
EOIT_ETuleas N LE, &
B, PCIT DB % 521F 7~ Putnum B,
THEHXRDOBEEETH D, BROFWNEED
TN TEIER, KEIZRT D PCIT OWF
BIZETEBETHAIENFREL RoTo, K



FTIL, PCIT DFHERNREE 7' 7T LD
B ENA~OEALSEOREBIZOWVTH
ST,

B. FiT 7T b

WHFZCPEIT, FRE 1T4E8 A 28 HAvb 9
A 14 B OB, KEA AN AWM T
4 i Cincinnati Children’ s Hospital
Medical Center WNIZd % Trauma Treatment
Replication Center (TTRC) 2T, 7m
& K% Sheila Eyberg #i% & D 7 N—7 |
X VB3 &Nz PCIT OUESMIHEIZ B L
77o HED the National Child Traumatic
Stress Network (NCTSN) . 2002 &5,
KEPNIZIBWT 50 EETLL EORLE & 3 E
L PCIT & W IR Z B L TR Y [tk %
IZEDORREPERE A TE TV D, TTRC 1,
FOH@ 1 HLETH B (0lafson, 2005),

LIFIZE DOFHENE & PCIT OE AT
7,

<PCIT DENRAE >

TTRC & PCIT WM&, BHEETEE 3 A
i, #4583 AFMOF 6 AR TSN T
Wb, BIFEER. BFEEHoMIciE, W1 A
OB EBNTEMTE L HICHERTY
%o &E, WHEROEELSE I, SHFRIEN
WHNEBINT DI & EEE L CEW R
HB,EEORES S BAMEZHE LB,
TSR, I @ E L2 2T BT
DIHENRD B,

HT¥ 3 [ B OBHE Tk, KEWN CRIBETE)
EETHTFELDOBERKIZEDLLIEIEX L
20 B MBI WHERLE 28 D72 PCIT
DA=R=NA P = 5 BN DHEREER
WWEDBRAFNEEYEF 2 MNETIEES
DN E BTz, HMEIZSMLIZET E X
M, PCIT OFELZ BB T 5 Z L NERkS
N3, —EOQOVYVIETHI LT, ¥
OWHEIZEBIMNT HZ ENFRIEND Z & &
2B, MHIEHRY v 7 H—ED L~YL{Z
BELZZ MR LN, BFMEERD
Elilpotr, HIEIE., BEABEICL A%
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HIMDFHEFH L, TTRCOE T R FREREIC
179 PCIT OEEHEEXRFETHI LIL
., EHHhiz, ZORSIL, RS E
DA/l ETTolebDTh D,

<PCIT 422 >

PCIT (. %cik L7z Eyberg #i% & 23,
Constance Hanf #Zi%iz L2345 F &
fFFoETFNEERE UTER L1y
5 5 TCH 5 (Hembree—Kigin & McNeil, 1995),
Eyberg ###12 X5 PCIT 7’1 b 23—/,
FRT v N R OME Y, HIREYRlE
BRI G LTIZB TSI L T B, A3k
i, MEITEIZ 275 200 TEIZEE
BFEOLDIZHABINTIRR I 0 ST AT
HoTohd, BERE, MREHE 1288 FE T
JERLTW5, (0lafson, 2005)

PCIT TiE, BEF LT EL~DETER
R BDIAFELE LT, 94 T a—F
7 (FEPFEE) LW FEEARY AN TN
B ENERO—DTHB, ZOH DK
. e s T A0, HiHIC DI (Child
Directed Interaction) . % 34{Z PDI (Parent
Directed Interaction) & V9 2 E CTHAY
ENTEY, N1 2ERBETKRT T oHE
{LEETHHIZEThHD, mETAIZLE
1T S5 Z &5, BRI L Sh Ty
Do

BIEERCHMET S CDI (Child Directed
Interaction){X, FEHLEHFLIZITH,
O, BEEIX, TELOTEIZEEL,
BFBEREHIET A0, ZINETEIX
B ot REREFES, BEERTLED
OEEMRITENCER L, GRENSHBT
ERORY, FEBICRONABENRIT
BOETEERTIZ ENEHTTONT
W5, XiHE, %FECHEMT 5 PDI (Parent
Directed Interaction) (X, F& & T/ <
BNEE TN D, ZOM, BEHEIL,
CDI CHEALEFELERLFES LIEVR
W5, ShRMRIEROH LR, FEEDTT
BEHEFELES, 8L OTEEEILR
REOTHLHEZA LT U POFE, EiE
EETOFELOITE A EHT HFEEFE
5

IGERI T EA A M&E T4, CDI, PDI 4k
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v (BT EX b, BEEMHD) EI1TH, IO
M., B R ML, BoR LT FEERTE
NI L L 2R L, 2O LT
:—?/7t//a/(f7txh\§g
#.FELM) Wi, To4—F Ty
valBWT, ETER IMLEFHIC
BRENTZFEN, a—F ey gr
THEHEBELLT DI LTHER SN S,
a—F Ty a TR, BT E R R,
v Vw7 IT7—LICHIENS, FELE
b 2R oREEZENTHEHHEINE L
N3, TNNRKBILBERZTA T a—Fr 7
Thb, EIFERXNOEMICEY, BEFH
i3, REITE 42 235 F 8L ~DOREEER
B UBKRBE CTOFEDL & OB Y &0
HZEMTED, TORE,. BT R M
EREBEDAZELNTELDTHA,
PCIT v h a— L& LA FIZRT,

[PCIT 7’1 f =2—/V]
eStep 1: 'L TERAAL b
vay)
Pretreatment assessment of child &

(1—2

family functioning and feedback

oStep 2: CD1 T4—F v iayv
AEvay)

Teaching behavioral play therapy skills

eStep 3: CD1 a—F oty ay
2—4tyrayr)

Coaching behavioral play therapy skills

eStep4: PDI T4 —F vty iar
1Eyvay)

Teaching discipline skills

eStep 5: PDI a—F kv iar
(4—6tFvray)

Coaching discipline skills

oStep 6: WA FTEZ AL b
vyal)

Post—treatment assessment of child &

family functioning and feedback

eStep 7: BINEE) (KBS LT)

Boosters (as needed)

(1—2 &

C. ¥
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Steps in Parent-Child Interaction Therapy

Step 1: Pretreatment assessment of child & family
functioning (1-2 sessions)

Step 2: Teaching behavioral play therapy skills (1
session)

Step 3: Coaching behavioral play therapy skills
(2-4 sessions or as needed)

Step 4: Teaching discipline skills
(2 sessions)

Step 5: Coaching discipline skills
(4-6 sessions or as needed)

Step 6: Posttreatment assessment of child &
family functioning and feedback
(1-2 sessions)

Step 7: Boosters (as needed or every 3 to 6
months)

-28~
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Steps for Conducting a Behavioral Play Therapy

Coaching Session

One parent participating

Step 1 Check-in and review of homework
Step 2 Recording of play therapy skills
Step 3 Coaching of play therapy skills

Step 4 Praise, feedback and homework assignment

Two parents participating

Step 1 Check-in and review of homework
Step 2 Recording of first parent’s skills

Step 3 Coaching of first parent's skills

Step 4 Recording of second parent's skills

Step 5 Coaching of second parent's skills

Step 6 Praise, feedback, and homework assignment

_29_

5-10 minutes

5 minutes

25-3b minutes

10 minutes

10 minutes

5 minutes

15 minutes

5 minutes

15 minutes

10 minutes



Ehk4 : PCIT OFIBRNE (BERETIZ T 278 & H8)
Progression of the Discipline Program

Clinic procedures Homework assignments

Step 1 Teach parents  Parents practice Commands
Commands and  and Broken Record in no more
Broken Record  than 3-5 real life situations at
procedures. home.

Step 2 Coach parents with  Parents practice Commands
child in Commands  and Broken Record during 10
and Broken Record.  minutes of PDI with child daily

before or after CDI practice.
CDI must continue daily!

Step 3 Review Commands Do not yet do Time-out at
and teach Time-out home. Continue with CDI &
procedures (parents  homework assigned in Step 2.
only).

Step 4 Coach parents and  Parents may begin minding
child in Commands  exercises with Time-out during 5
and Time-out. minutes of PDI before or after

CDI. Continue CDI daily!

Step 5 Minding  exercises  Minding exercises only (10
with a few “real-life” minutes/day). CDI!
instructions.

Step 6 Minding  exercises  Return to 5 minutes of play

continue, but more

therapy with no Commands.

focus on “real-life” Enforce 3 to 5 carefully
Commands  (e.g., selected Commands per day.
cleaning up toys, Continue daily CDL.

coming into the

room when asked,
taking parent’s hand
on walks).

-30~



Step 7

Step 8

Step 9

Step 10

Include  siblings in
session, if appropriate.
Young siblings
participate in  minding
exercises. Conduct
school consult if
needed.

Siblings can again be
included, if needed.
Work with parents on

managing all children
simultaneously in
“real-life” situations.

Establish and enforce a
clinic “House Rule” such
as “no hurting.”

Siblings may or may not
be included. Focus on
managing behavior in
public.

Parents either come
alone or with identified
child only. Focus is on
miscellaneous

remaining problems
such as bedtime refusal,

finicky eating, soiling,
self-stimulation, and
social skills  deficits.

Any parental and marital
issues not addressed by
PCIT can be discussed
in this session, and
referrals can be made.
Booster Sessions.

-31-

Consistently use two-choices

statement and Time-out for all
defiance to directly stated Commands
given in home. Continue daily CDI.

In addition to the use of Time-out for
noncompliance, consistently enforce
one House Rule in the home.
Continue daily CDI.

Add one other House Rule if needed.

Public behavior assignment.
Continue CDI.

Specialized programs for
miscellaneous problems (e.g.,

overcorrection,
environmental
Continue
termination.

bibliotherapy,
manipulations).

daily CDI after
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WAYS TO PRAISE IT . . .
That's a great way fo ...
You're doing a nice job of . ..

T like it whenyou . ..

It's neat that you remembered to . ..

What a wonderful idea to . ..
Thank you for . ..
Nice job of ...

How sweet of you to . ..

You should be proud of yourself for. .

I'm proud of you for ...
You are so smart to ...
I'm so happy with you for
Super . ..

You're so polite to . . .
Good . . .

T like it whenyou . ..
Good girl for . ..

It's nice that you are ...

It's so cool That you're. ..

I love you . . .

PRAISABLE BEHAVIORS .

Play gently with the toys
Using your indoor voice
Share the blocks

Put away the cars first
Draw a picture for sister
Asking politely

Sitting still

Make one for me too
Minding so quickly
Keeping on trying

Fix it all by yourself
Doing what I asked you
Manners!

Say thank-you

Listening!

Talk like a 6-year-old

Waiting your turn

Sitfing at the table with me

Putting the cows to bed on time

Always!

-10 -
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Suggested Toy for PCIT

Creative, constructional toys like:
Building Blocks

Legos, Duplos, Tinker Toys
Magnetic or Bristle Blocks
Lincoln Logs

Mr. & Ms. Potato Head
Dollhouse with miniature people
Crayons, Stencils and Paper

Toy farm with animals

Erector Set

Play Dough & molds

Child Scissors

Small stuffed or plastic animals
Dishes, pots & pans

Play food

Train Set

Play garage with cars

Toys to Avoid During PCIT

Toys that encourage rough play, for example:

e Bats, Balls

e Boxing gloves

e  Punching bag

Toys that could cause harm to self and/or others, for example:

e Toy guns

o Toy swords

e Pixie sticks

Toys that can get out-of-hand and require limit setting, for example:
e Paints

e  Airplanes

Toys that have pre-set rules or discourage conversation, for example:
e Board games
e Card games
e Books
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Abstract

To evaluate the psychiatric symptoms and diagnosis in battered women just after
taking refuge from domestic violence, The General HealthQuestionnaire-28 (GHQ-28), The
Impact of Evidence Scale-Revised (IES-R) and Mini International Neuropsychiatric
Interview (M.I.N.I.) were administered to 50 women with psychiatric and/or physical
symptoms who were being cared for in an emergency shelter in Tokyo.

The mean age of the subjects was 34.7210.3 years, and the period of exposure to
domestic violence ranged from 1 to 360 months (average 81 months). The mean total GHQ-28
score was 19.6=5.7. As the average IES-R score was 49.2, 94% of the subjects had a potential
diagnosis of post-traumatic stress disorder (PTSD). The total score of IES-R was significantly
correlated with the total score of GHQ-28. Using M.I.N.1., 64% of the subjects were diagnosed
as having major depression, 46% as having PTSD and 28% as having agoraphobia. The most
characteristic comorbid diagnoses were major depression and PTSD; that is, 74% of the
subjects with PTSD were also diagnosed as having major depression at the same time.

The most characteristic diagnosis in battered women just after taking refuge from
domestic violence was major depression, PTSD, and a comorbid diagnosis of major
depression and PTSD. It is necessary to be aware that the symptoms of PTSD may
sometimes be masked by the symptoms of major depression. The physical symptoms can

become also an index of severity of mental health disturbance in battered women.

Introduction

Violence against women, especially
spousal violence seems to be very
common around the world. On Table 1

some Reports about physical assault on
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women by an intimate male partner
are showed. These data quoted mainly
from WHO Report, in which researches
about population of women physically

assaulted by a partner are presented



from 37 countries of 6 areas.

Based on Japanese original
investigations our situation is also very
gimilar to other countries. It is estimated
that about 5% of Japanese married
women have been sever-battered in their
past marital history.

Since coming into operation of
“Law for the prevention of spousal
violence and the protection of victims” in
October 2001, Japanese women suffering
from spousal violence seem to decide to
change their situation more aggressively
than before that. In case of Tokyo, not
only the number of consultation from the
victims to the supporting centers doubled
in one year after the law, also users of
emergency shelter were increased 1.5
times in 2 years, of which 2/3 are with
children before primary school. This
movement may continue for the time
being because Japanese people have
recognized certainly that spousal
violence cause huge psychosocial and
economical problems not only at present
time also in the future. Needless to say,
as shelter users increase more, the
necessity of mental health support for
victims and the children are become
aware better than before the law.

Although depression and PTSD
are well documented by controlled
research in battered women in various
their

settings, clinical and

symptomatological profiles especially

just after taking refuge from spousal
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violence seems to be usually more
complicated. Confused victims are often
labeled as “battered woman syndrome”.
While this label is very impressive and
perhaps useful to recognize their
psychological problems, it is not enough
for planning of psychiatric therapeutical
strategy. Our aims in this study are to
evaluate and to become visible detailed
psychiatric symptoms and diagnoses of
battered women in an emergency shelter
during their acute and critical phase. It
should be very important because
adequate psychiatric and psychological
care in their acute phase can cause their

better outcomes.

Subjects and Method

Fifty Japanese battered women
with  psychiatric and/or  physical
symptoms who were being cared for in an
emergency shelter in Tokyo, Japan, were
targeted in this study. The demographic
profile are showed on table 1.

They were just after taking
refuge from spousal violence (Period
from escape to psychiatric interview:
11.3£7.5 days). They were patients who
visited in psychiatric examination in a
shelter from September in 2002 to June
in 2003 spontaneously or with suggestion
from psychologists. They agreed to the
aim of our study and publication
including their data in writing.

With intake interview, the
Health

General Questionnaire-28



(GHQ-28) and The Impact of Evidence
(IES-R)

administrated as

Scale-Revised were
psychometric
Questionnaires by 2 psychologist. The
short structured diagnostic interview,
Mini
Interview (M.I.N.I1.) was performed by 3

International Neuropsychiatric
psychiatrists.

The statistical analysis was
conducted by the Kendall’s

coefficient and

rank
correlation

method of

stepwise
multiple regression,
Statistical software used was SPSS
Ver.13 J equipped in SONY personal

computer.

Results

1) Chief complaints on admission
to the shelter were showed in Table 3.
Though they were put on various
Insomnia and

subjects, especially

physiologic  symptoms  (palpitation,
headache, tremblingmumbing of hands)
were predominant.

2) The mean total GHQ-28 score
was 19.6x5.7 (Table 4). The average
IES-R score was 49.2+16.7(Table 5), 94%
of the subjects had a potential diagnosis
of post-traumatic stress disorder (PTSD).
3) Using M.LN.I, 64% of the
subjects were diagnosed as having major
depression, 46% as having PTSD and
28% as having Agoraphobia (Table 6).
Suicidality was acknowledged by 86% of
the subjects. In addition 40% of them
classified in

were severe grade of
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showed in table 7,

overlapping of each diagnosis was found

suicidality. As

very frequently. The most characteristic

comorbid  diagnoses were  major
depression and PTSD; that is, 74% of the
subjects with PTSD were also diagnosed
as having major depression at the same
time.

4) Close
subscales of GHQ-28, IES-R and the

gscore of suicidality of M.IN.I. can be

relationship among

seen on Table 8. The score of physical
GHQ-28

correlated the score of suicidality of

symptoms  of positively
M.IN.IL. Positive Correlation can be seen
also between the score of anxiety and
insomnia of GHQ-28 and the scores of
hyperarousal and total score of IES-R,
between the score of depression of
GHQ-28
hyperarousal and total score of IES-R.

and the scores of intrusion,

The score of depression of GHQ-28 were
also correlated to the score of suicidality
of M.IN.I.

5) The Factors Influence to the
score of suicidality of M.LN.L
method of
multiple regression (Table 9). The higher

were
estimated by stepwise
score of suicidality was influenced by

higher scores of depression and
GHQ-28.
Younger age and less score of anxiety and
insomnia of GHQ-28 can be related to

the higher severity of suicidality.

physical  symptoms in

Discussion



According to our results, 96 % of 50
battered women in an emergency shelter
in Tokyo have probability of psychiatric
diagnosis and 94% of the subjects had a
potential diagnosis of PTSD. Needless to
say domestic violence between intimate
partners is one of the biggest and
world-wide problems of women’s mental
health.

The  most  characteristic
diagnoses using M.LN.I. were Major
depression and/or PTSD, as other papers
had already said. Another characteristic
in our subjects is an extremely high
frequency of comorbid diagnosis of Major
depression and PTSD, though another
overlapping of diagnoses were also found
often in our study. To explain the
consequence, first, similarity in
questions for both diagnoses should be
instance

pointed out, for common

questions about sleeplessness and
irritability. There is also a possibility
that one disorder causes nearly
symptoms of the other one. In any case,
these 2 disorder should be always paid
attention if victims of spousal violence
are cared. Major depression and PTSD
could be called as 2 main axes of the
psychiatric diagnosis of battered women.
Allowing for the complicated relationship
between major depression and PTSD in
battered women, it 1is especially
necessary to be aware that the symptoms
of PT'SD may sometimes be masked by

the symptoms of major depression.
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On the other hand it should
be pointed out that there was widely
expanded spectrum of chief complaints
in our subjects. From predominance of
physical symptoms at first their
extremely strained autonomic nervous
system can be estimated easily. Secondly
possibilities about other diagnoses still
in M.LN.I. are also

considerable, for instance somatoform

not covered

disorders and pain disorder.

Severe suicidality was so
clearly showed in our subjects that 86%
of our subjects affirmed their suicidal
idea or past suicidal attempt. It was
extremely remarkable that physical
symptoms had also close relationship
with the suicidality. Namely, higher
suicidality appeared in the subjects who
have higher scores of depression and
Although the

physical symptoms might come from as

physical symptoms.
symptoms of major depression or
physiological reactions accompanied by
of PTSD, the

physical symptoms can become an index

intrusion symptoms
of severity of mental health disturbance
in battered women in an emergency
shelter.
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Table 1. Physical assault on women by an
population-based studies

intimate male partner, selected

propotion of women pyshically assaulted

i Sample by a partner(%)
Country of area | Year of study Coverrage Buring the
. Study ; ) In current
Size . ‘Age previous 12 ) ) Ever
popuration . relationship
months
Canada 31991-1992 Tronto 420 Allwomen 18-64 27
o 1993 National 12300 Al women - 18> ) 29
United States 1995-1996 National 8000 All women 18> 1.3 22
Australia (1996 iNational ~ © 6300:Allwomen . 3 8 o
United Kigdom 11993 North London 430 Allwomen 16> 12 30
i Currently
Republic Korea {1989 National 707 :married 20> 38/12
: women :
11997 Tokyo 4500 Married - 15/5
men/women
Japan
11999 National 4500 Married - women 4.6
men/women men 0.5

Source  1)Krug HG et al. World report on violence and health WHO

2)Report of the metropolitan government office Tokyo 1998

3) Report of Gender Equality Bureau, Cabinet Office 1999

Table 2. profile of subjects

n

50 Japanese battered women being cared for in an emergency shelter

Mean age

34.7+10.4 year-old

Number of children

1.64+1.1

Period of exposure to domestic

violence

81.1+£84.0 months (range:1-360months)

Cared with children

62%

Period from escape to psychiatric

interview

11.3£7.5 days (range:1-26days)
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